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• South Africa ranks eighth in the SADC region on the SGDI score, coming in this year at 52%.
This is one of the country's worst performing areas.

• Citizens, meanwhile, score the government at 68% in this sector, putting South Africa in
ninth place in this ranking. This poor score reflects the recent inability of the government
to deliver on time when it comes to prevention, treatment and care.

• Despite these scores, South Africa, with the region's highest overall number of people
infected, has stepped up efforts and programmes, including a large Anti-Retroviral Therapy
(ART) programme, to address the epidemic.

• The infection rate is declining and now stands at 10%. Women comprise 59% of those
infected.

• Adult infection rates by 41% between 2001 and 2011.
• Over the last decade there has been a 27% reduction in deaths as a result of HIV and AIDS

due to much higher uptake in ART.
• The South African male circumcision programme has surpassed one million male circumcisions

performed, preventing an estimated 200 000 new HIV infections by 2025.
• Tuberculosis is still the leading cause of death among people living with HIV and AIDS.
• Care work remains a largely unpaid profession in South Africa.

KEY POINTS

CHAPTER 7

HIV and AIDS

Article 27

Displays like the above candle mosaic remind South Africans about those affected, and
infected, by the HIV and AIDS pandemic in the country.

Photo: https://c1.staticflickr.com/1/2/2806780_37e4c09e2a.jpg



132   SADC Gender Protocol 2015 Barometer • South Africa

With a SADC Gender and Development Index (SGDI)
score of 52%, the country ranks ninth in the region
using this measure, tying with Malawi. The SGDI
measures comprehensive knowledge on HIV and AIDS
by women and men; the proportion of HIV-positive
women as a percentage of all HIV-positive people; and
HIV-positive women receiving Prevention of Mother To
Child Transmission of HIV (PMTCT) treatment as a
percentage of all HIV-positive pregnant women.

The Citizen Score Card (CSC), based on citizen percep-
tions, places the country at 68%. This shows a degree
of optimism among the public because of the measures
government is taking in this area. Some issues not
captured by the SGDI but likely to influence citizen
views include universal access to treatment, support,
and care, for men and women living with HIV and AIDS.

Background

The main mode of transmission of HIV in South Africa
is between heterosexual couples, with mother-to-child
transmission also common. Drivers of the epidemic in
South Africa include intergenerational sex, multiple
concurrent partners, low condom use, excessive use of
alcohol, and low rates of male circumcision.

CSC
52%

9

Table 7.1: SGDI and CSC scores on HIV and AIDS

Scores
Ranks

SGDI
68%

9

Figure 7.1 shows that HIV and AIDS prevalence varies
greatly in SADC countries. South Africa (18%) is among
four of the 15 countries that have an HIV prevalence
rate of more than 15%. Statistics show that Swaziland

(26%), Botswana (25%) and Lesotho (24%) have higher
prevalence than South Africa. Meanwhile, Madagascar
and Mauritius both have an HIV prevalence rate of just
2%.

Figure 7.2 shows that a higher proportion of women
than men live with HIV and AIDS in SADC, with the
exception of Madagascar, Seychelles and Mauritius,
where the shared needles of mostly male drug users

primarily transmit HIV. The figure shows that the other
11 SADC countries have a greater proportion of women
living with HIV and AIDS. Women make up 60% of the
share of people with HIV and AIDS in South Africa,

Figure 7.2: Proportion of women and men living with HIV
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placing the country at number three in the region,
along with Namibia. Only Tanzania at 61% has a higher
share of HIV-positive women.

Some of the contributing factors that have exacerbated
the HIV and AIDS prevalence include lack of equal rights
within marriage, the need for protection of women
and girls from violence and abuse, and the need to
strengthen education and awareness programmes
to eliminate traditional and cultural practices that
increase women's vulnerability to HIV and AIDS.

In terms of intergenerational sex, research has
identified younger females having sex with older
males as an important factor contributing to the
spread of HIV. Subsistence needs and materialism
have been found to motivate such relationships.1

Shisana and colleagues (2009) found higher HIV
prevalence among teenage males and females who
reported having sexual partners who are five or
more years older. Owing to unequal power
dynamics in such relationships, research has found
that young girls who do not have the skills and
power to negotiate condom use face great
vulnerability.2

Response

South African lawmakers face a major
and mounting financial challenge as
they strive to respond to the HIV and

AIDS epidemic. The funding needed to respond to HIV
and AIDS on three critical fronts - for prevention,
treatment, and care of orphans and others affected by

AIDS - continues to escalate rapidly, especially as
hundreds of thousands of additional South

Africans enter ART programmes. This situation
poses huge financial dangers and risks for the
country, particularly at a time when South
Africa is feeling the negative effects of the
global economic recession and is struggling
to maintain its government budget for a wide
range of pressing needs, beyond HIV and AIDS.3

The official response to HIV and TB in South
Africa falls under the second key outcome of

the Negotiated Service Delivery Agreements
(NSDA), which is one of the 12 key outcomes of

the government departmental mandates. Under
this charter, the health sector is obligated to

ensure, “A long and healthy life for all South
Africans.” It focuses on addressing structural

determinants (mobility and migration,
gender roles and norms, sexual abuse

and intimate partner violence and
social safety nets) to address the

impacts of the epidemic. Mean-
while, the Department of Public
Service and Administration focuses
on the public service workforce

and ensures adherence to public
service guidelines in this sector.4

In July 2011, the UN General Assembly adopted a political
declaration on HIV and AIDS called Intensifying Our
Efforts to Eliminate HIV and AIDS. Drawing from the
declaration, UNAIDS has articulated ten specific targets
for 2015 to guide collective action.

These are:
1. Reduce sexual transmission by 50%
2. Reduce HIV transmission among people who inject
drugs by 50%
3. Eliminate new infections among children and
substantially reduce the number of mothers dying from
AIDS-related causes
4. Provide antiretroviral therapy to 15 million people
5. Reduce the number of people living with HIV who
die from tuberculosis by 50%

Intensified global efforts to eliminate HIV and AIDS

6. Close the global AIDS resource gap and reach annual
global investment of US$22-24 billion in low- and middle-
income countries
7. Eliminate gender inequalities, gender-based abuse
and violence, and increase the capacity of women and
girls to protect themselves from HIV
8. Eliminate stigma and discrimination against people
living with, and affected by, HIV by promoting laws
and policies that ensure the full realisation of all human
rights and fundamental freedoms
9. Eliminate restrictions for people living with HIV on
entry, stay and residence
10. Eliminate parallel systems for HIV-related services
to strengthen the integration of the AIDS response in
global health and development efforts

1 Shisana O, RehleT,Simbayi  LC, Parker W,Zuma K, Bhana A,Connolly C, Jooste S, Pillay V, et al.(2005) South African National  HIV Prevalence, HIV
incidence , Behaviour and Communication Survey ,2005.

2 Parker W, Makhubhele B, Ntlabathi P, Connolly C. Concurrent Sexual Partnerships amongst young adults in South Africa. Challenges for HIV prevention
communication. Challenges for HIV prevention communication. CADRE. 2007.

3 CEGAA/Results for Development Institute, 2011, Costs and Financing of HIV and AIDS in South Africa.
4 Global AIDS response progress report 2012.
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The Polokego Shelter initiative is a collaboration
between various stakeholders looking to find solutions
to mitigate and curb the spread of HIV and AIDS in
South Africa.  The shelter provides a place of safety for
victims of gender-based violence and its staff provide
them support, care and relevant resources to rebuild
their lives. This includes support linked to HIV and AIDS.

The team behind the Krugersdorp shelter see tackling
gender-based violence and HIV and AIDS as a collective
responsibility that is not limited to those employed in
the health sector. Gauteng communities such as
Munsieville and Muldersdrift have a high record of
incidents of GBV, as observed in statistics from Victim
Empowerment Centre.

Stakeholders in this sector recognise that women need
services like those provided by the Polokego Shelter.
These include skills development, awareness on HIV
and AIDS, treatment, care, support and therapeutic
intervention to deal with the aftermath of abuse, and
the stigma of HIV and AIDS attached to it. Access to
these services goes a long way towards curbing further
GBV. Those behind Polokego recognised the gap
between this type of work and the initiatives under the
Department of Health.

Thus, Polokego Shelter aims to create an increased level
of awareness, not only focusing on GBV, but also on
health issues to bridge this gap between service
providers. Polokego Shelter's mission is to encourage
support and care for those living with HIV and AIDS (as
in most cases they remain marginalised), to change
behaviour and challenge sexist attitudes that lead to
women and child abuse. The shelter is also incorporating

Fighting HIV with shelter and support

gender-based violence prevention and
providing relevant referrals to health
institutions and support groups.

Together with the Department of Health, the
shelter also provides outreach programmes
to at-risk youths who do not know about the
services available to them. Through this
programme, Polokogo staff hope to reduce
discrimination against HIV-positive people.

Victims tend to see Victim Empowerment
Centres (VECs), situated in police stations, as
their first port of call. The VECs provide basic
support and crisis intervention. Victims can
access quality services at VECs and staff at
these centres contain the issue and provide
counselling before they refer victims to shelters
such as Polokego for more in-depth thera-
peutic interventions. VEC staff sometimes refer

victims to other relevant stakeholders who can
assist. Polokego provides ongoing support to its clients,
as well as people living with HIV and AIDS and their
families.

Polokego is sensitive to victims' needs in its work,
including in the creation of slogans and when working
with people from different cultures and those who
speak different languages. The shelter's main challenge
is that it has limited financial resources to sustain some
of its programmes. The shelter is currently looking for
funding and assistance from different stakeholders to
finance its initiatives. Other challenges include:

• There is lack of transport resources at the shelter due
to the high demand of our services, which impedes
execution of some activities, such as awareness
campaigns and transporting survivors to relevant
places for assistance;

• Although the shelter takes part in many educational
programmes and campaigns, some people still do not
use condoms, and this is especially problematic for
the area's sexually active youth;

• HIV and AIDS has a drastic impact on poverty and
creates a high number of orphans;

• The majority of the population is still ignorant of the
disease;

• Clients can be reluctant to disclose their status to
family members, which affects their adherence to
medication and robs them of a vital support system;
and

• Stigma and discrimination remains prevalent in families
after the clients disclose their status, and families
often emotionally abuse clients when they reveal
their status.

Adapted from a presentation by Bonolo Ngwenya
at the 2014 South Africa National Summit.

Women and children from Polokego Shelter attending Mandela Day celebrations in CradleStone
Mall. Photo: Jeanette Chabalala
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Prevention

The Protocol requires that by 2015, state parties shall develop gender- sensitive strategies
to prevent new infections, taking account of the unequal status of women, and in particular
the vulnerability of the girl child as well as harmful practices and biological factors that
result in women constituting the majority of those infected and affected by HIV and
AIDS.

In South Africa, the wide delivery of effective behaviour
change strategies has been central to  reversing  the
HIV  epidemic,  and  has  formed  a  key  element  of
the  national prevention pillar. The national approach
to prevention recognises that human behaviour is
complex; it is challenging to change widespread
behaviour; and important gaps remain in knowledge
about the effectiveness of HIV prevention.5

The government and civil society have joined forces in
rolling out HIV prevention activities from national to
local level to ensure that HIV becomes a natural and
central topic of discussion, and that South African society
forges new societal norms.

The South African National AIDS Council is a multi-
sectorial body providing high-level leadership and

coordination. The deputy president of the country chairs
the council. The council consists of eight government
ministries and 18 civil society and private sector
organisations.

South Africa has achieved the target of reducing
transmission by more than 50% and transmission rates
between mothers and babies have fallen to less than
5%. According to a recent study conducted by the
Institute for Health Metrics and Evaluation at the
University of Washington, new HIV infections in South
African children under five years old dropped by more
than three quarters between 2003 and 2013. The study
also found that the number of children who died due
to AIDS has decreased tenfold over the past 10 years.6

 South Africa may meet the goal of eliminating new
infections by 2015.7

5 Ibid.
6 Institute for Health Metrics and Evaluation (IHME), 2014. http://mg.co.za/article/2014-07-21-hiv-infections-in-children-under-five-down-by-over-three-

quarters.
7 UNAIDS, 2013.  2013 Progress report on the global plan.

Figure 7.3: Comprehensive knowledge on HIV and AIDS
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Figure 7.3 shows that, at 20% for women and 30% for
men, South Africa, comes 14th in the SADC region with
regard to comprehensive knowledge on HIV and AIDS.
This demonstrates that the country still has a long way
to go in this area. Indeed, these numbers seem to
indicate a drop in knowledge from 2013, when 31% of
women said they had comprehensive knowledge of HIV
and AIDS. Last year 27% of men said they had compre-
hensive knowledge of this subject.

The government has identified the school system as an
important entry point for scaling up public education
and awareness on HIV and AIDS. The Department of
Basic Education (DBE) has  been  strengthening  the
HIV  and  AIDS  life  skills  education  programme. It is
doing this through activities such as the review of the
sexuality education curriculum using the United Nations
Educational Scientific and Cultural Organisation
(UNESCO) international guidelines on sexuality education
as a model. In addition, the department is incorporating
classroom observations of lessons, developing scripted
lesson plans for educators and conducting qualitative
research to understand factors that facilitate and inhibit
the teaching of life orientation in schools.

The department has also increasingly focused on capacity
development, with 3 545 teachers trained as “master
trainers,” and 24 275 teachers capacitated from January
2010 to December 2011 to deliver life skills through the
curriculum. In total, the department distributed 1 920
693 sets of Learning and Teaching Support Material
(LTSM) to 24 628 schools. It also reviewed Life Skills
Teacher Guides and Learner Activity books for compli-
ance with the National Curriculum Statement. LTSM
distributed to schools included a range of materials on
sexuality education, drugs and substance use, stigma,
discrimination, peer pressure and HIV and AIDS.
Stakeholders have also established functional peer
education programmes in 16 505 primary and secondary
schools.8

Medical male circumcision

Research has proven, through
three randomised control trials,
that medical male circumcision
prevents female-to-male trans-
mission of HIV by about 60%.

Meanwhile, the World Health
Organisation has recommended
voluntary medical male circum-
cision since 2007 as an additional
important strategy for HIV
prevention, particularly in

countries like South Africa with high HIV prevalence
and low levels of male circumcision. Thus, 14 African
countries with this profile have implemented prog-
rammes to expand medical male circumcision, which
offers exceptional value for money and reduces costs
by preventing new HIV infections and decreasing the
number of people that require HIV treatment and care.
Most stakeholders in this sector now believe advocates
should consider male circumcision as one element of
any inclusive HIV prevention initiative, along with other
prevention tools, such as condoms and education.

The South African male circumcision programme has
surpassed one million male circumcisions performed,
preventing an estimated 200 000 new HIV infections by
2025 and saving the country hundreds of millions of
rand. The programme's national technical support
partner, the Centre for HIV and AIDS Prevention Studies
(CHAPS), reports that South Africa has opened new
service delivery sites offering Voluntary Medical Male
Circumcision (VMMC) in all nine provinces and qualified
educators have trained more than 2 500 medical
professionals to provide VMMC services. Stakeholders
have implemented the programme following the model
for optimising volume and efficiency of VMMC services.
This innovative operations model, originating from
South Africa, focuses on eliminating operational
bottlenecks and allowing facilities to perform more
than 100 circumcisions per day during peak seasons and
VMMC campaigns.

Under current national guidelines and policies, only
trained medical doctors can perform the surgical
procedure. This limits the number of men that this
intervention can reach. The country will soon embark
on introducing the PrePex device, which is a simpler
procedure to perform, and can be executed by lower
level workers, therefore increasing the programme's
reach.

Stakeholders attribute the success
of this national programme to
the strong leadership of the
National Department of Health,
under the stewardship of the
minister of health. In addition,
financial support through the
US President's Emergency Plan
for AIDS Relief (PEPFAR), and the
Global Fund, and dedication
from various NGOs in South
Africa providing technical
assistance and support to the
department helped this project
succeed.9

8 Global AIDS response progress report 2012.
9 From an article by Dr Ntlotleng Mabena (MBcHB, Dip HIV Man, DTM, MPH) Centre for HIV/AIDS Prevention Studies (CHAPS).

An advertisment for the Bophelo Pele Male Circumcision Centre
in Orange Farm. Photo: Taurai Maduna
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10 Global AIDS response progress report 2012.

South Africa's Prevention of Mother to Child Trans-
mission (PMTCT) programme involves a series of
interventions at various stages of pregnancy and during
and after birth. The proportion of infants born to HIV-
positive mothers who test HIV-positive within two
months of birth is an important indicator of the success
of comprehensive PMTCT programmes, as effective
PMTCT programmes will reduce the proportion of babies
who become HIV-infected. Data from the National
Health Laboratory Service (NHLS) shows a 15% increase
from 2010 (39.2%) to 2011 (54.4%) in the percentage
of infants testing for HIV within two months of birth.10

The government has scaled up coverage of PMTCT and
the country now ranks in the top three for the region.
In 2010, South Africa released new PMTCT guidelines,
which fall more in line with World Health Organisation
recommendations. The guidelines advise HIV-positive
pregnant women to start treatment when their CD4
count drops below 350 cells/mm.3 They also state that
all pregnant women who test positive will begin
receiving treatment at 14 weeks rather than in the last
term of pregnancy, and advise HIV-positive women to
receive ART drugs postpartum.

Source: 2014 SADC Gender Protocol Barometer.
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Figure 7.4: Percentage pregnant women living with HIV on PMTCT
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Prevention of Mother to Child Transmission (PMTCT)

Figure 7.4 shows PMTCT across countries in the region.
In previous years, South Africa compared rather poorly
with only 50% of HIV-positive pregnant women receiving
this treatment. However, the country has turned the
situation around and South Africa now ranks second
with Botswana, Seychelles and Swaziland at 95%. It is
also worth noting that the country in the first position
has a significantly smaller population than South Africa,
making the South African response even more
impressive.

New infections

Encouragingly, concerted prevention efforts have
resulted in steep declines in new infections around the
world, with sub-Saharan Africa leading the way.
Between 2001 and 2011 in Malawi, the rate of new HIV
infections dropped by 73%, in Botswana by 71%, in
Namibia by 68%, in Zambia by 58%, in Zimbabwe by
50% and in South Africa by 41%. In Swaziland, which

has the highest HIV prevalence in the world, new HIV
infections have dropped by 37%. This picture is
heartening as countries continue to make huge strides
toward reaching the UNAIDS 2015 target of zero new
infections.

2015
target of

0%
new infections
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Figure 7.5 illustrates that HIV prevalence rates continue
to drop throughout the SADC region. Many countries
with the highest prevalence in the region, including
South Africa, Zambia and Zimbabwe, have managed to
reduce prevalence rates, as have countries like Angola
and DRC, which have historically not had high HIV
prevalence rates compared to the other countries in
the region. Zimbabwe showed a significant reduction

between 2001 (26.5%) and 2012 (14%).11 Studies have
linked this decline with population-level changes in
sexual behaviour, particularly reductions in the number
of sexual partners and increased uptake and use of
condoms. South Africa, with the region's highest overall
number of people infected, has stepped up efforts and
programmes, including a large ART programme, to
address the epidemic.12

Treatment

The Protocol calls on state parties to ensure universal access to HIV and AIDS treatment
for infected women, men, boys and girls.

Despite the high prevalence rates, the government of
South Africa has to date reported some of the best
antiretroviral coverage in the region. In 2012, the ART
rollout programme recorded that 1.8 million people
had begun ART since the commencement of the
treatment programme. According to the country's 2012
UNAIDS report, treatment initiation rates have reached
30 000 per month on average. Researchers attribute
this to the revision of the treatment guidelines in 2009,
which increased the threshold for ART treatment in

pregnant women and patients co-infected with TB and
HIV to CD4+ count 350, and the provision of safer and
effective antiretroviral therapy regimens for adults and
children.

South Africa has rapidly scaled up its ART programme,
which is the largest in the world. Close to two million
South Africans have accessed treatment to date,
compared to one million in 2009. Legislators hope that
three million will be receiving treatment by 2015.

11 Government of Zimbabwe. 2010. Factsheet HIV Decline in Zimbabwe - Positive Behaviour Change Makes a Difference. Harare: Ministry of Health and
Child Welfare.
http://docs.google.com/viewer?a=v&q=cache:Q1kwMAwYdEJ:countryoffice.unfpa.org/zimbabwe/drive/FACTSheetHIVDeclineinZimbabweFinal.pdf+s
outhern+africa+%2B+decline+%2B+hiv+prevalence+2010&hl=en&gl=za&pid=bl&srcid=ADGEESjE8XNSU8w899NkfnqWqp6JWGinS_xxsHOy3oCWdzw
9OOJdt5tn7uFL2o9LhmyQOzN7ZcKq3d3tMaXOA88MVsdt9O0vy6lwcB6KINV0_0UoI18sr2habqjuL5uHcAtLDHJP4s&sig=AHIEtbS50g4CMx7kFiaukb7X2l
VEiABlKQ

12 UNAIDS Country Progress Report, 2010.

Source: UNAIDS 2010 and UNAIDS 2012

Figure 7.5: Percentage of population infected by HIV
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Figure 7.6: Percentage of those eligible receiving ARVs
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The Treatment Action
Campaign (TAC) is a non-
profit association in South
Africa with branches in
different provinces. TAC's
Free State programme
works to ensure that every
person gets access to
healthcare and treatment for TB and HIV and AIDS.

TAC's objectives include:
• Ensuring that the rate of infection in children and

women is reduced;
• Reducing stigma and discrimination;
• Making sure that everyone gets effective and compre-

hensive treatment for HIV and AIDS;
• Providing education and awareness for all people

infected with, and affected by, HIV and AIDS; and
• Ensuring that there is no sexual violence in families,

and that men do not violate the rights of women and
children.

The TAC programme also encourages LGBTI community
members to get involved in the TAC community. TAC
believes that working together with other NGOs, health
facilities and community members is the most important
factor in ensuring everyone can access their right to

Treatment Action Campaign ensures services for all

treatment, including ART treatment. The programmes
also support sex workers and men who have sex with
men (MSM), as these key populations face a greater
risk of contracting HIV and AIDS, sexually transmitted
infections (STIs) and TB.

TAC aims to ensure that every person in the Free State
can access health services without discrimination from
any doctors or nurses irrespective of sexual orientation
or gender. TAC has used film screenings and radio slots
to share information, in addition to the information
that is available at clinics from health talks for the
patients and nurses. TAC also encourages women to
use the female condom. TAC has noticed that people
return to TAC facilities for their treatment and check-
ups, which indicates that they have been receiving the
right information - and responding to it.
TACs challenges include:
• A lack of funds to reach all regions of South Africa;
• Condom distribution is still a problem, especially

female condoms, as people say they do not feel
comfortable with them; and

• Access to prisons, to men and to MSM as this group
is most at risk in terms of infection with HIV, TB and
STI's.

Source: Adapted presentation by William Mokhehle,
SADC Gender Protocol @ Work Summit, April 2014.

As noted earlier, South Africa has rapidly scaled up its
ART programme, which is now the largest in the world.
Close to two million South Africans have accessed
treatment to date, compared to one million in 2009.

Figure 7.6 shows, however, that this is still only 56% of
those living with HIV and AIDS in the country. The target
is to ensure that three million people receive treatment
by 2015.
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Article 27 of the Southern Africa Development Community (SADC) Protocol on Gender
and Development calls on State Parties to develop and implement policies and programmes
to ensure appropriate recognition of the work carried out by care-givers, the majority
of whom are women, allocation of resources and psychological support for care-givers
as well as promote the involvement of men in the care and support of People Living
with HIV and AIDS.

Care work

13 UNAIDS 2012 World AIDS Day Report: Results.
14 Global AIDS response progress report 2012.
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The rapid expansion of treatment has resulted in a
marked reduction in the number of deaths in the region.
A UNAIDS 2013 results report notes that sub-Saharan
Africa cut the number of deaths from AIDS-related
causes by 32% between 2005 and 2011, with the largest
drop in AIDS-related deaths recorded in some of those
countries where HIV has the strongest grip. For example,
Figure 7.8 illustrates that South Africa reduced the
number of deaths in this period by 27%, which amounts
to approximately 100 000 deaths.13 Botswana, mean-
while, saw the largest per capita reduction at 71%.

The  rapid  expansion  of  access  to  ART  in  South
Africa - the  largest  HIV  treatment programme in the
world - is not without its challenges. Some of these
include multiple monitoring systems that vary from
province to province. The National Department of Health
has developed a new three-tiered patient-based
monitoring system for ART, which stakeholders have
been implementing in phases throughout the country.

This will enable certain health facilities with larger
numbers of ART patients the use of an electronic
monitoring system.14

However, many problems still hamper access to ART,
most of which link to infrastructural capacity and skills
shortages of health personnel. South Africa has to date
trained more than 10 000 professional nurses specifically
for the ART roll out under a programme called Nurse
Initiated Management of ART (NIMART).

The government is committed to providing an
appropriate package of services that includes wellness,
opportunistic infections management, ART, and nutrition
to HIV-positive and/or exposed children and adolescents.
In 2009, 86 270 children received treatment. According
to the latest World Health Organisation guidelines, this
means that 54% of children in need of HIV treatment
in South Africa have been receiving it (WHO/UNAIDS/
UNICEF 2010).

In 2009, the Gender and Media Southern Africa Network
(GEMSA) conducted a policy audit of care work in South
Africa. It held interviews with health-based care workers,
HIV and AIDS organisations and international NGOs.

GEMSA aimed to evaluate current and future provisions
for caregivers in the country, to identify policy gaps,
and to provide recommendations on how stakeholders
can strengthen the care work programme. Ultimately,
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Table 7.2: National Plan on Carework

Remuneration

Logistic and material
support

Training/professional
recognition

Psychosocial support

Gender equality

Issue Policies

• Mobilise resources for sustainable compensation;
• Create strategies on how stakeholders can collectively pay

caregivers; and
• Explore the potential for government subsidies for home-

based care organisations to have salaries paid out of the
funds provided by DSD.

• Raise awareness for home-based care services (HCBS) to
collect materials and alleviate the delays that occur when
donors run out of materials;

• Create strategies on stakeholder cooperation in this area
and examine potential for government subsidies for home-
based care groups; and

• Create a body that links home-based care organisations to
home-based care services and informs of materials and
supplies available constantly.

• Determine strategic minimum education requirements to
maximise the number of older caregivers eligible for training;

• Provide greater clarity on what will happen to caregivers
who do not qualify for training; and

• Plan the logistics and resources required to re-train all
community home-based care-givers.

• Identify, secure, train, and accredit appropriate number of
home-based care supervisors in diverse areas of
management;

• Explore possible opportunities for collaboration between
the caregivers and local level social workers;

• Develop support networks based on information on where
and how HCBS organisations operate; and

• Publicise and utilise the DSD and DOH home-based care
forums for sharing challenges and successes.

o The policy and guidelines for implementation should stipulate
active recruitment and engagement of men on home-based
care services: this could be a requirement for organisations
seeking funds through DSD and DOH; and

o Home-based care organisations should reach out to men's
forums, traditionalists, the church and other respected
community authorities to discuss the important role of men
in care work.

No points about remuneration exist in
any policy document.

DSD gives out food supplements and
parcels (although this is ad hoc and not
well regulated).

DSD and DOH need to make these
criteria clear, as it currently seems
ambiguous; information is required.

There is a document within the policy
framework of the DSD - although it is
unclear to what extent stakeholders have
implemented it.

Noted within the policy framework
documents for home-based care
services.

South African National AIDS Council (SANAC),
DSD and DOH need to work out the process
more clearly to avoid role confusion.

This would assist organisations in need of
supplies that rely on donations from donors,
etc. There is need to give out more materials
such as home-based care services kits.

There is a need to train care workers as the
area of care work changes rapidly. Recognition
of training would also create opportunities for
caregivers to work in other areas of need, such
as hospitals.

If implemented, this policy will help to ensure
the physical and mental wellbeing of the
caregiver.

Policies need to articulate clearly that there is
need to have men in the arena of care work.
This would lessen the burden of care for women
and sharing of responsibilities with men.

Opportunities Recommendations

Source: GEMSA South Africa care work report 2012.

the findings from this report contributed to a model
home-based care policy for the Southern African
Development Community (SADC) region.

In order to provide an accurate reflection of conditions
in the country, GEMSA facilitated a focus group meeting
in Johannesburg and conducted a series of interviews.
Researchers identified participants through desktop
research and discussions with organisations involved in
care work. The meeting brought together 12 community
home-based care organisations.  GEMSA conducted
separate meetings and interviews with two of the largest
home-based care groups in Johannesburg: Orange Farm
and another affiliated organisation.

GEMSA discovered that home-based care organisations
remain unaware of many of the processes that regulate
care work in the country, which currently take place
within South Africa's Department of Social Development
(DSD) and the Department of Health (DOH). Thus, lack

of access to information has led most of the home-
based care organisations to source funds from donors,
which stipulate where these funds can be allocated and
impose stringent conditions on local organisations. Two
other emerging issues have been the delay in funding
projects and incidents of corruption within government
departments.

Some home-based care organisations have confirmed
that during the past financial year, the government
took back funds after releasing them late, demanding
that money be returned due to lack of use. Consequently,
many home-based care organisations suffer from
financial shortages and several remain on the verge of
closing due to lack of funds.

This research classifies services undertaken by care
providers in three categories: prevention, treatment
and support. Table 7.2 details the types of activities
included in each area.
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As rapid increases in availability of treatment becomes
a reality across the region, it is necessary to pause and
consider the role of community and home-based
caregivers in the future. Table 7.2 illustrates some areas
in which caregivers will continue to be needed, including
ongoing engagement in the HIV continuum of care,
including provision of psychosocial support; awareness
raising for all forms of prevention, including PMTCT;
treatment readiness and continuing support for
treatment adherence; and community mobilisation to
decrease stigma.

HIV in the SADC region Post 2015

UNAIDS is challenging the world to set
targets to stop HIV infections for an
AIDS-free generation. It is targeting
90% of tested and HIV-positive people

to initiate ART, and targeting 90% of those on treatment
with viral suppression by 2020. These targets may be
ambitious, but the target of zero new infections
through mother to child transmission is certainly
attainable. South Africa has made significant strides in
ensuring that mothers give birth to fewer HIV-positive
children.

South Africa is showing the rest of the region that it is
possible to rapidly increase the numbers on treatment
- this rose from 25 000 in 2003 to 2 150 881 in 2012 and
more than 2.4 million in early 2014.  South Africa has
set a goal of ensuring more than 4.5 million people can
access treatment. To achieve this, the country is
prioritising mass testing in all available places. The plan
is to test eight to nine million people per year. The
Minister of Health says people often ask him if the
country can afford such a massive treatment rollout, to
which he responds, “Can we afford not to?”15

During a roundtable discussion in South Africa, the
Alliance and key stakeholders tabled a series of priorities
for post-2015.

SGP Post 2015

South Africa has begun to implement rapid testing methods. Photo: SABC News

15 Dr. A. Motsoaledi, Presentation to the International AIDS Conference, July 19, 2014.
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Table 7.3: Summary of proposed indicators

Thematic area/target Proposed post-2015 indicatorsProposed post-2015 targets

1. State parties shall take
every step to adopt and
implement gender-sensitive
policies and programmes,
and enact legislation that
will address prevention,
treatment, care and support
in accordance, but not
limited to, the Maseru
Declaration on HIV and
AIDS

2. Promote behavioural
change through faith-based
organisations and NGOs

3. Ensure HIV and AIDS as
part of the school curricula

4. Provide health gardens  (a
piece of land where citizens
can plant food) for survivors
through local government

5. Focus more attention on
adolescents (15-24):
Reduce adolescent HIV
prevalence by 20% by 2020

6. Invest in integrated
programmes which include
social benefits  or cash
transfers

7. Increase testing to at least
90% of population:  by 2020

8. 100% of pregnant mothers
tested for HIV; 90% of those
that test positive initiated
on treatment

9. Tackle stigma associated
with key populations such
as sex workers, men who
sleep with men, women
who sleep with women,
people who inject drugs,

1. National policies which address
gender issues

2. National policies that are implemented

3. HIV prevalence disaggregated by sex
percentage

4. Comprehensive knowledge on HIV
and AIDS18 percentage
disaggregated by sex

5. Countries where HIV is in the school
curriculum

6. HIV prevalence among young people
(percentage)

7. Upper secondary school gross
enrolment ratio

8. Lower secondary school gross
enrolment ratio

9. Comprehensive knowledge of HIV
among adolescents (percentage)

10. Percent of adolescents in need of
social protection that receive regular
cash transfer and support

11. Percent of population which has been
tested, disaggregated by sex

12. Percentage of pregnant mothers
tested for HIV

13. Percentage  of pregnant mothers
living with HIV initiated on treatment

14. HIV prevalence in:
• sex workers,
• men who have sex with men,
• women who have sex with women,
• people who inject drugs,
• prisoners

1. Countries where HIV is in the
school curriculum

2. Comprehensive knowledge on
HIV and AIDS17 percentage
disaggregated by sex

3. Percentage  of pregnant
mothers living with HIV initiated
on treatment

4. HIV prevalence in:
• sex workers
• men who have sex with men,
• women who have sex with
  women,
• people who inject drugs,
• prisoners,
• migrants (percentage)

5. Number of recognised and
accredited caregivers

Priority indicators16

HIV and AIDS
Policies:  State parties shall
take every step to adopt
and implement gender-
sensitive policies and
programmes, and enact
legislation that will address
prevention, treatment, care
and support in accordance,
but not limited to, the
Maseru Declaration on HIV
and AIDS
Prevention
By 2015, state parties shall
develop gender sensitive
strategies to prevent new
infections, taking account
of the unequal status of
women, and, in particular,
the vulnerability of the girl
child as well as harmful
practices and biological
factors that result in women
constituting the majority of
those infected and affected
by HIV and AIDS

16 Priority indicators were identified at the Post 2015 Roundtable discussion on 16 October, paricipants included the Department of Trade and Industry,
SAWID, Women in the Presidency M and E unit, WDB Trust,Commission for Gender Equality, Sonke Gender Justice, Department of Cooperative
Governance and Traditional Affairs.

17 WHO, Health Demographic surveys, UNAIDS.
18 WHO, Health Demographic surveys, UNAIDS.
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Thematic area/target Proposed post-2015 indicatorsProposed post-2015 targets Priority indicators

Treatment
Ensure universal access
to HIV and AIDS treatment
for infected women, men,
boys and girls

Care work
Develop and implement
policies and programmes
to ensure the appropriate
recognition of the work
carried out by caregivers,
the majority of whom are
women; the allocation of
resources and
psychological support for
caregivers as well as
promote the involvement
of men in the care and
support of people living
with HIV and AIDS

• Accelerate strategies to continue to reduce new
infection rates.

• Lobby for stronger and improved HIV and AIDS targets
and indicators in the reviewed SADC Gender Protocol,
to ensure stakeholders can dramatically reduce women
and girls' burden, with zero new infections and
universal treatment.

Next steps

• Implement further strategies to reduce the rate of
infection.

• Update the national strategic plan for post-2015.
• Improve access to medication, which remains a

challenge.
• Intensify the campaign for remuneration for caregivers

and adapt it in light of the uptake on treatment and
care.

prisoners, and migrants and
ensure that they all access
comprehensive HIV care,
support and treatment
services to reduce the
prevalence of HIV

10. Ensure universal access to
HIV and AIDS treatment for
infected women, men, girls
and boys by 2020

11. 50% people aged 50 or
older have access to
integrated health, HIV and
social services

12. At least 30% of those that
are eligible for social
protection are receiving
support

13. Have and enforce policies
and programmes for the
recognition of the work
carried out by care givers,
the majority of whom are
women, by 2020

• migrants (percentage)

15. Percentage of those living with HIV
who have access to ART treatment,
disaggregated by gender

16. Percentage of people over 50 who
have access to integrated health, HIV
and social services

17. Percentage of people age 50 and
older who are eligible for social
protection that receive it

18. Number of recognised and accredited
caregivers

19. Number of policies on care giving,
safety, legal protection

20. Number of countries with final policies
on care work

21. Number of countries which are
implementing policies on care work

22. Proportion of recognised male care
workers
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