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CHAPTER 7

HIV and AIDS

Article 27

• Currently 35% of all people living with HIV and AIDS in the world are in the SADC
region.

• HIV and AIDS is causing immense human suffering throughout the SADC region,
the most obvious effect being death and illness. But the effects of the epidemic
are not confined to the health sector; households, schools, workplaces and
economies are also being gravely affected.

• Seven of the fifteen SADC countries have a HIV and AIDS prevalence of over 15%.
• In thirteen of the fifteen SADC countries, women have a higher HIV and AIDS

prevalence than men.
• In ten of the fifteen SADC countries, less than 50% of People Living with HIV and

AIDS are receiving antiretroviral drugs.
• In nine of the fifteen countries, less than 50% of the 15-24 year old population

have a comprehensive knowledge of HIV and AIDS.
• In a 2009 survey of care work policies, GEMSA rated one country (Namibia)

excellent; three good; two fair; two mediocre and four poor.
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Living positively with AIDS Photo: Gender Links

KEY POINTS



Two-thirds of all people living
with HIV are found in sub-
Saharan Africa, although this
region contains little more
than 10% of the world’s
population.57  Some 35% of all
people living with HIV and
AIDS in the world are found in
the SADC region (SADC Parlia-
mentary Forum, 2007). AIDS
has caused immense human
suffering on the continent.

The most obvious effect of this
crisis has been illness and
death, but the impact of the
epidemic has certainly not
been confined to the health
sector; households, schools,
workplaces and economies
have also been badly affected.

During 2007 alone, an esti-
mated 1.5 million adults and children died as a
result of AIDS in sub-Saharan Africa; since the
beginning of the epidemic more than 15 million
Africans have died from AIDS.58

Unless national and global responses to the
pandemic accelerate, these trends project a bleak
vision of the future: more and more women
affected; still more exhausted from caring for
the ill and dying; children left to fend for
themselves or rely on their elderly grandparents.
The changing face of the disease means that
women, especially young women, will continue
to be the most vulnerable to infection, the least
able to protect themselves and the last to get
treatment and care. Widows will continue to be
driven from their homes in many places, deprived
of land and inheritance rights; the number of
AIDS orphans will continue to grow; and families
will have little hope of getting out of poverty.59

Although therapy is starting to
lessen the toll of AIDS, still fewer
than one in three Africans who
need treatment are receiving
it.60  The impact of AIDS will
remain severe for many years
to come.

Women’s  comprehensive
knowledge of HIV and AIDS is
improving throughout the
SADC region and in nine of the
SADC countries is not dissimilar
to men. But anecdotal evidence
suggests that there are great
disparities in the levels of this
knowledge between urban and
rural areas, between wealthier
women and poorer women and
between women with different
levels of education.

The introduction of Prevention of Mother to
Child Transmission (PMTCT), a short course of
antiretroviral therapy that prevents transmission
of HIV and AIDS from mother to child - has been
hailed as a breakthrough in the fight against HIV
and AIDS. The use of PMTCT is also thought to
help reduce infant and maternal mortality.
However, a number of barriers hinder women
from accessing PMTCT and abiding to PMTCT
recommendations, including weak health systems
and socio-cultural practices. Equally, more work
needs to be done to encourage men to become
more involved in PMTCT and antenatal care to
support women’s health.

While SADC already has a Declaration on HIV
and AIDS, the SADC Gender Protocol seeks to
progress beyond declarations and conventions
previously signed by SADC countries by specifying

57 UNAIDS 2008 Report on the Global AIDS Epidemic, http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/ (accessed July 4th, 2009)
58 Ibid
59 UNIFEM (2008).Transforming the National AIDS Response: Mainstreaming gender equality and women’s human rights into the “three ones”. New
   York, USA, UNIFEM
60 Avert, www.avert.org (accessed July 4th, 2009)
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Anti-retroviral (ARV) treatment
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the gender dimensions  and
coming up with specific time-
frames.

The Protocol states that by 2015
the SADC governments must:
• Develop gender sensitive

strategies to prevent new
infections.

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

• Develop and implement policies and
programmes to ensure the appropriate
recognition of the work carried out by care-

givers, the majority of
whom are women, to
allocate 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.
• Have laws on GBV that

provide for the testing, treatment, and care of
survivors. These should include emergency
contraception, access to post-exposure
prophylaxis at all health facilities, and the
prevention of sexually transmitted infections.

Table 7.1: Key Gender, HIV and AIDS indicators
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HIV and AIDS prevalence varies greatly in
SADC countries: Figure 7.1 shows that seven
of the fifteen countries have an HIV and AIDS
prevalence of over 15%, while four countries
have a prevalence rate of 4% or less of the
countries population.  The highest prevalence is
in Swaziland (26%); Botswana (24%) and Lesotho
(23%). The lowest is in the islands - Seychelles,
Madagascar and Mauritius - with a prevalence
rate of 3% or less.

HIV and AIDS spreading: Despite desperate
efforts by governments, civil society and
international organisations, HIV and AIDS

prevalence does not appear to be declining
throughout the SADC region. Factors exacer-
bating the spread of the virus are: increasing
poverty, gender inequality, increased mobility
of people throughout the SADC region,
intergenerational sex, sexual violence, illiteracy
and lack of education, stigma, discrimination and
lack of societal dialogue about HIV and AIDS.
Although awareness levels in the SADC region
are higher than they've ever been, the real
obstacle is translating this awareness into
behaviour change, and the effort often runs up
against longstanding and strongly held cultural
values.
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Figure 7.2: Proportion of women and men living with HIV
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Angola (61%) and Mozambique, Lesotho and
Zimbabwe where women account for 60% of
HIV prevalence.

Women suffer from choice
disability: The fundamental
reason that women are more
vulnerable to HIV and AIDS
infection in the SADC region and
throughout the world is that
women lack the choice and power
to control their sexual and
reproductive health, or what is now
referred to as “choice disability.”

Women more vulnerable than men: As
illustrated in Figure 7.2, in thirteen of the fifteen
SADC countries women have a higher HIV and
AIDS prevalence than men.  The
exceptions are Mauritius and the
Seychelles where HIV and AIDS
infection is driven more by injectable
drug use than sexual activity (UNDP
2008). The most pronounced of
differences between women and
men’s share of HIV and AIDS
prevalence in countries where the
prevalence is principally linked to
sexual activity are in Namibia, (68%);

"We tell women to abstain when
they have no right. We tell them
to be faithful when they cannot
ask their partners to be faithful.
We tell them to use a condom
when they have no power to do
so." (Kathleen Cravero, Deputy
Executive Director of the UN joint
programme on AIDS)
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Knowledge on HIV and AIDS varies: As reflected in Figure 7.3, the extent of comprehensive knowledge
of HIV and AIDS among the 15-24 age group varies significantly throughout the region, the highest
percentages being in South Africa with 94% for women and 95% for men, and the lowest being in Angola,
with 7% for women and 14% for men.

The gender knowledge gap is closing:  In six of the fifteen countries, women have an inferior knowledge
of HIV and AIDS than men but, reassuringly, in nine of the fifteen SADC countries women have an equal
or superior extent of comprehensive knowledge of HIV and AIDS than men.  This could be because of the
higher prevalence of HIV and AIDS of women in the SADC region, that fact that women are more likely
to get tested than men or the fact that women are more likely to have contact with reproductive health
professionals and get information.

A high rate of sexual violence throughout
the SADC region also propagates women’s
vulnerability to HIV infection: Traumatic
abrasions and a lack of lubrication increase the
risk of transmission and GBV perpetrators
themselves have an increased likelihood of being
infected.

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.

Patriarchy and poverty are a lethal mix: In
marriage, tradition takes away women’s power
to negotiate safe sex.  In patriarchal society
women are neither able to demand that their
partner wear a condom, nor to expect that he
will remain faithful.  For many women, poverty
also restricts their power over the use of
contraception and leads them to engage in
high risk sex work or a more casual exchange
of sex for food, etc where they may not be
able to negotiate the use of condoms.

The att itude of  men towards
contraception is a challenge: Changing
men’s negative attitudes to contraception
and the common  belief that contraception,
if used, is a woman’s responsibility are
significant challenges to decreasing women’s
vulnerability to HIV infection. Many men
believe that the use of contraception
encourages women to be unfaithful, and
that condoms decrease the pleasure of sex.
Many men prefer still to use traditional
methods of contraception which offer no
such protection.

Men’s attitude needs changing! Photo: Gender Links



Women empowered with knowledge in Zimbabwe
Of all the SADC countries, Zimbabwe is the only country that has National Plan of Action for Women and
Girls and HIV and AIDS FOR 2006-2010. This aims to empower women and girls to enhance their ability
to protect themselves from HIV infection and to mitigate the impact of HIV and AIDS. Interestingly in
Zimbabwe women have a considerably
higher (60%) comprehensive
knowledge of HIV and AIDS than  men
(40%). The policy aims to:
• Reduce women’s vulnerability through

increasing access to information.
• Ensure access to treatment care and

support for women living with HIV and
AIDS.

• Reduce the burden of care on women
and girls.

• Reduce HIV infections through reduction
in the incidence of GBV.

• Close the gender gap in the completion
of secondary education between boys
and girls.

• Strengthen women’s capacity to exercise
their rights to inheritance, property and
livelihood in order to reduce their
vulnerability.

• Strengthen responses of institutions in
HIV programming, management,
implement and monitoring and evaluation.

• Increase advocacy in the fight against HIV and AIDS. This plan shows a gendered awareness of the impact
and challenges women face in regards to HIV and AIDS and serves as a positive example of the types
of planning, policy and legislation that need to be adopted throughout the SADC region.

Source: National Plan of Action for Women and Girls and HIV and AIDS 2008
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Figure 7.3: Extent of comprehensive knowledge on HIV and AIDS
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Figure 7.4: Percentage pregnant women living with HIV on PMTC
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PMTC is uneven: Throughout the SADC region, an average of 55% of pregnant women living with HIV
receive PMTCT as illustrated in Figure 7.4.  However, this ranges from 100% in Madagascar to 4% in the
DRC showing the massive disparities in access to PMTCT in the region. Of the fifteen SADC countries, an
impressive fourteen of the countries have a PMTCT programme in place (the DRC being the exception).

Mother and child

In Botswana, a PMTCT programme is in place and since 2001 its services have been available
in all public health facilities. There has been an increase in testing amongst pregnant women
from 64% in 2003 to 83% in 2004, which is most likely to be contributed to the implementation of routine
and rapid HIV testing in all antenatal settings. ART treatment has increased from 36% in 2003 till 61%
in 2004 (Ministry of Health / UNFPA (2007)).

For Malawi, one of the most prominent interventions on women and HIV and AIDS has
been PMTCT. A fifth of women attending antenatal clinics in Malawi are HIV positive. In
2001, two PMTCT clinics were piloted with support from UNICEF and MSF. Following this
successful experience, PMTCT services were expanded to 15 sites in 2003. In June 2003, a
national PMTCT programme was launched, and by

March 2008, there were 431 sites located in the country’s 524 hospitals
and health centre’s offering PMTCT services.  Led by the Ministry of
Health with support from development partners, the PMTCT
Acceleration Plan intends to reach all maternal and child health
facilities in order to ensure that every pregnant woman knows her
HIV status and receives the proper care (Ministry of Health, 2008).

In Zambia, the government recognises that PMTCT is critical to
reducing the risk of transmission and PMTCT services have been rolled
out to all the 72 districts of Zambia.  The scaling up of PMTCT services

has resulted in an increase in pregnant women
who have completed prophylaxis from 14,071 in
2005 to 25,578 in 2006 and by September 2007
the figure had reached 35,314.

Children join in the red ribbon campaign
Photo: Colleen Lowe Morna
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The Protocol requires on state parties to ensure universal access to HIV and AIDS treatment
for infected women, men, boys and girls:

Treatment
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It is almost mandatory now for every pregnant woman to undergo
HIV testing so that if she is found positive, she can quickly be
put on treatment to reduce the levels of infecting the baby.
However, there are issues for some Zambian women who refuse
to know their results when tested. This could be attributed to
inadequate counseling before a pregnant women undergoes
testing and fear of stigmatisation and discrimination (Zambia
country report, multi sectoral AIDS response monitoring &
evaluation biennal report (2006-2007)).

In Lesotho, the governments works with civil society organisation ‘Elizabeth Glaser Pediatric
AIDS foundation’ on PMTCT and focuses on certain interventions such as the nutrition of children
and prevention of mother to child transmission.  They also offer psycho-social support to HIV
positive mothers and PMTCT services.

Access to Voluntary Counselling and Testing (VCT) services and usage remain patchy: A number
of countries have established VCT centres and programmes to encourage HIV testing. These services are
often subsidised or free of charge. Yet, the scale at which they are provided is very low in comparison
with the need in the country. As antiretroviral (ARV) treatment increases, the need for VCT will also
increase. There is a need to scale-up VCT services. The services are provided equally to both men and
women, however more information and research is needed on the different challenges between men and
women using VCT centres. There is very little data on VCT throughout the SADC region and so research
needs to be conducted to see if there are gender gaps on this subject.
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Figure 7.5: Percentage of those receiving ARVs
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Universal access to ART treatment has not
been achieved anywhere:  Figure 7.5 shows
that across the SADC region coverage ranges
from 3% to around 68%, with the lowest percent-
ages being Angola and Madagascar. The highest
percentages can be found in Namibia, where
68% of the HIV infected population is benefiting
from ART.  There is little gender disaggregated
data on the uptake of ART by sex but it is clear
that there are gender gaps and challenges in
accessing treatment across the SADC region:

Madagascar: Act 2005-040
pertains specifically to HIV
and AIDS control and
protects the rights of people
living with HIV and AIDS in
reaffirming their human

rights and fundamental freedoms. It grants each
citizen access to services for the prevention and
treatment of HIV and AIDS. Women benefit from
special provisions in their capacity as a vulnerable
group. Regarding access to treatment, those who
are tested HIV positive receive the same services.
However, it is clear from the low percentage of
people currently receiving ART in Madagascar
that this Act has not yet been put into practise
and more work needs to be done on the
implementation of these measures.
(ACT 040, 2005)

Malawi:  There is  no
legislation on HIV and AIDS
but the Law Commission has
completed work on the
recommen-dation to enact
a HIV and AIDS related Act
of parliament. The HIV and AIDS policy makes
provision for universal treatment , care and
support in that there shall be access to affordable,
high quality ART and prophylaxis to individuals
who have tested HIV positive; ensuring that
vulnerable groups actively participate in
designing, developing and implementing a
national plan for universal access to treatment.
Women are not specifically mentioned but they
fall in the generic term of vulnerable group as
defined under the policy.
(HIV and AIDS Policy 2003)

Namibia: In Namibia, where there
is the highest percentage of people
accessing ARVs in the SADC region,
the policy on the access to HIV and AIDS
treatment forms part of the national policy of
HIV and AIDS. There is a significant gender gap
in terms of who receives ART in Namibia as it is
mostly women who go for voluntary testing and
PMTCT treatment and therefore receive ARTs.
(MDG Namibia Report 2009)

Zambia has a strategy and
policy to promote equal
access for women and men
for comprehensive HIV and
AIDS treatment, care and
support. The national HIV

and AIDS policy recognises the bigger role
treatment plays in prolonging lives of people
living with HIV and AIDS. Men, women, youths
and children are all mentioned as beneficiaries
in the treatment, care and support of HIV and
AIDS. Currently more women (52.4%) than men
(48.3%) access ARVs. The reasons among others
are that they are more women accessing
voluntary counseling and testing services; thus
they know their status more often. Despite more
women on treatment; there are a number of
challenges that hinder both men and women
from accessing treatment as desired. Some of
the challenges are that there are long distances
to health facilities especially in rural areas which
make it difficult for people to access treatment.
Low uptake of VCT, human resource shortages
and poor nutrition are other hindrances to
accessing treatment. Women face specific barriers
which stop them from accessing ART services in
Zambia such as lack of information and literacy
on treatment issues and are subjected to a culture
where the husband, as the head of the family
and the breadwinner, has priority access to
treatment when household funds only permit
one person to receive ART. It was observed that
public health services in Zambia are accessed
more by women than men only when they are
free; this lends to the theory that the gender
imbalance in access to health and ART services
stems from the gender imbalance in financial
resources. (Zambia Country Report, Multi-Sectoral
AIDS Response Monitoring and Evaluation Biennal
Report 2006-2007)



Mauritius: In Mauritius
there is no legislation that
mentions women as a
specific beneficiary group as
treatment and medication

are free for both men and women. At the last
National Aids Meeting, the Prime Minister
highlighted that there must be more programmes
focused on women as the HIV and AIDS
prevalence rates for women are gradually
increasing. The Ministry of Women and the
National Women’s Council have set up a National
Advocacy Committee to work with all District
Councils and Village Councils so that at least 155
women’s organisations can be trained in raising
HIV awarenes. The 50 Family Support Officers
that have been trained can now encourage
women to go for voluntary testing and counseling
and to deal with stigmatisation. The caravan of
health invites the population at large to go for
screening for non communicable diseases as well
as for HIV testing. (NWC 2007)

Tanzania: The key challenges
facing access to treatment in
Tanzania are inadequate
implementations of pro-poor
policies, weak health infra-
structure, limited access to
quality health services, inadequate human
resource, shortage of skilled health providers,
lack of equipments and supplies, weak health
management, low utilisation of modern family
planning services, social cultural beliefs and
practices, gender inequality, weak educational
sector, inadequate community involvement and
participation in planning, implementation
monitoring and evaluation of health services.
The attempt in Tanzania to address these
challenges has been among others to review the
health policy in 2003, the health sector reforms
and the health sector strategic plan (2003-2007),
the reproductive and Child Health Strategy and
the National Road Map to Accelerate Reduction
Maternal and Newborn Mortality in Tanzania.
(2006-2010 and 2008-2015)

Mozambique: In Mozambique, the
cost of treatment is the major
challenge for women and the
availability of the treatment in the

rural areas, where the majority of the population
live. The government is expanding its reach to
rural areas but at very low speed.

Post Exposure Prophylaxis – PEP is provided
for in policies but not easily accessible:
UNAIDS and UNIFEM reports recognise GBV as
one of the leading factors for HIV infection due
to lacerations, fistula and other trauma caused.
 Treatment can help to reduce the likelihood of
infection after sexual violence and it is an
important factor in caring for women and
girls who have been sexually abused.

Six of the SADC countries (Botswana, Mauritius,
Namibia, Tanzania, Swaziland and Zambia) have
policies requiring health facilities to administer
Post Exposure Prophylaxis (PEP) and only three
have legislation ensuring this treatment to GBV
survivors. There are various barriers to women
effectively receiving PEP. Although there is no
international time guideline, it is generally
thought that PEP should be administered 24-36
hours after possible exposure to HIV through
rape or unprotected sex.  In rural areas, this is
not always possible due to distance and lack of
transport infrastructure.

Furthermore, women may lack financial means
and the information to on how to obtain PEP
and where to obtain it and may fear reporting
the assault and seeing health care professionals
because of the risk of stigmatisation to rape
victims.
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The red and white ribbon campaign symbolises the intersection between
HIV and AIDS and gender violence Photo: Colleen Lowe Morna
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The Protocol requires Member States to develop and implement policies and programmes
to ensure the appropriate recognition of the work carried out by care-givers; the majority
of whom are women, to allocate resources and psychological support for care-givers
as well as promote the involvement of men in the care and support of people living
with AIDS.

Care work

The “appropriate  recognition”  of care work is
further strengthened by conclusions reached at
the 53rd Session of the Commission on the Status
of Women (CSW53) in March 2009; the meeting’s
focus being on “The equal sharing of
responsibilities between women and men,
including care-giving in the context of HIV and
AIDS.”  The session brought together government
bodies, non-government organisations, multi-
laterals and community-based organisations to
address the challenges faced by care-givers and
strategise on how governments and donors can
support these individuals, as well as increase
men’s participation in care work. The global
community put forward a number of
recommendations to help influence and
strengthen government policies on care work.
Community home based care-givers and
organisations are leaders in the fight against HIV
and AIDS in Southern Africa. Government entities,
community, faith and non-government
organisations, private companies, practitioners
and traditional healers all service the industry.
Significant evidence shows that care-givers have
relieved overburdened healthcare systems and
provided valuable psychosocial and medical
support to People Living with HIV and AIDS
(PLWHA). The burden of care typically falls on
women, including the elderly and young girls.
Reasons for this include cultural beliefs that care
work is “women’s work”, as well as the fact that
many men are “family breadwinners” and cannot
afford to volunteer.  Gender inequality is a key
determinant to the continued blindsiding of the
needs of women in the field of care work.  If
policies are updated and the abuse of traditional
laws and religious beliefs are abolished, this
would give way to less burden of care for women
and sharing of responsibilities with men.  With
few resources and little government assistance,

these unsung heroes are turning the tide in the
AIDS epidemic.

Their services include some form of personal care
(including dispensing medication etc.), housework,
cooking or other such assistance, psychosocial
support to patient as well as care and support
to children in the home. Typically, care-givers in
Southern Africa are not compensated for their
work. Care-givers may act independently or as
members of broader community organisations.
Care workers may fall into one of the following
categories:
• Primary care-givers, who are typically family

members (children, spouses or grandparents)
and are often socially obligated to provide
care.

• Secondary care-givers, who are typically
associated with an organisation that provides
care work as a service.

• Secondary care-givers may work for formal
institutions such as government run clinics,
informal groups such as religious or community
home based care organisations.

Rose Thamae (right) founder of the Lets Grow care-givers network in
Orange Farm, South Africa Photo: Gender Links



This work that women
frequently engage in has no
visible economic output and
so is  not measured in
employment  s ta t i s t i c s .
Because there is no monetary
value attached to unpaid care
work, and because society
does not pay for it, policy
makers often assume that
there is a limitless supply.
However, women who engage
in care work perform a massive
assistance to the state but lose
hours of economic productivity
that they are frequently not
compensated for.   The only
countries in the SADC region
to offer any financial incentive
to care-givers of those infected
with HIV and AIDS are Botswana, Swaziland and
Lesotho. (GEMSA Care Work Report 2009)

Some care-givers do receive some form of
recognition in their community for the work they
do as they are sometimes elected by the
community to provide the service and are
identified as leaders, as in the case of Namibia,
Botswana, Mauritius and some other SADC
countries.  Other times though, they are faced
with the stigma that pervades the HIV and AIDS
epidemic and gain no social status as a result of
their efforts.

There is a need for formal recognition of the
contribution of care-givers for a great host of
reasons, including: ensuring community
recognition for their efforts; the practical needs
of earning a living (many care-givers drop out
of programmes as a result of needing to earn
money for their own families); poor retention
rates lead to a weakening in the standard of
care;  and ensuring that girls can remain in school
(many drop out of school when family members
become ill and are required to take care of them).
There is a need for accurate statistics on how
many care-givers are doing this type of work in
the field and this could be more accurately
captured if there was a regulation of the industry
on a national level; to regulate a standard of

care and ensure norms of
these standards are met (in
an effort to protect both
the patient and the care-
giver); to provide training
so care-givers are better
empowered to do their
work and remain abreast
of the changes in the virus
and methods of treating it;
and to accurately monitor
and evaluate the work
being done in the field.

In April 2009, the Gender
and Media Southern Africa
( G E M S A )  N e t w o r k
conducted a  “pol i cy
analysis” of care work in
the following twelve

countries: Botswana, Democratic Republic of
Congo (DRC), Lesotho, Malawi, Mauritius,
Mozambique, Namibia, South Africa, Swaziland,
Tanzania, Zambia and Zimbabwe. GEMSA
researchers and partners studied existing
policies/guidelines and have identified gaps in
care work provisions.

No government remunerates care-givers:
Currently no government in the SADC region has
a policy that remunerates care workers for their
contribution to health care.  Remuneration is a
key determinant for this industry; it is the right
of people doing the work of government to be
financially rewarded for their efforts.  Many
programmes are at risk of faltering as a result of
volunteers leaving to be able to earn income to
support their own families.  As these valuable
resources are lost, so too is a valuable skill set
and the health care sector falls short of
adequately caring for its citizens. In addition, it
is argued, that if there was some form of
remuneration more men would enter the care
work field which would partially ease the burden
of care-giving on women and girls and increase
the gender equalities that are at present virtually
non-existent.  Paying volunteers will also add
perceived value to the work being done and
increase awareness for care-givers and the services
they offer.
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61 This model heavily references policies/guidelines of Namibia, Zimbabwe and Botswana.

Key elements of a progressive
National Community Home-Base
Care Policy:61

Primary Principles
Equity, availability and accessibility,
affordability, community involvement,
sustainability, justice, inter-sector
collaboration, multi-disciplinary and
collaborative research, monitoring and
evaluation, and quality of care.

Strategies
• Support for community health care

providers (this includes accredited
training, resources, supervision,
recognition and reimbursement for
costs).

• Promotion of self care and recognition
of stress involved in care work (training
in managing the stress of the work
and methods of self care, creation of
peer support groups, ensure continuity
of care for care-givers).

• Promotion of community involvement
and participation.

• Engage men in CHBC: through
information and awareness-raising,
government can promote care work
as everybody’s responsibility; holding
men’s forums and requesting the
church, traditional leaders and other
respected male community authorities
to discuss the important role of men
in care work.

• Strengthening of human resources
such as:
• Guidelines and supervisory tools.
• Training of trainers. Courses to be
accredited by the National Qualifi-
cations Authority.
• Re-fresher training.
• Performance and attendance certifi-
cates, and an agreement between the
CHBC organisation and the community
home care provider (CHCP) of duties
and incentives.
• Resource mobilisation.
• Appropriate guidelines and practices
on decentralisation and integration
of CHBC.

• Integrated management of CHBC
services, improved monitoring and co-
ordination, as well as greater
decentralisation.

• A strengthened CHBC and welfare
information data bank within the
Health Information System (HIS) in

order to reflect a true profile of the
community needs and developmental
activities.

Responsibilities of Other Ministries
• Ministry of Education

• Approve unit standards for training
which can then be accredited by the
National Qualifications Authority.
• Make provisions for older care
workers who have experience in lieu
of education.
• Sensitise and mobilise community
members on health issues.
• Promote health information literacy
• Ministry of Agriculture, Water and
Forestry.
• Provide technical support on
agricultural and development issues
and sensitise communities on clear
water and nutritious foods.
• Promote food security and nutrition
initiatives.

• Ministry of Regional and Local
Government, Housing and Rural
Development
• Support and monitor CHBC
activities.
• Co-ordinate linkages between
communities and different service
providers through Regional Co-
ordinating Committees.

• Ministry of Gender Equality and Child
Welfare
• Identify families in need of health
care.
• Provide technical support con-
cerning women and children.
• Provide additional assistance for
OVC.
• Promote and actively recruit men
to be involved in care work.

• Ministry of Defence
• Provide assistance to CHCPs.

• Ministry  of  Information and
Communication Technology
• Promote awareness of CHBC and
government policies related to care
work.
• Show weekly/monthly CHBC
programmes by facilitating discussions.
• Promote gender equality in care
work.

• National Planning Commission
• Strengthen the partnership between
government and civi l  society
organisations involved in care work.

Funding/Support
• All ministries must mobilise resources,

as well as support from community
and private organisations and
development partners to fund the
CHBC programme.

• Gender sensitive budgeting should be
considered.

• Funding for CHBC organisations is the
responsibility of all stakeholders.

• Permanent staff members trained in
supportive supervision will manage,
support, supervise and evaluate all
CHCPs. This individual and their team
will provide technical, emotional,
spiritual and administrative support.

• Ministries will regularly replenish
training tools, as well as the home-
based care kits (which has basic
medications and supplies).

Provisions for CHCPs
• Recognition and rewards from the

CHBC service organisations, govern-
ment and community leaders.

• An identification card and other
means of identification e.g. a T-shirt,
hat, and umbrella etc. which boost
community confidence and promote
the programme.

• A contribution towards expenses
incurred, e.g. transporting clients/
communication costs.

• Agreed description of duties and
expectations.

• Remuneration that is agreed upon
with the CHBC organisation and
reflects the level of quality services
provided and hours served.

Monitor ing and Evaluat ion
• All CHBC groups should develop

appropriate indicators and tools for
monitoring and evaluating change.
Ideally organisations should track the
policy’s guiding principles of
community involvement, gender
equality, psychosocial support, training
and collaboration between partners.
They should also report the number
of patients reached, the quality of
service delivery, the satisfaction of
care workers and what impact the
work has achieved.

Source: GEMSA, Making care work Count
Audit
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Country Rating

Namibia Excellent

Botswana Good

Tanzania Good

Zimbabwe Good

Swaziland Fair

South Africa Fair

Zambia Mediocre

Malawi Mediocre

Lesotho Poor

Mozambique Poor

Mauritius Poor

DRC Poor

Care work policies in the SADC region:
GEMSA found that so far in the SADC region,
thirteen countries have implemented a policy on
care work in an attempt to meet the SADC
Protocol targets.  In an assessment of these
policies; the findings were as follows:

The detailed table overleaf provides the basis for
this scoring and these findings. The table is
followed by a summary of the main findings.

The Namibian Care Work Policy, rated as excellent, requires that all care-givers
have an identity card, T-shirt, shoes, umbrella, a home-based care kit, some
form of transport, communication funds and a monthly, monetary incentive
of up to N$500 a month.  Care-givers will also be trained using a standardised
manual and accredited through the Namibia Qualifications Authority. The
most progressive thing about the Namibian care-giving policy, however, is
that it openly acknowledges the gender disparity in care work and encourages
the involvement of men.
(GEMSA Regional Care Work Report 2009)

Some provide logistic and material support:
Some governments in the region provide CHBC
kits; these are crucial for service delivery and
care-givers throughout the region advocated for
adequate and replenished kits as a necessity for
quality service delivery. In additional, CHBC
incentives that have been raised include uniforms
for identification in the community, bicycles
transport, food packs, monthly monetary
allowances, soap, free medical treatment,
financial support for income generating projects,
raincoats, umbrellas, agricultural inputs, part
time employment in hospitals, funeral assistance,
stationary and transport allowances.  There is
cause to explore fundraising means to meet the
costs of logistic and material needs of care-givers.
 These incentives also need to be standardised
in order to establish cohesion among CHBC
initiatives within a country.

Training and professional recognition are
patchy: Training is typically carried out within
the region but few governments have policies
that standardise and regulate this training.  Thus,
care-givers currently receive training from a
number of different sources and it varies in length
and curricula. Government would be wise to
create protocols of training and accreditation
through a governing body within the country;
and regulate and standardise the training
through this body.  In addition, training should
be ongoing and curricula updated regularly to
stay abreast of the changes in the HIV and AIDS
arena and fully empower care-givers in being
able to do their work with up to date information.
A variety of issues need to be addressed in

training that would require the joint and
collaborative efforts of a variety of ministries,
including health, education, agriculture etc. This
will help to raise the standard and quality of care
provided.
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decision and policy makers to the full extent of
the nature of the work of care-givers.

Psychosocial support is lacking: The strains
on those caring for people with HIV and AIDS

are enormous. The quality of care that
care-givers provide and their ability to do
so over a sustained period depend on the
protection of their own well-being and
morale. But although this is well recognised
in principle, care for the carers is rarely
given the priority it deserves, and
“burnout” is a serious problem62.

Children and care-giving: care-givers may look
after the needs of the sick and dying but there
must be provisions in place for the children left
behind. The tables below indicates the high
numbers of HIV and AIDS orphans in the SADC
region and the HIV and AIDS prevalence among
children:

Some of the challenges facing this initiative
include logistical and resource deficiencies:
Many care-givers operate in remote parts of their
countries, and Ministries will have to identify
these individuals and ensure they have access to
the training.  Additionally new
training may require certain standards
of literacy. At present, many care-
givers are elderly women without
much education. It is highly likely that
they will be left out of this kind of
system of CHBC. Thus, to allow
maximum inclusiveness, Ministries
will have to strategically determine
the minimum education require-
ments. They will also have to provide greater
clarity on what will happen to care-givers who
do not qualify for training.

Many in this area need training: This should
be carried out for care-givers but also managers,
supervisors and ministers to help sensitise the

62 UNAIDS (2000). Caring for carers: managing stress in those who care for people with HIV and AIDS.  Case study, Geneva, UNAIDS.
63 WHO (2002) Community Home Based Care in Resource Limited Settings: A Framework for Action. Geneva, WHO
64 Kaiser Family Foundation, www.kff.org) accessed July 4, 2009)
65 Ibid

"I think of our work
like holding up a
candle of hope to other
people. But unless we
also protect  that
candle, it will burn
out ."  Ca re -g i ve r ,
Namibia63

Evidence suggests that orphans have a higher vulnerability to HIV infection than other children:
For example, recent studies have indicated that girls who have lost their mothers are significantly more
likely to become infected with HIV than their non-orphaned peers. In addition, these girls frequently drop
out of school to take care of dying relatives.  Thus there is an additional protective factor of care-givers
in terms of benefitting children and their potential risk of HIV infection.

Rank

1

3

4

6

7

9

14

16

19

21

22

38

Country Name

Global

South Africa

Zimbabwe

Tanzania

Zambia

Malawi

Mozambique

Lesotho

Botswana

Congo

Namibia

Swaziland

Mauritius

Number

15,000,000

1,400,000

1,000,000

970,000

600,000

560,000

400,000

110,000

95,000

60,000

66,000

56,000

< 500

(<18 yrs old) 200764

Rank

1

3

5

6

7

9

15

15

16

17

21

36

Country Name

Global

South Africa

Tanzania

Zimbabwe

Mozambique

Zambia

Malawi

Botswana

Swaziland

Namibia

Lesotho

Congo

Mauritius

Number

2,000,000

280,000

140,000

120,000

100,000

95,000

91,000

15,000

15,000

14,000

12,000

6,600

< 100

(<15 yrs old) 200765

Table 7.2: Children orphaned by AIDS
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Remuneration Logistic and Material SupportCountry

TABLE 7.3: GEMSA’S DETAILED ASSESSMENT OF

Namibia:
Excellent CHBC policy

Botswana:
Good CHBC policy

Tanzania:
Good CHBC model

Zimbabwe:
Good CHBC model

Swaziland:
Fair CHBC policy

South Africa:
Fair CHBC policy

Zambia:
Mediocre CHBC model

Malawi:
Mediocre CHBC model

Lesotho:
Poor CHBC model

Mozambique:
Poor CHBC model

Mauritius:
Poor CHBC model

DRC:
Poor CHBC model

New CHBC policy calls for a monthly incentive of N$250-N$500
(roughly USD 31-62).

At present only donor organisations provide financial incentives
for CHBC volunteers working at NGOs. The government feels
that by remunerating care-givers, the spirit of volunteerism
would be compromised.

No policy

No policy.  Government recommends communities mobilise
funds for care-giver costs. The government feels that by
remunerating care-givers, the spirit of volunteerism would be
compromised.

The current CHBC policy calls for a monthly incentive of E200
(roughly USD 25) for Registered Health Monitors (RHMs).
However, Baphalali Red Cross Society care-givers are
remunerated E100-E110 monthly, and are paid in kind or through
donations.

There is a policy framework document that exists however, the
extent of implementation in this area is not known.

No policy

No policy

No policy, however, the Prime Minister has ordered that a
monthly stipend of 300 Maloti (roughly USD 37) be paid to all
Community Health Workers (CHWs).

The operational manual suggests that care workers should
receive an amount calculated as 60% of the minimum national
salary.

No specific policy for HIV and AIDS.
Policy exists for government officials who work with elderly.

No policy

Under the new policy, all care-givers will require an identity
card, t-shirt, shoes, umbrella, a home-based care kit, some
form of transport, communication funds and a monthly, monetary
incentive.

Government provides CHBC volunteers with transportation
allowances of P151 (roughly USD 22) per month and clinical
supplies.

Tanzania Commission for AIDS gives funds to registered CHBC
organisations to sustain their projects and CHBC kits.

The new CHBC guidelines recommends incentives to include
uniforms, bicycles, food packs, monetary allowances, free
medical treatment, support for income generating projects,
raincoats, umbrellas, part time employment in hospitals, and
funeral assistance.

All RHMs and care-givers receive CHBC kits and uniforms as
a requirement for easy identification within the community, an
identity card, t-shirt, shoes, umbrella, a home-based care kit,
and a monthly, monetary incentive as above.

The Department of Social Development (DSD) gives food
supplements and parcels.

No policy

Limited support for CHBC from government.

Registered CHW’s get access to resources such as health kits.

The operational manual mentions the volunteer kit and allocation
of some basic materials.  In practice though neither the Ministry
of Health (MoH) nor the donors provide this material for care
workers.

HIV and AIDS National Strategic Framework (NSF) makes
provision for improving training, equipment and staffing capacity
of government structures.

No policy

 GEMSA Care Work Policy Analysis 2009
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CARE WORK POLICIES IN EACH SADC COUNTRY

Training/Professional Recognition Psychosocial Support

Under the new policy, the government will re-train all care-
givers using a standardised manual. Government will accredit
those who pass the training through the Namibia Qualifications
Authority.

Government currently has no mandated, minimum level of
training. Nurses train CHBC volunteers at the clinics on issues
of tuberculosis, adherence, diet and how to care for patients.
Normally the training lasts about a week. As new issues arise,
the clinic provides care-givers refresher courses.
Many care-givers working for NGOs receive training from either
clinics or other civil society organisations.

The Ministry of Health and Social Welfare (MoHSW) last trained
care-givers in 2005 and training continues to be the same
despite the changes in the area of care work. Care Work is not
recognised as a profession in Tanzania.

The new CHBC guidelines espouse for training on basic care
using adult learning techniques and utilising a standardised
training procedure. Also noted is the need for prevention
education in terms of accidental exposure such as pricking and
TB/HIV infection.

The Ministry of Health and Social Welfare (MOH&SW) last
trained care-givers in 2005 and training continues to be the
same despite the changes in the area of care work. Care work
is not recognised as a profession in Swaziland.

DSD and Department of Health (DOH) need to make this
training and professional recognition criteria clear as it seems
ambiguous at present.

No policy that recognises care- givers as professionals except
the third line of care- givers (professionals like nurses, clinical
officers etc).
Care-givers are trained by qualified trainers from the Ministry
of Health (MoH) and other organisations.
Care-givers receive a certificate of attendance after training.
CHBCs are registered under the Registrar of Societies.
CHBC organisations are also required to register with the DHMT
in their area of operation.

Existing training and standardised training manual.

Government is planning to train all CHW’s including care- givers
in order to professionalise the cadre and afford it recognition.

The operational manual mentions training and capacity building
however little is known of implementation.

No policy.  NSF makes provision for training of government
officials involved in HIV and AIDS.

No policy

The new policy attempts to address the psychological needs of
care-givers. In the draft guideline, the Ministry of Health and
Social Services requests that all CHBC organisations promote
stress management techniques, help care-givers adjust to the
pace and approach to work, provide peer counseling, and
establish a support network.

The government provides psychosocial support through
supervisors at the clinic or through the social welfare office.
Moreover, as part of Ministry of Health’s monitoring of CHBC,
government representatives often visit volunteers to discuss
their challenges.
CHBC organisations often facilitate discussions for volunteers
to share their challenges and frustrations.

There is no policy document that exists on psychosocial support
for care-givers. The evaluation report on CHBC has looked into
support for care-givers. MoHSW requests that all CHBC
organisations promote stress management techniques, help
care-givers adjust to the pace and approach to work, provide
peer counseling, and establish a support network.

The new CHBC guidelines recognise that care-givers need
appropriate psychosocial support to prevent stress and burn
out.

There is no policy document that exists on psychosocial support
for care workers. The evaluation report on CHBC has looked
into support for care-givers. MOH&SW requests that all CHBC
organisations promote stress management techniques, help
care-givers adjust to the pace and approach to work, provide
peer counseling, and establish a support network.

There is a document within the policy framework though the
extent of implementation is unclear.

No policy

Commitment demonstrated on paper for CHBC by government.

The National Guidelines on CHBC recognises the challenge of
emotional, physical strain and stress experienced by care-givers;
the lack of resources and care-givers’ inability to diagnose
symptoms. The guideline calls for income generating activities
which can support CHBC.

No policy.

No policy

No policy

The new policy
acknowledges the gender
disparity in care work and
encourages the involvement
of men.

No policy

No policy

No policy.

No policy.

Gender inequality is noted
within the policy framework
documents for CHBC.

No policy

No policy.

The National Gender and
Development Policy
advocates for the
improvement and expansion
of gender-sensitive home-
based health care.

No policy

No policy

No policy

Gender Equality



176   SADC Gender Protocol Baseline Barometer

Taking OVCs seriously

In Madagascar, the situation of orphans and
vulnerable children (OVC) in relation to HIV is such
that it had to be included among the priorities of the HIV and AIDS
control programme. A study in 2006 has allowed for increasing the
availability of psychosocial and legal care of OVC at the community
level. The partner organisations have integrated support for OVC
in their activities and provided support to children through nutritional
assistance. Host families who care for orphans and vulnerable children
are receiving economic support through the assistance of the Global
Fund (SE/CLNS 2007). A national policy for the protection of OVC
has been developed but has not yet been validated (MINPOP 2009).

In Lesotho, the government has undertaken to
  integrate orphans and vulnerable children into the

HIV and AIDS policy through:
• Introduction of the free primary education for every child to attend school;
• Establishment of the District Child Protection teams. These teams ensure that OVC have

access to education, provide mechanisms for support and protection of child headed
households and promote and strengthen programmes to safe guard food security for OVCs;

• Master of the high courts; deals with property rights and inheritance of the OVCs;
• Psychosocial, nutritional, medical and financial support  (National HIV and AIDS Policy, 2006).

The Angolan government addresses the issue of children infected by HIV and AIDS and places children into
the following vulnerable groups: street children, orphans, children with HIV infected family members and
children exposed to infected health care professionals.  It estimates that approximately 16,282 children
younger than 15 are currently suffering from HIV and AIDS and access to treatment is very much a question
of geography.  For example, of 236 children with HIV and AIDS monitored in Luanda, 226 of them were
receiving treatment.  In more rural regions such as Cabinda, 61 children with HIV and AIDS were being
monitored but only 3 of these children were receiving treatment.

A committee and policy has been established, headed by MINARS (Ministry of Social Affairs) to establish a
law for the protection of the basic social needs of orphans and vulnerable children. Committees such as
these are of great importance to HIV and AIDS suffering populations in Angola, given that in 2003 around
15% (160 000) of Angolan orphans were as a result of loosing one or both parents to HIV and AIDS.  This
figure is expected to rise to up to 35% in 2010.  This policy will facilitate the protection of the rights of
orphans and vulnerable children, improve their access to basic facilities and help to create an environment
of non-discrimination.

There is also work being done in Angola to address the negative connotations of the label ‘AIDS orphan’,
as anecdotal evidence in Angola suggests that these children are discriminate against, stigmatised, abandoned
and separated from the family environment.

Aside from the this, there is also work being done in Angola by the Ministry for Education and the Ministry
of Health in partnership with UNICEF and local NGOs to increase the level of HIV and AIDS knowledge and
awareness among 590,000 children of ages 9-18, allowing children to make informed choices about their
attitudes and behaviour and to create a dialogue on HIV and AIDS in Angola among the people who are
most vulnerable to the threat of HIV and AIDS.  With a population where over 50% are under 25 years old,
it is Angola’s youth who stand to benefit most from these kind of sensitisation campaigns.
(MINARS 2006)

OVCs are being cared for in a different light
 Photo: Gender Links
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Next steps

66  International Labor Organisation, ILO (2001). An ILO code of practice on HIV and AIDS and the world of work. Geneva. (www.ilo.org, retrieved
      July 5th, 2009)
67 UNIFEM (2008).Transforming the National AIDS Response: Mainstreaming gender equality and women’s human rights into the “three ones”. New
    York, USA, UNIFEM

In order to meet the 2015 targets,
SADC governments must increase

their efforts to provide treatment and address
the ways in which HIV and AIDS prevalence is
gendered.  They must work with civil society
organisations to raise awareness and support
those providing care to HIV sufferers. Specific
actions include:

Gender dimensions need to be recognised:
The gender dimensions of HIV and AIDS should
be recognised and catered to. Women are more
likely to become infected and are more often
adversely affected by the HIV and AIDS epidemic
than men due to biological, socio-cultural and
economic reasons. The greater the gender
discrimination in societies and the lower the
position of women, the more negatively they are
affected by HIV (including experiencing greater
stigma and discrimination). There-fore, more
equal gender relations and the empowerment
of women are vital to successfully prevent the
spread of HIV infection and enable women to
cope with HIV and AIDS.66  Strategies need to be
found that will identify strategic entry points to
provide comprehensive care, which reduces the
burden on women and girls, and ensures that
men and the state take more responsibility for
providing care.

Greater partici-
pation of men
in care-giving
should be en-
couraged  by
holding more
s e n s i t i s a t i o n
meetings to help society see the value of this
work and the specific benefits of men’s
involvement in care work as well as requesting
the church and other respected community
authorities to discuss the important role of men
in care work. Ministries could stipulate active
recruitment and engagement of men on CHBC.
Secondly, provision of material help and financial
support to care-givers would encourage men to
join.

Inter-sector collaboration and information
dissemination: There seemed to be a lack of
information dissemination and inter-sectoral
collaboration across all policies researched by
GEMSA.  There needs to be better co-ordination
of assistance, national ownership through the
closer alignment of international support with
national priorities, and the deliverance of
assistance under a framework of mutual account-
ability.  In addition, ministries need to be
communicating effectively with each other and
present policy as a united front. Information
should flow effortlessly between national,
regional and district levels and back up again.

Monitoring and evaluation: A single set of
standardised monitoring and evaluation
indicators endorsed by all stakeholders can track
progress, or lack of progress, in achieving
programme results. This should be accompanied
by a system to routinely share information among
national, district and local stakeholders. A
monitoring and evaluation system should
integrate gender equality indicators and methods
of assessment.67

Dorothy Bwalya, an HIV positive woman in Zambia, leans on former president
Kenneth Kaunda Photo: Gender Links

Is care work stereotyped for women only?
Photo: Gender Links


