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• Currently 34% of all people living with HIV and AIDS in the world live in the SADC region.
• HIV prevalence rates have either stabilised or begun decreasing in all SADC countries yet

they remain among the highest in the world.
• In 13 of the 15 SADC countries, women have a higher HIV prevalence than men.
• In six of the 15 SADC countries, less than 50% of People Living with HIV and AIDS (PLWHA)

are receiving antiretroviral drugs.
• In Botswana, Namibia, South Africa and Swaziland, coverage of antiretrovirals for preventing

mother-to-child transmission of HIV reached more than 80%.
• Positive results from recent microbicide trials provide hope that women may soon have a

new tool to protect themselves from the virus.
• In nine of the 15 countries, less than 50% of the 15 - 24 year old population has a compre-

hensive knowledge of HIV and AIDS.
• AIDS-related deaths have decreased by 20% since 2004 likely due to the expansion of

antiretroviral therapy.
• There is evidence that prevention campaigns are beginning to change sexual behaviour

patterns and leading to a reduction in HIV and AIDS. However, gender disparities continue
to be a major driver of the epidemic in the region.

• VSO-RAISA, which now leads the care work cluster in the Southern African Gender Protocol
Alliance, is advocating stand alone care work policies in line with the provisions of the SADC
Gender Protocol.

• No SADC government adequately remunerates care givers despite the huge financial burden
they relieve.

KEY POINTS
Rozy Khedoo, a local councilllor in Mauritius, takes up the fight against HIV and
AIDS. Photo: Colleen Lowe Morna
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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.1 Some 34%
of all people living with HIV in the world are  found in
the SADC region2 and HIV and AIDS continues to cause
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. HIV affects the economically active population
(15 - 49 years), and the negative impacts on national
economies, and as a consequence on regional
development issues, cannot be ignored.

During 2009 an estimated 1.3 million adults and children
died as a result of AIDS-related illnesses in sub-Saharan
Africa; since the beginning of the epidemic more than
16 million Africans have died from AIDS-related illnesses.

Yet AIDS-related deaths have gone down 20% in the
region since 2004, mostly due to expansion of
antiretroviral treatment.3

The number of people newly infected with HIV also fell
from 2.2 million people in 2001 to 1.8 million people
in 2009.  The rate of new HIV infections in sub-Saharan
Africa has slowly declined as four of the countries with
the largest HIV epidemics (Ethiopia, South Africa, Zambia
and Zimbabwe) reduced new infections by more than
25% between 2001 and 2009.4

However, unless national and global responses to the
epidemic accelerate, these trends project a bleak vision
of the future: more and more women infected; still
more exhausted from caring for the ill and dying; and
children left to fend for themselves or rely on their
elderly grandparents.

There are a variety of reasons why women, and young
women in particular, remain disproportionately more
vulnerable to HIV infection than their male counterparts,
among them:

• Gender inequality and economic disempowerment
leads to lower decision-making ability in sexual
relationships;

• High incidences of age-disparate sexual relationships
(young women in sexual relationships with men who
are much older means a heighted risk of contracting
HIV);

• Women tend to have a lower knowledge of HIV
transmission pathways, leading to a lowered risk
perception and uptake of prevention methods;

• Lower knowledge of HIV prevention methods, testing
and treatment options among women;

• Limited female-controlled HIV prevention devices and
methods;

• High levels of stigma and discrimination, impacting
on women's ability to access HIV counselling and
testing and to adhere to treatment;

• Intimate partner violence or fear of violence, leading
to women's lowered ability to initiate discussions
about safer sex, even when the partner is known to
have other sexual partners. This also impacts on an
HIV positive mother's ability to adhere to proper
feeding techniques involving young children;5

• High rates of multiple concurrent partnerships;
• High rates of alcohol and drug abuse and inconsistent

condom use;
• High incidence of rape and sexual violence perpetrated

on women;

1 UNAIDS 2008 Report on the Global AIDS Epidemic, http://www.unaids.org/en/KnowledgeCentre/HIVData/GlobalReport/2008/ (accessed 4 July 2009).
2 UNAIDS. 2010. Country Progress Report.
3 UNAIDS, 2010 Global report: http://www.unaids.org/globalreport/documents/20101123_GlobalReport_full_en.pdf.
4 Ibid.
5 World Health Organisation (WHO) recommendations are that HIV positive mothers should feed their children formula in order to eliminate the risks

of their babies contracting HIV through breast milk. In the event that bottle feeding is not ideal, due to poor water and electricity supply for the proper
preparation of milk and sterilisation of bottles, as well as due to inability to afford formula, mothers are advised to exclusively breast feed their babies
for at least a year.
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• Harmful cultural practices, supported by patriarchy,
which limit women's ability to make choices which
can protect them from HIV.

The changing face of the pandemic 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,
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.6

Although antiretroviral therapy is beginning to reduce
the toll of AIDS, still less than four in ten of those in
need of treatment are receiving it.7 The impact of AIDS
will remain severe for many years to come.

Regionally, there is progress toward preventing new
infections as well as government commitment to
supporting efforts to develop an effective female-
controlled HIV prevention method in the form of
microbicide gels. The first promising results from
microbicide gel trials were announced at the 18th
International AIDS Conference in Austria in 2010.

6 UNIFEM (2008).Transforming the National AIDS Response: Mainstreaming gender equality and women's human rights into the “three ones”. New York,
USA, UNIFEM.

7 World Health Organisation 2010 Progress report: Towards universal access: Scaling up priority HIV/AIDS interventions in the health sector.

In June 2011, South Africa's Deputy
Minister of Science and Technology
Derek Hanekom and United States
Ambassador to South Africa Donald Gips

jointly announced plans to support a follow-on
microbicide trial. The trial will test the safety and
effectiveness of the gel as the country stepped up efforts
to achieve the production of an effective and safe
female-controlled HIV-prevention method in the form
of the microbicide gel.

The microbicide, containing 1% tenofovir (an
antiretroviral drug widely used in the treatment of HIV)
was found to be 39% effective in reducing a woman's
risk of becoming infected with HIV during sex and 51%
effective in preventing genital herpes infections in
women participating in the trial.

The follow-up trial, to be called FACTS 001, will build
on the results of the 2010 CAPRISA 004 study, which
tested the safety and effectiveness of 1% tenofovir gel
among nearly 900 women at two sites in South Africa.
The research found that using the microbicide gel before
and after sex provided women with some protection
against sexually transmitted HIV and the Herpes Simplex
Virus 2 (HSV-2).

The FACTS 001 study is a partnership between the
Department of Science and Technology, the Department
of Health and the United States government through
the US Agency for International Development (USAID).
The Technology Innovation Agency (TIA), a South African
Government agency which supports technological
innovation, will fund the technical support and
monitoring carried out by the African Clinical Research
Organisation (ACRO).

South Africa supports development of effective female-controlled HIV prevention method
- the microbicide gel

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

While SADC already has a Declaration
on HIV and AIDS, the SADC Gender
and Development Protocol seeks to
progress beyond declarations and
conventions previously signed by SADC
countries by specifying the gender
dimensions and coming up with specific
time frames.

The Protocol states that by 2015 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;
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• Develop and implement policies and programmes to
ensure the appropriate recognition of the work carried
out by caregivers, 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
HIV AND AIDS;

• Have laws on gender-based violence 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.

Source: UNGASS 2010 Country progress reports; IAS 2009 Fact sheet on HIV and AIDS in Sub-Saharan Africa and South Africa.
For Angola, DRC, Madagascar and Mozambique, data from 2009 was sourced from: MDG Database; UN AIDS 2010.

Table 7.1: Key gender, HIV and AIDS indicators
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The current situation

Southern Africa remains the area most heavily
affected by the epidemic: The ten countries with the
highest HIV prevalence worldwide are all located in the
sub-region, with each of these countries experiencing
adult (15 - 49 years) HIV prevalence greater than 10%.
Three countries in the region (Botswana, Lesotho and
Swaziland) have prevalence rates higher than 15%.
With an estimated adult HIV prevalence of 25.9% in
2010, Swaziland has the highest level of infection in
the world.8 The epidemic in Swaziland seems to have
levelled off, albeit at a very high rate. Botswana has an
adult HIV prevalence of 24.8%, with some evidence of
a decline in prevalence in urban areas.9 South Africa
remains home to the world's largest number of people
living with HIV (5.6 million).10 For Southern Africa as a
whole, HIV incidence appears to have peaked in the
mid-1990s. In most countries, HIV prevalence has

stabilised at extremely high levels, although evidence
indicates that HIV incidence continues to rise in rural
Angola.11

HIV and AIDS prevalence varies greatly in SADC
countries: Four of the 15 countries have an HIV
prevalence rate of more than 15%, while four countries
have a prevalence rate of 4% or less. The highest
prevalence is in Swaziland (25.9%); Botswana (24.8%),
Lesotho (23.6%) and South Africa (17.8%) are also very
high. The lowest prevalence rates are in the islands:
Seychelles, Madagascar and Mauritius all have prevalence
rates of 3% or less. Unlike the other SADC countries,
the Indian Ocean islands have epidemics classified as
concentrated. This means they are largely concentrated
among groups such as injecting drug users, sex workers,
prisoners and sexual minorities, as well as seafarers.12

8 UNAIDS 2010 Progress Report.
9 Ibid.
10 Ibid.
11 UNAIDS 2009 AIDS Epidemic Update. http://data.unaids.org/pub/Report/2009/JC1700_Epi_Update_2009_en.pdf (accessed 30 July, 2010).
12 UNAIDS 2010 Progress Report.
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There is evidence of decline in most countries in
the region:  Encouragingly, of the countries with the
highest prevalence in the region, South Africa, Zambia
and Zimbabwe have reduced prevalence rates. Zimbabwe
showed significant reductions between 2001 (26.5%)
and 2009 (14.3%).13 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's 2010
prevalence rate reflects a reduction in the 2008 figures
released by UNAIDS, indicating either a reduction in
prevalence due to death, or successes in HIV prevention
and mitigation programmes. The latter scenario is more
probable as South Africa has stepped up efforts and
programmes, including a large Anti-Retroviral Treatment
(ART) programme to address the epidemic.14

13 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/FACTSheetHIVDeclinein

    ZimbabweFinal.pdf+southern+africa+%2B+decline+%2B+hiv+prevalence+2010&hl=en&gl=za&pid=bl&srcid=ADGEESjE8XNSU8w899NkfnqWqp6
   JWGinS_xxsHOy3oCWdzw9OOJdt5tn7uFL2o9LhmyQOzN7ZcKq3d3tMaXOA88MVsdt9O0vy6lwcB6KINV0_0UoI18sr2habqjuL5uHcAtLDHJP4s&sig
     =AHIEtbS50g4CMx7kFiaukb7X2lVEiABlKQ.
14 UNAIDS Country Progress Report, 2010.
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Zimbabwe's HIV prevalence has gone down from a high
of 33% in the late 1990s to 14% in 2010.

Sharing Zimbabwe's experiences at the 2011 South
African AIDS Conference Oscar Mundida, the Behaviour
Change Coordinator in Zimbabwe's National AIDS

Council, said the country's decline in HIV prevalence as
well as HIV incidence was largely due to a vigorous

national behaviour change campaign and the
employment of several prevention strategies.

“As a country we do not attribute the decline to
any one campaign. We acknowledge the importance
of a multi-sectoral response where different players
with different strengths work together to achieve
the desired result, which is what we have done”
said Mundida.

Mundida, who successfully designed the first
National Behaviour Change Strategy, said it took
seriousness on the part of the country to be able
to turn the tide in HIV prevalence and incidence.
This saw AIDS being declared a national disaster
in the country in 1999, which galvanised people
into action.

As a follow-up to this, Mundida said the country
introduced the National AIDS Trust Fund, funded
by a 3% tax on all taxable income for Zimbabwean

workers, which has largely funded the country's HIV
programme with support from the donor community.
He said the country has also adopted prevention
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Zimbabwe: HIV prevalence decline in spotlight at AIDS conference

HIV is on the decline in Zimbabwe. Photo: Trevor Davies
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strategies such as male circumcision and the “One love
campaign” which encourages faithfulness and partner
reduction, delayed sexual debut in youths and abstinence
to complement efforts aimed towards reducing new
infections. These led to a reduction in the number of
people with casual sex partners.

“We are working with every player to get results. The
media plays its role in disseminating educational
information to the public while civil society runs several
awareness campaigns across the country,” he said.
“However the urban areas have more access to the
information and messages and as a result we saw the
decline happen first in urban areas where information

from the media and campaigns is easily accessible
compared to rural areas.”

He said the fight in Zimbabwe was far from over as
new infections were now largely occurring in stable
relationships and marriage, showing that while people
were not keen on short term casual relationships, they
were engaging in longer term, more risky relationships.
Such relationships go on for years and condoms are not
used according to studies conducted in the country.
Mundida said Zimbabwe will continue conducting
surveys and research to detect gaps as a way of making
the response even more effective.

Source: SAfAIDS Media (2011)

But prevalence increases continue to be recorded:
Antenatal surveillance in Swaziland found an increase
in HIV prevalence among female clinic attendees from
39.2% in 2006 to 42% in 2008.15 There is still no evidence
of a decline in infections among pregnant women in
South Africa, where more than 29% of women accessing
public health services tested HIV-positive in 2008.
Although Seychelles has a low prevalence rate, the
country has recorded an increase in new infections, (52
in 2009), which contributes to the burden of the disease
in the country.16 There are only two countries in the
region which have higher HIV prevalence among men
than women: Mauritius and Seychelles. The trend is due
to the fact that injecting drug use is the primary mode
of transmission in these countries. The Government of
Seychelles, in recognition of this fact, has prioritised
addressing injecting drug use in order to address HIV
in the country.

A rise in new infections in committed partnerships
has grave implications for women's increased

vulnerability: Evidence suggests that most new HIV
infections in sub-Saharan Africa now occur among those
in married and cohabiting couples, many of whom are
unaware of their status due to low use of HIV counselling
and testing services. Urban data in Zambia suggests
that 60% of people newly infected via heterosexual
transmission are infected in marriage or cohabitation,
compared with more than half (50% - 65%) in Swaziland
and an estimated 35% - 62% in Lesotho.17 In Botswana,
studies indicate that women cohabiting with men had
the highest prevalence rates at 39.6%.18 These statistics
underscore the need for a scaling up of behaviour
change programmes dealing with multiple concurrent
partnerships with low HIV testing and condom use,
which make women more susceptible to contracting
HIV.

In Swaziland, transmission through heterosexual sexual
contact (including sex within couples, casual sex
and sex work) is estimated to account for 94% of
infections.19

The future was in my hands. Literally.
Quarraisha Abdool Karim, lead
researcher of the Centre for the AIDS
Programme of Research in South
Africa (CAPRISA), smeared a bit of
clear odourless gel onto my palm.

At the 18th annual International AIDS
Conference in Vienna in July 2010,
CAPRISA shared the findings of a

study that showed a microbicide gel
containing the tenofovir anti-
retroviral was 39% effective in
reducing a woman's risk of becoming
sexually infected with HIV.

During the study of almost 900
women, participants were advised
to use the gel up to 12 hours before
and after intercourse.

Microbicides - reducing women's vulnerability to HIV and AIDS

15 UNAIDS 2009 AIDS Epidemic Update. http://data.unaids.org/pub/Report/2009/JC1700_Epi_Update_2009_en.pdf (accessed 30 July, 2010).
16 UNAIDS 2010.
17 UNAIDS Global Report Factsheet, 2010.
18 Botswana Country Report 2010.
19 Mngadi S et al. (2009) Swaziland: HIV prevention response and modes of transmission analysis. Mbabane, National Emergency Response Council on

HIV/AIDS.
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Sub-Saharan Africa remains the nesting ground for HIV,
with more than half (60%) of those infected with the
virus being female.

Sexual violence - as perpetrated by husbands, lovers
and strangers alike - coupled with convoluted sexual
networks (with low or nonexistent condom use) remain
prime drivers of the epidemic in a region whose women
often have little negotiating power on when, where,
why and how sex happens.

You might argue that 39% effectiveness among less
than 1000 women is insignificant, but when you consider
that previous microbicide trials have been halted due
to disastrous results and unexpected side effects, this
study is definitely advancing the cause.

“Microbicides are vital, not just for all women, as it is
one of the very few female-controlled prevention
technologies we have, but especially for populations
that are particularly vulnerable to violence, dangerous
sex and structural injustice,” reminds Marlise Richter,
a prominent South African human rights activist.

Hope Msumza, an HIV and AIDS activist, believes that,
“Women usually rely on men when it comes to
preventing HIV, and this tool can empower women in
a very positive and meaningful way,” she says. “But it's
going to take long.”

According to Abdool Karim, CAPRISA is at least three
years away from seeing this microbicide becoming
widely available to the public.

How are the political leaders of SADC supporting such
innovations, promoting them nationally and at
community level?

Article 27 of the SADC Gender Protocol reads that state
parties shall by 2015 develop gender sensitive strategies
to prevent new HIV infections, as well as ensure universal
access to HIV and AIDS treatment for infected women
and girls.

The researchers and scientists are paving the way in
developing new innovations that might help our region
realise a drop in HIV incidence, a goal our governments
push in all their AIDS-related rhetoric.

These will only work if governments put their money
and commitment where their mouths are and support
an overhaul of gender insensitive policies and practices.

If science, innovation - and political will - do not soon
coincide, then we are set to continue to celebrate hollow
victories that mean nothing in terms of women's lived
lives. Women can't wait. They die each time we fail
them.

(Excerpt from an article in the
GL Opinion and Commentary Service by Fungai Machirori)

Figure 7.2: Proportion of women and men living with HIV

Mozambique

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Angola

South Afric
a

Tanzania

Namibia

Lesotho

Swaziland

Mauritiu
s

Zambia
Malawi

Botswana

Madagascar
DRC

% Female
% Male

Seychelles

Zimbabwe

61

39

60

40

60

40

59

41

58

42

58

42

57

43

57

43

55

45

58

42

58

42

58

42

5050

42

58

19

81

Source: UNAIDS 2010

Women are more vulnerable to HIV than men: As
illustrated in Figure 7.2, in 12 of the 15 SADC countries
women have a higher HIV and AIDS prevalence than
men.  In Namibia prevalence is at parity. Only Mauritius
and the Seychelles have a higher male prevalence
because HIV and AIDS infection is concentrated among

injecting drug users. The most pronounced sex difference
is in Angola (61%) and Mozambique and Zimbabwe,
where women account for 60% of those living with
HIV. The trend is not much different in the other
countries, where men's prevalence rates are in the low
40 percentile, while women's is in the high 50 percentile.
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implemented a policy framework for the provision of
Sexual and Reproductive Health (SRH) services for young
people. The implementation of Youth Friendly Health
Services Standards is helping to promote the provision
of SRH services, including HIV testing and counselling
and Sexually Transmitted Infection (STI) treatment and
prevention to young people. In 2010 there were 1 609
health facilities providing youth-friendly services, an
increase from 8% in 2004 to 85% in 2010.20

Mobility and proximity to transport routes
increases risk of contracting HIV: Southern Africa
has always exhibited the trend of higher HIV prevalence
along transport routes and in border towns, due in part
to high incidences of transactional sex. Sexual abuse of
women and girls is also common in border towns.
Mauritius and Mozambique have two of the most
localised epidemics, with HIV prevalence more
concentrated in some areas than others. In Mauritius,
HIV is more prevalent in the port cities of Port Louis
and Black River, which are characterised by constant
mobility of people from the inland region and tourism.21

In Mozambique the southern region has been
characterised by increasing prevalence, from 16% in
2002 to 21% in 2009 while prevalence is stabilising in
the other regions.22 Prevalence in Mozambique is also
higher in border areas and along the three main
transport corridors of Beira, Maputo and Nacala.  In the
United Republic of Tanzania, women who travelled
away from home five or more times in the previous 12
months were twice as likely to be HIV-positive as those
who did not travel.23  In rural KwaZulu-Natal province
in South Africa, the risk of becoming infected was found
to increase the closer an individual lived to a primary
road.24

Low knowledge about links between HIV
transmission and harmful traditional practices
increases rates of new infections: Practices such as
polygamy, widow cleansing (when a widow is forced
to have sexual relations with a designated village cleanser
or a relative of her late husband), widow inheritance,
marrying off a girl-child to an older man in order to
appease a death spirit and sexual cleansing post
traditional initiation, have all been found to have high
HIV transmission risks.25 The HIV risk in all these practices
lies in the fact that they are characterised by sexual
intercourse with low condom use and HIV testing, non-
consensual sex and a disregard for women's rights.

A high rate of sexual violence throughout the
SADC region also propagates women's vulner-

20 SAfAIDS. 2011. Turning the Tides on Gender Based Violence. Best Practices of Organisations Applying the Changing the River's Flow Model in Southern
Africa. Pretoria: SAfAIDS.

21 Government of Mauritius 2010.
22 USAID 2010.
23 Tanzania Commission for AIDS  2008.
24 UNAIDS/World Bank Economic Reference Group Meeting December 16-17, 2009.
25 SAfAIDS, 2011.

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: what is now referred to as “choice disability.”

"Abstinence protects only those able to choose when
and with whom to have sex. Not everyone can afford
to give up multiple partners or insist on condom use.
For these choice-disabled, urging safer choices has
muted relevance." (Neil Andersson and Anne Crockcroft
in their 2011 paper: Choice-disability and HIV infection:
A cross-sectional study of HIV status in Botswana,
Namibia and Swaziland)

The attitude 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, is a
significant challenge. Many men believe that the use
of contraception encourages women to be unfaithful
and that condoms decrease the pleasure of sex. Others
prefer to use traditional methods of contraception
which offer no such protection.  Changing these attitudes
will decrease women's vulnerability to HIV infection.

The high prevalence of intergenerational sexual
partnerships may play an important role in young
women's disproportionate risk of HIV infection:
Malawi, which demonstrated low levels of knowledge
(42%) about HIV in both men and women, has

Demonstration at XV International AIDS Conference, Bangkok.
Photo: Colleen Lowe Morna
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ability to HIV infection: Traumatic abrasions and a
lack of lubrication increase the risk of transmission in
cases of rape and gender-based violence.

HIV prevalence is especially high among men who
have sex with men: In a 2008 study of 378 men who
have sex with men in Soweto, South Africa, researchers
found an overall HIV prevalence of 13.2%, increasing
to 33.9% among men who identified as gay.26 One third
of South African men who have sex with men surveyed
in Cape Town, Durban and Pretoria tested HIV-positive.27

A cross-sectional anonymous survey of 537 men who
have sex with men in Botswana, Malawi and Namibia
found an HIV prevalence of 19.7%, 21.4% and 12.4%
among study participants, respectively.28

Such men suffer stigma and discrimination:
Although as common in sub-Saharan Africa as elsewhere
in the world, homosexual behaviour is highly stigmatised
in the region. Men who have sex with men and
transgendered people have higher risk to HIV due to
violence against homosexuals and stigma.  More than
42% of men who have sex with men surveyed in
Botswana, Malawi and Namibia reported experiencing

at least one human rights abuse, such as blackmail and
denial of housing or health care.29

There is a shortage of targeted prevention and
mitigation interventions for women who have
sex with women: Women who have sex with women
are increasingly more vulnerable to contracting HIV.
However, a variety of reasons has stopped them from
being targeted with HIV interventions, mostly due to
a lack of understanding of the specific sexual practices
of women who have sex with women as well as lack of
knowledge of their sexual and reproductive health
needs. A pilot study which looked at the health
experiences and needs of a sample of 500 lesbian and
bisexual women in four southern African countries in
2011, including South Africa, found that 71% of the
cohort group was at risk of HIV infection, mainly from
engaging in transactional sex and in non-consensual
sex with both men and women. The study revealed that
30% of women accessed had unprotected sex because
they believed they were not at risk of contracting HIV.
Over 50% of the women surveyed said they had only
ever had sex only with women, while more than 15%
of the women acknowledged bisexual behaviour.30

26 AIDS and Behaviour 2011: Accessed: http://www.mendeley.com/research/high-hiv-prevalence-among-men-who-have-sex-with-men-in-soweto-south-
africa-results-from-the-soweto-mens-study/

27 Parry et al, 2008: Accessed: http://www.sciencedirect.com/science/article/pii/S0376871607005066.
28 UNAIDS 2010.
29 Ibid.
30 OSISA and HSRC, 2011.

In July 2011, a consultant hired by the National AIDS
Council (NAC) to review Zimbabwe's response to the
HIV epidemic recommended a review of the Sexual
Offences Act (2001) to deal with "homosexuality and
prostitution in a pragmatic way." The law in its present
form criminalises homosexuality and prostitution.

The study found that Zimbabweans must be open-
minded about homosexuality and other sexual practices
if the epidemic, which kills thousands of people every
week, is to be brought under control.

Men who have sex with men (MSM) have been singled
out along commercial sex workers as a Most at Risk
Population to contracting HIV in the country. A recent
study on the modes of HIV transmission indicated that
MSM accounted for 4% of new infections and 0.4% for
female partners of MSM. Sex workers account for 1.4%
of new infections.

Zimbabwe's National HIV and AIDS Strategic Plan
(ZNASP) also calls for "a review and update of the
national regulatory framework to reflect the latest
developments in the HIV situation and response to the
epidemic."

Gays and Lesbians of Zimbabwe (GALZ)
said the criminalisation of homosexuality
and the prevailing homophobic climate was driving
most gay people underground.

"Service providers such as doctors and nurses also tend
to develop negative attitudes when dealing with Lesbian,
Gay, Bisexual and Trans-gendered (LGBT) people as a
result of lack of information," GALZ said in a statement.
"In terms of HIV prevention this is serious, particularly
as GALZ is the only organisation in Zimbabwe providing
services specifically to the lesbian and gay community;
and very few other HIV and AIDS organisations even
consider MSM/women having sex with women (WSW)
in their intervention work."

Zimbabwe has no official data on HIV prevalence or
sexual minorities, but studies done in Botswana and
Malawi estimate that HIV prevalence among MSM is
between 20 and 33%.

The studies also concluded that the risk of men acquiring
HIV during unprotected receptive anal sex is 10 times
higher than during insensitive anal sex or unprotected
vaginal sex with a woman.

Zimbabwe: Proposal to decriminalise homosexuality
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GALZ said while HIV issues were being "hetero-
sexualised" in Zimbabwe, minority groups were even
more at risk of contracting HIV through anal sex and
some MSM had female partners, thus expanding the
HIV network.

"The right to health should be accorded to everyone
regardless of sexual orientation, gender, sex or
creed," GALZ said in response to the recommendations
by the NAC consultant. "Decriminalising consensual
same sex practice will reduce fear, stigma and
discrimination as it has to be accompanied by edu-

cation, trainings and sensitisation of all stakeholders
including the police. Availability of information and
proper protective barrier methods for MSM will go a
long way in preventing further new infections among
MSM who do contribute to the generalised epidemic
in Zimbabwe (and) reduction of sexual networks or
multiple concurrent relationships among these groups
through education and empowerment without fear of
persecution (can help)."

Adapted from a July 2011 article by
Jennifer Dube Zimbabwe proposal to decriminalise homosexuality

Accessed at http://allafrica.com/stories/201107100124.html

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.

Figure 7.3: Extent of comprehensive knowledge on HIV and AIDS
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Knowledge on HIV and AIDS is generally low: 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
knowledge is in Mauritius with 68% for women and
66% for men, and the lowest is Angola, with 7% for
women and 14% for men.  Anecdotal evidence, however,
still suggests that there are great disparities in the levels
of knowledge between urban and rural areas, between
wealthier women and poorer women and between
women with different levels of education.

But the gender knowledge gap is closing: Despite
widespread HIV prevention information and
programmes being implemented in countries in the
region, both men and women in 12 countries
demonstrate low levels of comprehensive knowledge
(below 60%) on HIV and AIDS. This indicates that
government and stakeholders need to step-up the
production and distribution of targeted HIV prevention
and mitigation information. Despite low levels of
knowledge, however, only four countries - Angola, the
Democratic Republic of the Congo, Lesotho and
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Mozambique - show a marked difference in knowledge
levels, with men indicating more knowledge than
women. Malawi and Swaziland are at parity in
knowledge levels in 2010. In six of the 15 countries,
women have less knowledge of HIV and AIDS, but
reassuringly, in nine of the 15 countries, women now

have an equal or better comprehensive knowledge.
This could be because of a higher prevalence of HIV in
women in the SADC region. The exception is
Mozambique, where the gap (15%) is high between
male and female knowledge (58% and 43%) of HIV
and AIDS in this age group.

32 Adapted from SAfAIDS. 2009. Criminalising HIV transmission in southern Africa: fuelling the HIV epidemic? A Policy Brief and the Model Law on HIV
and AIDS in Southern Africa, 2008.

33 Gouws et al., 2008: Comparison of adult HIV prevalence from national population-based surveys and antenatal clinic surveillance in countries with
generalised epidemics: implications for calibrating surveillance data.

34 UNAIDS 2009.
35 Ibid.

The SADC Treaty in Article 15 urges Members States
to develop and adopt a uniform HIV policy through
the SADC Parliamentary Forum: the region
subsequently did in 2008. The law, known as the
Model Law on HIV and AIDS in Southern Africa
(or the Model Law), was developed with the aim
of providing governments with a yardstick in the
development of enabling national policies aimed
at preventing and mitigating the impacts of HIV,
and in encouraging policy reform at national level.

Provisions of Section 48 outlaw any laws inconsistent
with the Model Law, such as laws that criminalise
HIV transmission and/or exposure. Despite these
positive laws, however, SADC member states continue
to take steps to pass into law policies encouraging the
criminalisation of HIV transmission. Lesotho, Madagascar
and Zimbabwe have legislation criminalising HIV and
Tanzania and Swaziland are at the draft stage.

There is intense debate on what constitutes the most
effective HIV prevention approach for governments to
adopt. Supporters of the criminalisation of HIV
transmission believe that it will promote public health
outcomes and HIV prevention. Those who oppose it
argue that criminalisation will deter people from
accessing voluntary counselling and testing services and
discourage them from knowing their status and seeking
appropriate treatment and care.

The criminalisation of HIV transmission has been lauded
as an effective way of protecting women from HIV, but
the irony is that sometimes laws intended to be of
benefit may result in women being disproportionately

prosecuted, since, due to antenatal testing, women are
more likely to be tested. Women already find it difficult
to negotiate safer sex or to disclose HIV status to their
sexual partners and criminalisation may make this process
more difficult.

Criminalisation of HIV transmission may also undermine
the willingness of PLWHA to disclose their status. UNAIDS
advises governments to avoid extending criminal liability
beyond cases of deliberate transmission. Where
prosecutions and convictions have taken place across
the world, they have generally been disproportionately
applied to members of marginalised groups, such as
men who have sex with men, sex workers and injecting
drug users. These groups are often blamed for
transmitting HIV, despite insufficient access to HIV
prevention information, services or commodities, or the
ability to negotiate safer sex behaviours due to their
marginalised status.32

SADC Model Law still controversial

Evidence suggests that HIV prevention programmes
may be having an impact on sexual behaviours: In
Southern Africa, UNAIDS has found a trend towards safer
sexual behaviour among both young men and women
(15 - 24 years old) between 2000 and 2007.33 In South
Africa, the proportion of adults reporting condom use

during their most recent sexual encounter rose from
31.3% in 2002 to 64.8% in 2008.34 A 2008 modes of
transmission study and epidemiological synthesis report
in Swaziland suggested that the percentage of men
having multiple partnerships may have fallen in response
to a public information campaign.35

Photo: Colleen Lowe Morna
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In a country known for its skyrocketing
HIV and AIDS rates, conservatism,
Christianity and traditional mores, it may
come as a surprise that the abuse and

rape of sex workers in Swaziland at the hands of police
is a growing and widespread problem.

Sex work, known as one of the oldest trades, is still
illegal in the country, yet sex workers have reported
targeted campaigns of rape and violence at the hands
of Swazi police.

Sex work in Swaziland is not confined to urban areas,
but also common in rural areas, where patterns of abuse
are often less evident.

A recent report by Swaziland Action Group Against
Abuse (SWAAGA), in partnership with other local
organisations, noted: "It is not just that they are arrested,
to a greater or lesser degree they are forced by police
to comply with demands for free sex or sex in exchange
for not being arrested: 27% of the sex workers have at
some point been arrested by state police for loitering
and 60% of those arrested end up being sexually and
physically abused by the police."

The study involved 150 sex workers, both female and
male, from urban and rural communities.

In an attempt to intensify the fight against HIV and
AIDS, several local organisations, including SWAAGA,
have called for the decriminalisation of sex work in the
country. They argue that the decriminalisation of sex
work would enable their organisations and other
partners to reach those involved in the illegal trade.
The National Strategic Framework for HIV and AIDS

(NFS) identifies commercial sex as one of the key drivers
of HIV and AIDS in Swaziland.

"Sex work is often characterised by high rates of partner
change, low rates of condom use, unsafe sex and high
rates of sexually transmitted infections. Consequently,
HIV infection is often high and the virus can quickly
spread through sexual networks encompassing sex
workers, clients, regular partners and associated lovers,"
states one NFS report.

Over the past several years, Swaziland has recorded one
of the highest HIV prevalence rates in the world. Data
from the country's 11th National Sero-Surveillance
Report indicates that HIV prevalence increased from 39
to 42% between 2006 and 2008. In such a climate, sex
workers have become a vital link in HIV prevention in
the country.

- Excerpt from an article on the
GL Opinion and Commentary Service by Alec Lushaba

Swaziland: The deadly link between police, sex work and HIV
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Figure 7.4: Percentage pregnant women living with HIV on PMTC
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36 UNAIDS 2009.
37 UNFPA 2007.
38 Mauritius UNGASS Country Report. 2010.

http://docs.google.com/viewer?a=v&q=cache:PrX6vbNx9EMJ:www.unaids.org/en/dataanalysis/monitoringcountryprogress/2010progressreportssubmit
tedbycountries/mauritius_2010_country_progress_report_en.pdf+mauritius+2010+%2B+hiv&hl=en&gl=za&pid=bl&srcid=ADGEESh0pFelv5mw-eYf2EY-
2NQZt8GEd4c9uo33CbPrxUb6XUXhaYnhX1zMM8F4nEnJzM5Ir0lupT2jdSznRTs_MH5d3vCaNnDUv1BBs2NQAE4QBEpVI23IWsTfLKRqTiedp1uNK31l&sig
=AHIEtbQhQ3-XyDeKK6pbG4zTnxUZsdJjbw&pli=1

39 USAID. 2010. HIV/AIDS Health Profile, Mozambique. Accessed on 6 July 2011 at  http://docs.google.com/viewer?a=v&q=cache:CLObgMrlvYYJ:www.usaid.gov/
our_work/global_health/aids/Countries/africa/mozambique_profile.pdf+pmtct+%2B+mozambique+%2B+challenges+%2B+2010&hl=en&gl=za&pid=
bl&srcid=ADGEESiGep9L8NDDGKXWQwUWzC8Zmx-RfFu6QesNkCIdOctoiPGqFOlGcUxk7BXWsGxpZ6YCjzyMciKNhJFMUXhGMO7yKBv7YBt0HEUPfOI
WuoHkgUULrjY5fuJpBmWE5h8aGoXf2kk&sig=AHIEtbQzLRXIYErwzmaWyT66dvo4AlfgFg

40 Tanzania Commission for AIDS 2008.
41 Zambia country report, multi-sectoral AIDS response monitoring & evaluation biannual report (2006-2007).

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 83% in 2004 to more
than 90% in 2009, with 95% of HIV positive mothers
receiving treatment to prevent transmission of HIV to
their babies.37

Although Mauritius has seen a decrease
in new infections among injecting drug
users (IDU), from 92% in 2005 to 73% in
December 2009, the country needs to
implement more innovative and effective strategies to
address IDU as it impacts uptake of PMTCT. PMTCT in
Mauritius was initiated in 1999 and in 2009 new PMTCT
protocols were introduced to improve management of
HIV positive pregnant mothers. Although there was an
increase of 15% in the uptake of PMTCT in 2009, non-
adherence to the programme by injecting drug using
pregnant women is the main issue preventing 100%
uptake.38

Mozambique has rapidly scaled-up the
number of health facilities providing
PMTCT services from eight in 2002 to 832
in 2009 with 76.3% of its 1090 health

facilities now providing antenatal care services and
equipped to provide PMTCT care. Access to ARVs for
PMTCT among HIV positive women has also increased,
from 31.8% in 2007 to 45.8% in 2009. Despite these
increases, however, overall coverage in the country
remains low, particularly in rural areas.39

Inadequate knowledge about the
availability of prevention services in
antenatal settings often impedes their
uptake. In Tanzania, only 53% of women

and 44% of men reported awareness that medications
and other services are available to reduce the risk of
mother-to-child HIV transmission.40

In Zambia, the government recognises that PMTCT is
critical to reducing the risk of transmission and PMTCT
services have been rolled out to all 72 districts.  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. By September 2007 the figure
had reached 35 314.

It will soon be mandatory 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 chance
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 counselling
before a pregnant women undergoes testing and fear
of stigmatisation and discrimination.41

In Lesotho the government 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 as well as PMTCT services.

PMTCT uptake is uneven in the region: On average,
52% of pregnant women in the SADC region receive
PMTCT. However, as illustrated in Figure 7.4, this ranges
from 99% in Seychelles to 1.8% in Madagascar showing
the massive disparities in access to PMTCT in the region.
Of the 15 SADC countries, an impressive 13 have PMTCT
programmes in place (the DRC and Madagascar do not).
Mother-to-child transmission of HIV continues to account
for a substantial, though decreasing, portion of new
HIV infections in many African countries. In Swaziland,
children were estimated to account for nearly one in
five (19%) of new HIV infections in 2008.36
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Women are more likely to be aware of their HIV
status: HIV testing, counselling and prevention services
in antenatal settings offer an excellent opportunity not
only to prevent newborns from becoming infected but
also to protect and enhance the health of HIV-infected
women. In numerous countries in which testing data has
been reported, women are significantly more likely than
men to know their HIV serostatus, in large measure due
to the availability of testing. There are also opportunities
for programmes which encourage joint testing of an HIV
positive woman and her husband as part of a PMTCT
programme so that treatment and care services can be
afforded to both. Men's participation in PMTCT services
is still limited in many countries and men often perceive
pregnancy and childbearing as the sole responsibility of
women. Evidence shows that when male partners are
supportive of women's healthcare, stigma is reduced and
uptake of HIV prevention and treatment services for
women and children is increased.

Access to Voluntary Counselling and Testing (VCT)
services and usage remains patchy: Although there
has been substantial progress in expanding provision of
VCT in countries in the region, this does not ensure that
those who need the service will access it, or that they
will get the necessary follow-up support, as treatment
access has traditionally trailed behind VCT availability.
Thus as countries scale-up provision of VCT, it needs to
be done hand-in-hand with scaling up the availability of
ART. About 96% of South Africa's health facilities now
offer VCT services. A 2009 National Strategic Plan (NSP)
survey found that 37% of sexually-active people had
tested for HIV in the 12 months preceding the study. This
figure surpassed the NSP target of 25%. Although gender
disaggregated data for the entire population was not
available, 48% of black South African women (classified
as a Most at Risk Population in the NSP) had accessed
VCT in the 12 months before the survey.42 This indicates
progress in encouraging testing as an important first
step to accessing treatment, care and support services.
Zimbabwe also indicates a higher uptake of VCT by
women; in 2008 out of a total of 1 071 740 people tested,

30% more women thanmen accessed VCT in the country's
647 sites.43

Several countries in the region have taken steps to scale-
up medical male circumcision for HIV prevention:
Botswana is integrating male circumcision into its national
surgery framework, with the aim of reaching 80% of
males aged 0-49 by 2013.44 As of March 2009, Swaziland
had drafted a formal male circumcision policy. A recent
analysis determined that the scale-up of adult male
circumcision in 14 African countries would require
considerable funding (an estimated US$919 million over
five years) and substantial investments in human resources
development, but that scale-up would save costs in the
long run by altering the trajectory of national epidemics.45

In 2008 Zimbabwe created a steering committee and
technical working groups to drive the medical male
circumcision programme. By July 2011, 30 000 men had
been circumcised. Government aims to circumcise three
million men by 2015. Zimbabwe's draft policy recognises
that personnel in the uniformed forces (police, defence
and air force) are at higher risk of contracting HIV and
thus medical male circumcision information and
programmes are specifically targeted at this Most At Risk
Population.

42 Government of South Africa, 2010.
43 Government of Zimbabwe, 2010.
44 Forum for Collaborative Research, 2009.
45 UNAIDS 2009 AIDS Epidemic Update http://data.unaids.org/pub/Report/2009/JC1700_Epi_Update_2009_en.pdf (accessed 30 July, 2010).

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

Treatment
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Figure 7.5: Percentage of people receiving ARVs
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Universal access to ART treatment has not been
achieved anywhere: Across the SADC region coverage
ranges from 3% to around 95%, with the lowest
percentages in Angola and Madagascar. The highest
percentages are found in Seychelles and Mauritius
where 95% and 93%, respectively, of the HIV infected
population is benefiting from ART.  There is little sex
disaggregated data on the uptake of ART but it is clear
that there are gaps and challenges in accessing treatment
across the SADC region:

In 2002 Botswana became the first
country in the region to offer free
antiretroviral drugs to citizens who
needed them. The country is making

good progress towards the goal of rolling out universal
access and is now providing ART to 90% of citizens.
There were, however, reports in December 2010, that
those Batswana living with HIV and relying on
government for treatment would soon be forced to
buy their own due to the high cost of providing it for
free. The implications of interrupting lifesaving
treatment, once started, would be very serious for
women, who are the majority of those living with HIV
in Botswana and in the majority of those who cannot
afford to purchase ART. The implications on women's
expanded care-giving responsibilities in terms of caring
for sick children, family and community members cannot
be underestimated. Pregnant and breastfeeding mothers
would be at increased risk of transmitting HIV to their
babies, and women would be in the majority of people
who would succumb to the disease and die from HIV-
related complications if access to free ART was
reduced.

In Malawi National Guidelines were put
in place for the use of Antiretroviral
Therapy that supported government

implementation of a five-year ART scale-up plan (2006
- 2010). The plan aimed to increase access to 250 000
eligible citizens by 2010. The guidelines presented a
national approach to universal access based on eligibility
according to disease progression and integrating the
principles of ART for adults, with specific focus on
pregnant women and children. There is no legislation
on HIV but the Law Commission has completed work
on a recommendation to enact an HIV and AIDS related
act of parliament. The HIV and AIDS policy makes
provision for universal treatment, care and support
noting 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.

South Africa recently launched a
programme to roll out the largest ART
programme in the world, which saw
close to one million people on ART at

the end of 2009. Treatment for HIV is administered
through 500 public-sector health facilities, primarily
within hospitals and select community health centres
and clinics. The service has been supplemented by
hundreds of private-sector and non-governmental
organisation (NGO) sector service points (among them
NGO clinics and general practitioners). The country is
also implementing a nurse-driven model aimed at
achieving a decentralisation of administration of ART,
implemented after it was found that nurses were as
effective as doctors at administering it. There still remain
substantial health system constraints to scaling up ART
services, including limited human resource capacity,
infrastructure, and drug supply.46

46 http://www.usaid.gov/our_work/global_health/aids/Countries/africa/southafrica_profile.pdf
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Swaziland launched its strategy to
provide free nationwide ART through
public hospitals in 2003. By the end of
2009, however, just more than 47 000

people were receiving ARV treatment. While the amount
of available drugs needs to increase, a lack of
infrastructure and human resources are cited as the
major challenges hampering effective treatment. In
spite of recent national initiatives on testing, less than
20% of the general population between 15 and 49
years old know their status.47

In 2007 the Government of Zimbabwe
attempted to increase treatment
provision through public health sector
facilities with the aim of reaching at
least 140 000 people by the end of the year. However,
it wasn't until 2008 that this target was reached.
According to estimates, only about 55% of the almost
600 000 people in urgent need of life-prolonging
antiretroviral treatment were receiving it in 2010.48

According to the latest WHO guidelines (2010) only one
third of HIV positive patients in need of treatment are
receiving it. Reports reveal that people living with HIV
have crossed the border into Botswana and South Africa
in order to access ARVs which are more readily available
in those countries. Many of those migrating to access
treatment are children and women.49

Post Exposure Prophylaxis - PEP is provided for in
policies but not easily accessible: UNAIDS and UNIFEM
reports recognise gender-based violence as one of the
leading factors for HIV infection due to lacerations and
other trauma.  Treatment can help to reduce the likelihood
of infection after sexual violence and is an important
factor in caring for women and girls who have been
sexually abused. 12 SADC countries (excluding Angola,
Lesotho and Zimbabwe) have policies requiring that
health facilities administer PEP after a sexual assault and
13 countries have policies aimed at preventing
sexually transmitted infection after sexual assault.

In Zimbabwe, a number of policy documents, including
Guidelines for Antiretroviral Therapy in Zimbabwe
(2005), Zimbabwe National Guidelines on Testing and
Counselling, National Behaviour Change Strategy for
Prevention of Sexual Transmission of HIV (2006-2010)
and the National Plan of Action for Women, Girls and
HIV and AIDS, all allude to the importance of PEP when
citizens find themselves at risk of HIV exposure and
infection. The Guidelines for Antiretroviral Therapy
clearly outlines the procedure for PEP administration.
However, policy guidelines are silent on PEP for non-
occupational exposure (rape and sexual abuse), as PEP

drugs and services remain mostly available for health
personnel.50 A 2007 Zimbabwe Women's Resource Centre
and Network study revealed that 95% of respondents
who had received PEP were health workers, while 5%
were sexually abused girls.51 Generally there is lack of
knowledge about the benefits of, and availability of
PEP by women and girls in the country. There are also
various barriers to women effectively receiving PEP.
Although there is no recognised time guideline, it is
generally encouraged 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 information about how and where to obtain
PEP. They may also fear reporting the assault or seeing
health care professionals because of the risk of
stigmatisation faced by rape victims.

There are challenges in costing HIV prevention,
treatment and care programmes: Difficulty in the
implementation of effective and sustainable HIV
prevention and mitigation programmes mainly boils
down to lack of adequate funding for health and HIV-
related interventions. In 1998, SADC Member States'
health ministers signed the Abuja Declaration,
committing their governments to allocating a minimum
15% of total government budgets towards health care.
With the exception of Botswana and South Africa,
whose governments fund the bulk of national HIV
services and programmes, the rest of the countries rely
heavily on donor funding, which is channelled both to
NGOs and to governments. There is an urgent need for
governments to allocate more funding to health and
HIV if real progress is to be made.

In 2008, approximately US$340 million was spent on
Botswana's HIV response, with government providing
66% of funding for programmes.52 In South Africa, HIV
is primarily financed through national health budgets;
spending on HIV was at approximately US$2.511 million
in 2009, representing an increase of 21% from 2008 to
2009. In line with commitments made in the Abuja
Declaration for increasing health spending to at least
15% of the national budget, the Government of South
Africa has achieved this goal, and further commits 15%
of all its expenditures to HIV programmes.

Encouragingly, Malawi, although one of the countries
in the region that is most heavily reliant on external
aid, has witnessed tremendous growth in funding for
HIV over the last few years. Total HIV expenditures rose
from US$29.1 million in 2002/03 to US$107.426 million
in 2007/08.53 The bulk of the funding (31.2%) was

47 ACTSA, 2010.
48 Medecines Sans Frontieres, 2010.
49 AFP, 2008.
50 ZWRCN, 2009.
51 Ibid.
52 Government of Botswana UNGASS Progress Report, 2008.
53 Government of Malawi National Health Accounts, 2007.
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challenged into care and treatment. However, in 2008/09,
due to funding and implementation delays, total
spending on HIV and AIDS programmes slightly declined
by 2.9% to US$104.426 million. The UK government
has also recently cut funding to Malawi citing concerns
over economic management and governance. It is not

yet clear whether this will impact HIV expenditures. The
government of Zimbabwe through its Ministry of Finance
has been steadily increasing finances for HIV
programmes. Government contributions, however, are
still far surpassed by contributions from international
funding partners.

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

Throughout sub-Saharan Africa, the issue of unpaid
care work has become increasingly more important over
the past decade as the region grapples with the HIV
pandemic. There are many challenges around care work
and likely more to come as the pandemic grows and
changes every year. Research carried out in 2008/2009
by the Voluntary Services Overseas Regional AIDS
Initiative for Southern Africa (VSO-RAISA) and the World
Health Organisation confirmed that most PLWHA are
cared for in the home. It also noted that the burden of
care falls most heavily on women and girls and there
is limited government and state support for community
care and support work. This continues to be the reality
in the SADC region.

The welfare of those who care for
PLWHA needs to be prioritised. HIV and
AIDS care givers must be recognised as
a part of the HIV and AIDS economy
and their day-to-day difficulties need
to be taken up by governments in the
region.  At a community level there is
also need for efforts to meaningfully
ease the burden of care on women by
increasing men's participation in care
work.

Efforts toward attaining the SADC
provision for the “appropriate
recognition” of care work must
continue. This provision is further
strengthened by conclusions reached
at the 53rd Session of the Commission
on the Status of Women (CSW53) in
March 2009. The meeting focused on
“The equal sharing of responsibilities
between women and men, including
care-giving in the context of HIV and
AIDS”.

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
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 in the continued
ignorance of the needs of women in the field of care

Rose Thamae (front) marches with the Treatment Action Campaign in Pretoria, South Africa.
Photo: Lori Waselchuck
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work. Regional policies need to be updated and
traditional laws and religious beliefs abolished in order
to lessen the burden of care on women.  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 patients 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 or informal groups such

as religious or community home-based-care (CHBC)
organisations.

Women frequently engage in care work that has no
documented economic output and is therefore not
measured in employment statistics. Because there is no
monetary value attached to unpaid care work, and
because society does not pay for it, policymakers often
assume there is a limitless supply.  However, women who
engage in care work perform a massive assistance to the
state and lose hours of economic productivity they are
rarely 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, Lesotho
and Swaziland.

Some care givers do receive community recognition for
the work they do when they are sometimes elected to
provide the service and are identified as community
leaders. This has been documented in Botswana, Mauritius
and Namibia.  In other instances, however, care workers
are faced with the stigma that pervades the HIV and
AIDS epidemic and gain no social status for their
efforts.

Remuneration Logistic and material supportCountry

Table 7.2: Review of care work

Namibia

Botswana

Tanzania

Zimbabwe

Current CHBC policy calls for a monthly incentive of N$250-N$500
(roughly USD $31-62). Plans underway to lobby Ministries of Health
and Labour to enable submission of a motion on remuneration for care
givers before parliament during the first half of 2011.

Donor organisations continue to provide financial incentives for CHBC
volunteers working through NGOs. The state still defines care work as
volunteerism.

No policy.

A draft stand alone policy is now in place.  Government recommends
communities mobilise funds for care giver costs.  Consideration is being
given around the extent to which the National AIDS Levy can be used
to fund remuneration of care givers.

Namibia has been affected by the dwindling global funding basket with
implications on the ability of NGOs and CBOs to continue providing
remuneration and other forms of financial support for care givers.

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.

Despite an advanced policy outlining provision of sufficient materials and
equipment, access to these is limited. Fundraising is underway and an
entity has been identified to purchase home-based care kits.
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There is a need for formal recognition of the contribution
of care givers for a number of reasons, including:
ensuring ongoing community recognition for their
efforts; the practical needs of earning a living (many
care-givers drop out of education and vocational
programmes because they need to earn money to
support their own families); poor retention rates lead
to a weakening in the standard of care;  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 the number of individuals providing care to PLWHA
within communities; there is need for national level
regulation of CHBC; 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 changes in the
virus and methods of treating it; and to accurately
monitor and evaluate the work being done in the field.

In 2009, the Gender and Media Southern Africa Network
(GEMSA) conducted a “policy analysis” of care work in

12 SADC countries: Botswana, Democratic Republic of
the Congo (DRC), Lesotho, Malawi, Mauritius,
Mozambique, Namibia, South Africa, Swaziland,
Tanzania, Zambia and Zimbabwe. Research outcomes
revealed several gaps in care work provisions and
concluded that more effort was needed to develop
stand alone care work policies. The Voluntary Services
Organisation Regional Aids Initiative of Southern Africa
(VSO-RAISA) has been lobbying and advocating for the
adoption of care work policies in Southern Africa. VSO-
 RAISA now leads the care work cluster within the
Alliance (see Chapter 10).

In March 2011, VSO-RAISA and Gender Links held a
meeting to conduct an audit of care work policies
across the region. The audit (see Table 7.2 shows
that 13 countries have implemented some form of
policy on care work in an attempt to meet SADC
Protocol targets. However, only two states - Namibia
and Mozambique - have stand-alone polices on
care work while an additional four have draft
policies. These are Malawi, South Africa, Zambia and
Zimbabwe.

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. Lobbying of Namibian
Qualification Authority and Ministry of Health and Social
Services for accreditation of carers underway.

Government has no mandated, minimum level of training.
Nurses train CHBC volunteers at 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 changes in the area of care work. Care
Work is not recognised as a profession in Tanzania.

A training package exists that covers: training of trainers,
nutrition and other areas. National package includes
treatment support for clients and handbooks for participants
in two of the major national languages. Progress hampered
by funding shortages.

The CHBC policy attempts to address the psychological needs
of care-givers. Ministry of Health and Social Services promotes
this provision for care-givers.  There is a need to link various
kinds and sources of psycho-social support together, most
notably community-based psycho-social support.

The government provides psychosocial support through
supervisors at the clinic or through the social welfare office.
Moreover, as part of the 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 counselling, and establish a support network.

The new CHBC guidelines recognise that care givers need
appropriate psychosocial support to prevent stress and burn
out. Care workers are benefitting from this where available;
access is not guaranteed for all care givers.

Although the policy acknowledges
gender disparity in care work and
encourages the involvement of men, a
decrease in progress toward gender
equality was noted. The HIV/AIDS
consortium is continuing its discussions
to address this issue.

No policy.

No policy.

No policy. However, in 2010 men's
involvement in care work stood at 19%.
 In addition, there was training of children
- with the assistance of international
organisations - in order to ensure the
safety of children forced to care for sick
adults.

Gender equality
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Remuneration Logistic and material supportCountry

Review of care work policies

Swaziland

South Africa

Zambia

Malawi

Lesotho

Mozambique

Mauritius

DRC

The current CHBC policy calls for a monthly incentive of E200 (roughly
USD$25) for Registered Health Monitors (RHMs). Attempts to integrate
Swazi care givers into RHM system are ongoing. More effort required
to secure government subsidies and other support for care givers.

The policy framework document remains a draft. The extent of
implementation in this area is not known.

No stand alone care work policy. A provision is contained in the HIV
and AIDS policy but does not contain provisions on remuneration.
Progress on draft policy hampered by limited networking and coordination
across organisations.

No policy; draft is available.

No stand-alone policy. Advocacy for care workers monthly stipend to
be increased from 300 Maloti (approx USD$40) to 800 (approx USD$115).

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

Development of a care work policy underway. Government funding to
some NGOs working with PLWHA and these give some allowances for
care workers.

No policy.

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. Community care givers are not entitled to this support.

The Department of Social Development (DSD) gives food supplements
and parcels. Some progress has been made in accessibility to ARVs and
other materials for HIV and AIDS affected people, thus alleviating the
burden for carers.

National guidelines that specify materials to be made available to care
providers. A limited number of these are available.

Limited support for CHBC from government in procuring kits as well as
provision of some transport allowances.

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. Also some notable private sector funding under Corporate
Social Responsibility continued to go towards logistic and material support.

No policy.

Source: GEMSA Care Work Policy Analysis, 2009.
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Training/Professional recognition Psychosocial support Gender equality

in each SADC country (continued)

The Ministry of Health and Social Welfare (MOH&SW) last
trained care givers in 2005 and training continues to be
the same despite changes in the area of care work. Care
work is not recognised as a profession in Swaziland. Only
one training manual and reporting tool exists that is
applicable to both government and independent care givers.

DSD and Department of Health (DOH) need to make this
training and professional recognition criteria clear as it
seems ambiguous at present. Limited access to information
and training. Community groups continue to provide this
service for carers.

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. Funding
constraints hamper training and refresher courses not
available.

There are government plans to train all CHW's including
care givers in order to professionalise the cadre and afford
it recognition but these have yet to be implemented.

The operational manual mentions training and capacity
building. The Ministry of Health offers a standard 12 day
training course across the whole of Mozambique and gives
accreditation. However little is known of implementation.

No policy. NSF makes provision for training of government
officials involved in HIV and AIDS. The Ministry of Social
Security has a training curriculum on care work.

No policy.

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 counselling, and establish a support network.

There is a document within the policy framework though the
extent of implementation is unclear.
Limited access to formal psycho-social support for care givers.
NGOs and CBOs generally provide debriefing opportunities
for care workers.

No policy however this aspect was catered for in guidelines
for care givers.

Provision of this support to care givers available on a voluntary
basis; implementation yet to take place.

The National Guidelines on CHBC recognise 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 progress in securing
psycho-social support for care workers. Few experts in this
area in country.

State manual outlines psycho-social provisions for carers.
Carers do not as yet benefit from this entitlement.

No policy. NSF provides this for PLWHA but not care givers.

No policy.

No policy.

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

No policy.

Although no policy provisions have been
made, MPs are working at constituency
level to mobilise more men to do care
work and 200 men have been trained
in Dowa district through a local
government and CBO partnership
supported by VSO RAISA.

The National Gender and Development
Policy advocates for the improvement
and expansion of gender-sensitive
home-based health care. The Lesotho
Council of NGOs (LCN) has
representation on a National Working
Committee involved in compiling the five
year National Development Plan to guide
government in addressing issues raised
by different groups in society. It is
envisioned that care work can be raised
in this platform.

No policy.

No policy.

No policy.
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Ephraim Abel Kayembe, Member
of Parliament for Malawi's Dowa
West Constituency, is a policymaker
working with civil society organi-
sations such as VSO RAISA, to bring
attention to the concerns of care
workers in his area. The current
policy in Malawi is confined to
addressing professional care givers
and excludes the work of children
and women. As with other SADC

states there are no incentives, remuneration or
psychosocial support programmes for those who fall in
this grouping.54

Through his work Kayembe is setting new standards
for multi stakeholder collaborations and partnerships
to respond to the country's care work needs. He has
been involved in a proposed motion that urges the
government of Malawi to develop a stand-alone national
policy to support the work of care givers. This motion
was due to be moved in the June 2011 budget seating
of parliament. In addition, Kayembe is part of a group
of MPs working with the Ministry of Health and the
SADC Parliamentary Forum to finalise Malawi's draft
care work policy.

Malawi is a signatory to the SADC Protocol on Gender
and Development signed in 2008. In response to the
disappointing progress of his country on reaching the
Protocol targets around HIV and AIDS, Kayembe used
the commitments to develop and move a motion on
urging government to review and develop a specific
national policy on HIV and AIDS to address care work.
The Government of Malawi could not reject the
proposed motion because it was a reflection of
commitments the state had made by signing the
Protocol. This allowed the creation of space within
which several initiatives are now being undertaken to
address issues of women and children carers.
The initiative benefits 40 000 in the constituency. The
projects have a particular focus on 1000 carers and 2000
orphans and other vulnerable children in the area.
However, there is now a national drive supported by
various NGOs and private companies to reach more
carers through providing resources for conducting
trainings in quality home-based care through similar
processes.

Article 27 (3) c of the SADC Protocol states that States
Parties shall, by 2015: develop and implement policies
and programmes to ensure appropriate recognition of
work carried out by caregivers, the majority of whom
are women, allocation of resources and psycho-social
support for caregivers as well as involvement of men
in the care and support of people living with HIV and
Aids.

As such initiatives undertaken by Kayembe have been
at the national, constituency and regional levels.

National progress towards Article 27
• Collaboration with civil society organisations such as

VSO RAISA and GEMSA to bring to the attention of
Government the concerns and needs of the workers
in Malawi. Particular emphasis is on the challenges
caregivers face in his constituency.

• Through the Parliamentary Committee on HIV and
AIDS, spearheading review of proposed Bill on HIV
and AIDS Management to ensure inclusion of
incentives, remuneration, standardised trainings for
carers, psycho-social support and male involvement
in care work. The Bill has been reviewed and it will
be brought into the chamber in September, 2011.

• Participation in the National Conference on review
of the policy for professional carers so that it includes
issues of informal carers. It was unanimously agreed
that a stand-alone policy on informal carers be
developed and that Ministry of Health should take a
leading role in developing the policy with maximum
support and participation of other relevant
government departments and stakeholders. The
consultation process is ongoing and it is expected
that the draft proposal will be scrutinised by
participants to the conference on policy formulation
and development in August, 2011.

• Proposal of a motion to urge Government to develop
the policy on caregivers developed and referred to
Business Committee of Parliament for rigorous review.
The motion was supposed to be moved during the
June 2011 budget seating of parliament, unfortunately
there was insufficient time to accommodate private
member's motions. There are strong indications that
the motion will be moved during the September
parliamentary seating and that it will be agreed upon
and adopted. Once adopted, the Ministry of Health
will be tasked by this legislation to translate the

Parliamentarians are taking up the call for care
work policies: VSO-RAISA reports that Zambian and
Zimbabwean MPs have introduced quarterly two-hour

parliamentary slots when advocacy around care work
policies are discussed. Malawi is another example of a
country where parliament is taking an active

Malawi: Parliamentarians advocate for care work policies

Ephraim Kayembe.
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47 Honourable Ephraim Kayembe, MP Dowa West, (2011). Presentation: Parliamentarians Experience in Advocating for Development of National Policy
to Support Caregivers in Malawi. Global Partners Conference, UNICEF, New York.
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undertaking of parliament into development of the
policy. Currently, the Parliamentary Committees on
HIV and Aids, Health and Gender and Community
Development are working with Ministry of Health
and civil society to finalise the development of the
policy in line with the SADC PF policy framework.

Progress at Constituency Level
At constituency level, there has been significant focus
on issues of male involvement in care work as a strategy
to reduce the burden of care on girls and women
caregivers. The following initiatives were taken to get
the understanding, commitment and support of men
and boys in care work:

• Awareness and sensitisation campaign meetings were
conducted in the constituency on the importance of
reducing the burden of care on women and girls.
These targeted traditional leadership, households
and communities so that they participate in advocating
for male and boy's involvement.

• During World AIDS Day, Kayembe was at the forefront
of initiatives to raise awareness on the role that youth
carers play in communities. He challenged communities
on the extent to which these young people could be
supported by families, communities and government.

• Mobilising men and youths to engage in care work
and encouraging those already engaged to remain
so.

• Youths sometimes use theatre for development
strategy for disseminating information on care work,
HIV and AIDS prevention and treatment.

• With funding from VSO Malawi, training in home-
based care was conducted for Mayesero community-
based organisation in provision of quality care to
those in need.

• Income generating activities such as bakery, poultry
and piggery have been initiated for the OVCs and
other vulnerable households.

• Orphans and other vulnerable children have been
supported with writing materials and uniforms. This
form of support has been main area of focus for
Kayembe in Dowa West.

Regional progress towards Article 27
In response to the regional impact and needs of HIV
and Aids care work, Kayembe carried out a study tour
to Mozambique in April 2011. There he participated in
discussions with staff of VSO Mozambique and OVCs
on the challenges they face when providing care to
people infected and affected by HIV and AIDS.

The discussions revealed that even in Mozambique there
was no detailed policy to address the issues of caregivers.
It underlined the similarity of issues facing care givers
in Malawi: women dispproportonately carry the burden
of care for adults and children living with and affected
by HIV at home and in communities; the elderly are not
spared from being carers and are forced into these

positions by circumstances;  lack of resources, energy,
skills and knowledge to provide quality care; and
children, especially young girls, are often forced to drop
out of school.

There are many challenges and risks to the work in
Dowa District. Stigmatisation and discrimination of
carers on the basis of their status continues. More
sensitisation meetings are being conducted to raise
awareness on the disadvantages of discriminating
against t providing care work. A second challenge is
that youth carers lose critical educational opportunities
as a result of caring for sick people and parents.

Kayembe is working hand in hand with CBOs to begin
designing daily work schedules that will allow children
to attend classes in the first part of the day and revert
to caring when they are out of school. The success of
these initiatives is constrained by financial resources. In
addition, increased political understanding, commitment
and willingness are required to speed up the process
of developing relevant policy and legislative frameworks
on informal carers. Lobbying efforts have been
intensified and there is some commitment to introduce
the motion on care work in parliament very soon.

These challenges notwithstanding, approximately 4 000
people, including traditional leaders and communities,
have been sensitised on the importance of reducing
the burden of care on girls and women through
advocating for more involvement of men and youths
in care work. Two hundred men and 160 boys have
been mobilised to raise the profile of women and girl
carers. They are now currently engaging themselves in
provision of care work to those infected and affected
with HIV and AIDS. A draft national policy on care work
for informal carers has been developed in close
collaboration and partnership with the Ministry of
Health and other relevant stakeholders. The consultation
processes on the policy are in progress around the

Children in Malawi are expected to do daily chores which interfere
with their education. Photo: Colleen Lowe Morna
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country and it is anticipated that it could be approved
this year.

There is a commitment on the part of parliamentary
leadership to bring the proposed motion on care work
policy into the chamber for thorough scrutiny and
approval in September 2011. More men and boys are
now joining women and girls in providing care and
support with traditional leaders paving the way as
advocates for this much desired and needed result.
Larger civil society organisations have also expanded
their programmes to work more closely with smaller
CBOs and legislators. Finally, a noteworthy outcome is
increased understanding within the executive arm of
government of the significance of putting necessary
legislative and policy frameworks to address issues of
carers.

Although funding can hamper progress in Dowa
West, many of the initiatives are relatively easy to
sustain. Kayembe notes that the funds required to
conduct sensitisation meetings on care work raise the
profile of women and children carers are not too
prohibitive.

The fact that this work has been carried out in Dowa
West means it is possible for other MPs to do the same
in their own constituencies. It is also possible to carry
out this work in other countries within SADC. This and

cases such as the successful development of a care work
policy in Namibia are excellent best practice examples.

Platforms such as the regional partnership of
parliamentarians (SADC PF) have proven useful to
encourage heads of states to prioritise development of
various policies in the past; national care work policies
are not exempt from this. Replication must be
strengthened through state-supported study tours
within the region. Most parliamentarians have access
to constituency development funds provided through
state budgetary support structures. This would therefore
be an opportunity for parliamentarians to allocate
adequate resources for implementation of these activities
as it is customary to develop and approve government
budgets every year.

Ultimately MPs are able to provide the necessary
leadership on issues of care work and Kayembe's case
demonstrates that MPs are well placed to raise the
profile of children and women care givers at all levels
of government and decision-making. They occupy a
strategic position that enables them to continuously
and effectively engage civil society, media institutions,
community organisations and legislative processes
around care work in the region. MPs are able to provide
the necessary leadership on issues of care work and
illustrate the need of involving care workers in processes
related to policy making.

No SADC government adequately remunerates
care givers:  With the exception of Lesotho, Mauritius
and Mozambique none of the 12 countries where the
policy review was conducted have made moves towards
offering remuneration for care workers. In Lesotho
there appears little political will to effect changes to
the small remuneration available. The problem is
compounded by the passing of a smaller Ministry of
Health budget for 2011/12 that leaves little hope for
care work needs. Remuneration is a key determinant
for this field; it is the right of people doing the work
of government to be financially rewarded for their
efforts. The work of VSO-RAISA highlights that
governments bear the primary responsibility of providing
care and support to PLWHA. The work of care givers
and others should exist to complement state 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.  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.  Paying volunteers will also add perceived value
to the work being done and increase awareness for
care givers and the services they offer.

Some governments 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 advocate for
adequate materials to enable them to deliver quality
service. The extent and reality of this support, however,
varies and is generally determined by availability of
financial resources; often materials are in short supply.
Alternative means of fundraising must be explored in
order 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. In Mauritius, the
corporate sector has made notable contributions

The Botswana Care Work
Training programme, rated as
good, see nurses train
community home-based care
volunteers at 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.
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through corporate social responsibility efforts that
have been instrumental in providing material and
logistical support. On the other hand Namibia, as a
middle income country, has been affected by a
dwindling global funding basket that has diminished
this type of support. In the case of Zimbabwe,
implementing good national provisions and systems
has been severely limited by a lack of resources and
the economic crisis in the country.

Training and professional recognition are patchy:
Most states in the region provide training despite the
absence of policies that standardise and regulate this
training. Care givers currently receive training from a
number of different sources and it varies in length and
curricula. Few countries provide refresher training.
Access to available training in the region is generally
limited and often not available to existent care workers
with no official status. Botswana has made some
advances in this area where nurses involved in training
carers continue to do this work after leaving formal
employment. This is perhaps an important opportunity
for advocacy to give professional recognition to care
workers. In Mauritius, an opportunity to intensify work
with the Ministry of Social Security, the lead agency
for training in care work, has been identified. This is
a good example of government-civil society
partnerships to professionalise care work and attribute
recognition that will guarantee remuneration for
carers.

Many care givers operate in remote parts of their
countries, and state agencies 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 requirements. 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: Training should be
carried out for care givers and also managers, supervisors
and ministers to help sensitise policymakers to the full
extent of the nature of the work of care givers in the
region.

Psychosocial support is lacking: Care givers for
PLWHA do more than just HIV and AIDS care work,
which adds to the already heavy emotional,
psychological, physical and economic burdens these
individuals bear.55 This is highlighted in the SADC
Protocol which calls for initiatives to ensure care for
carers. In Botswana, psychosocial support for carers is

provided through the Social Welfare Office and the
Ministry of Health. It is an example for psychosocial
support for care workers made possible through
government commitment. This best practice needs to
be investigated and researched further for lessons that
can be shared with other countries. There is need to
link the multiple sources of psychosocial support in
Namibia as its provision is currently disjointed. Malawi,
Mozambique, South Africa, Zambia and Zimbabwe all
have some provisions for psychosocial support but access
and implementation is uncertain. Mauritius, Madagascar,
Lesotho and Swaziland have yet to develop these policies.

Promoting men's involvement in care work -
towards gender equality: The review of care work
policies reveals that there is still much work to be done
in the area of gender equality and inclusion of men.
However, on the ground there have been some laudable
achievements. In Lesotho the Lesotho Council of NGOs
(LCN) has been included in a National Working
Committee advising government around a National
Plan on addressing issues of various social groups. In
Malawi, MPs who were part of a VSO-RAISA project are
working at constituency level to mobilise more men to
be involved in care work. In Dowa District, one MP,
together with CBOs, has mobilised and trained 200 men
to do HBC. Finally, Zimbabwe reports that in 2010 men's
involvement stood at 19% and training of children in
care work was underway as a response to children caring
for adults living with HIV and AIDS.

Many examples of men care givers are emerging:  There
are several examples emerging in the region of male
care givers, as well as networks of men who provide care.
During the stick taking meeting convened by GEMSA
and VSO-RAISA in March 2011, several women and men
gave accounts of caring for those living with AIDS.

55 UNAIDS (2000). Caring for carers: managing stress in those who care for people with HIV and AIDS.  Case study, Geneva, UNAIDS.



226   SADC Gender Protocol 2011 Barometer

P
ro

to
co

l 
@

 w
o

rk
On 2 April 2011, Minister of Gender
Equality, Child Development and
Family Welfare, Sheila Bapoo,
launched a five-month training
course that is part of the “Men as
Partners” (MAP) programme.
MAP provides a platform for men
to freely discuss gender sensitive
issues. This project aims at
promoting responsibility and
participation of men within the

family and the community. In addition, the focus is on
enabling the effective empowerment of women and the
enhancement of the quality of life of the family.

The programme is a collaborative effort between the
Ministry of Gender Equality and the Mauritius Family
Planning and Welfare Association.

Around the world, women carry a disproportionate
responsibility for reproductive health, family size and
family affairs. And while women receive the bulk of
reproductive health education, including family planning
information, the reality of gender dynamics can render
women powerless to make decisions.

Men often hold decision-making power over matters as
basic as sexual relations and when and whether to have
a child or even seek health care. Yet most reproductive
health programmes focus exclusively on women.

The MAP project recognises the importance of partnership
between women and men in taking responsibility for
reproductive health. There is a crucial need to reach out
to men with services and education that enable them to
participate in the duties related to reproductive health,
family and community matters. This groundbreaking
project is intended to put an end to a culture of violence
founded on the belief that punishing a wife is an acceptable
and legitimate act.

As such, the project aims to confront, engage with, and
overcome these kinds of stereotypes held by both men
and women. The objective is to assist men become more
supportive partners who constructively share responsibility
with women at home, in the workplace and the community.

The main beneficiaries of the project are primarily located
in underprivileged regions of Mauritius where there are
pockets of poverty. Problems linked to poverty such as
domestic violence, alcoholism and low literacy are
addressed and men are encouraged to contribute to family
welfare and harmony.

Article 16 of the SADC Protocol provides that “State Parties
shall conduct time use studies by 2015 and adopt policy
measures to ease the burden of the multiple roles played
by women.”

To this end the project engages in the following:

• Organises monthly educational sessions on gender,
women development and family welfare for men so as
to increase their knowledge and provide information
that will enable them to positively participate in family
affairs and enhance partnership building at home, at
work and in the community;

• Organises monthly mixed educational sessions on
problems affecting family welfare and the role of
women in the family and the society at large;

• Organises fortnightly indoor recreational activities for
men and provides concurrent individual counselling
and informal education sessions for them;

• Organises individual and group counselling sessions for
couples on gender sensitive family issues so as to improve
psycho-social environment;

• Provides special medical sessions for men so as to enable
them to share and improve their health conditions in
confidentiality and also get informed about health
issues.

Attempts to involve men in gender equality work are
often met with resistance and this forms one of the major
challenges of the project. The MAP programme approaches
men in a gentle, respectful, open-minded manner.

Outreach efforts have to be designed to match the needs
of Mauritian males. Universal values of equality, respect,
responsibility, and honesty must be promoted to the male
audience. Efforts that engage and motivate men have to
be used to draw them into involvement in an area that
has traditionally focused on women.

A key issue has become reaching out to “unreachable”
populations. There are many men who would be
considered a target audience for MAP; however, they do
not participate in community structures or organisations
that would allow them to be easily approached.

Another major challenge has been the attitude of   private
sector businesses in offering their employees training
which will take them away from labour. Other challenges
in implementation are cultural and come  with any desire
to instigate social change. Resistance to learning and
resistance to participation by men are common.

To date, the main outputs of the programme have included
activities that have prioritised developing partnerships
between stakeholders and sharing guidelines for addressing
family concerns in policy planning and decision-making.
Since it was launched, 30 men have registered to undertake
the courses and the number is likely to grow. Moreover,
the Mauritius Family Planning Association has launched
a door-to-door campaign on birth control, which is an
essential component of the MAP. The programme was
implemented in 2003 and about 10 000 people have
benefited from it.

Sheila Bapoo.
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Mauritius: Training men to share duties and be better partners
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56 This “I” Story is part of the Gender Links Opinion and Commentary Service special series on care work. Available at
[http://www.genderlinks.org.za/article/zambia-men-make-great-care-workers-too-2011-06-26].

By Peter Hamajata

I started care work in 2003 when I joined
the VK Community Care Organisation. VK
Community Care Organisation was
registered in 2002 and is located in Garden

Compound, 7km from Lusaka centre, and has a population
of 12 000 people.

Before I joined I was working with an organisation to
empower women and raise their standard of living in
Chibombo District.

In 2002, my first born son was diagnosed with HIV, and
by that time he was staying with his grandmother. He
phoned and told me he was not feeling well and I agreed
that he should come to Lusaka. At the time he got sick
he was staying in a village where there was no clinic.

He came to Lusaka and stayed with me. He complained
of general body pains. I looked at him: he was very sick,
and there was a need for him to be taken to the hospital.
I took him to the nearest health centre, 7km from my
house.

At the centre, the doctor examined him and referred him
for Voluntary Counselling and testing (VCT). After
undergoing VCT we discovered he was HIV-positive.  He
was counselled and then referred to an ART clinic where
he was tested and examined for his CD4 count and told
that he immediately had to start anti-    retroviral treatment.
After one month he developed Kaposi's sarcoma and his
whole body swelled, especially the legs.

Wounds developed and he even started to smell. My wife
could not bathe him because he was male so I took up
the responsibility of taking care of my son; taking him to
the toilet and bathing him. The most difficult thing was
not having any other person or relative to help. I had no
option but to get leave from work for one month.

Things did not change; my son's sickness got worse, I had
to take him to the University Teaching Hospital every week
for injections to treat the sarcoma, which is cancer of the
skin. This whole procedure took six months and I had to
stop work to concentrate on caring for my son so my wife
continued to work and had to provide for us all.

I thank my wife for taking up the responsibility of feeding
us all, while I took up the responsibility of caring for our
son, which was care work for both of us. I thank God for
that assistance from my wife.

With this experience, I developed a very good relationship
with the staff at the health centre and the hospital and
I was referred to VK Community Care Organisation by the
government clinic so I could learn how to provide better
care and support to my son, and other patients at home.
It was a good suggestion and I was happy because I already
thought the work was interesting. VK Community Care
Organisation trained me for five days in basic home-based
care and I was given a certificate. This inspired me and I
got encouraged to join in caring for people living with
HIV and AIDS.

In the community I started caring for, and providing
support to, patients and I gave a lot of good examples of
how a man can care for patients in their homes. I also
encouraged other men in the community to join in care
work and 11 men were recruited into the organisation.
I then stopped looking for employment and my heart
went to caring for patients. I was motivated by training
in counselling and testing and I appeared on state radio,
talking about care and support and the involvement of
men in care work.

I cannot stop care work now because I enjoy it so much.
My son became better, and able to work. But after two
years my son forgot he was sick, he wouldn't listen to me
and he went back to bad behaviours: drinking spirits and
smoking. He even forgot to take his ARV's. My son could
not adhere to treatment; he developed TB and died within
four days of being diagnosed with it. However, I cannot
stop caring for people living with HIV and AIDS because
we need to protect other people who might want to stop
treatment and behave the way my son did.

People living with HIV and AIDS need education and
information so that they can live longer. It is not easy but
we can do much more with the resources provided.
Involvement of both men and women in care work must
be supported by providing them with incentives so they
can be motivated. In turn they will provide
quality care to those living with HIV and AIDS.56

Zambia: Men make great care workers too

As a state-funded and jointly implemented project the
ability to spread the programme nationwide is a challenge.
Bappoo and her ministry are committed to extending the
project across the country. Given sufficient resources and

technical capacity this groundbreaking project that
challenges gender stereotypes can be easily replicated in
other parts of Mauritius and within other SADC member
states.
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Children and care giving: Care givers
may look after the needs of the sick and
dying but there must also be provisions
in place for the children left behind.
There has been an exponential increase
in the number of children affected by
HIV and AIDS. This has put pressure on
extended families that care after
orphans as well as child headed
households. Extended families in
already poverty stricken settings are

struggling to keep up with the need
presented in these cases. The
educat ion  and  employment
opportunities of this group are very
slim as a result increasing the potential
exposure to various kinds of
exploitation. Table 7.3 indicates the
high numbers of HIV and AIDS
orphans in the SADC region and the
HIV and AIDS prevalence among
children:

58 Kaiser Family Foundation, www.kff.org (accessed July 4th, 2009).
59 Ibid.

In Zanzibar children are often left to care for
other orphans and vulnerable children.
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Table 7.3: Children orphaned by AIDS

Evidence suggests that orphans have a higher
vulnerability to HIV infection than other children:
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.

There are several steps to be taken towards making
care work count: The first step should be a provision
for care workers within national, provincial and local
budgets; for instance in health budgets. This step must
be complemented by national, provincial and local level

exercises to develop legitimate statistics and databases
of carers.

There is a need to finalise draft stand alone care
work policies:  Where these exist, policies must be
finalised and implemented as a necessary next step
towards making care work count. There is little clarity
as to why drafts remain as drafts. In addition, these
drafts must be popularised in order to develop and/or
support advocacy drives that can generate more interest.
Moreover, various media organisations must be engaged
in order to propel mass publicity drives. Of vital
importance is the need to include care givers in

Source: Kaiser Family Foundation, www.kff.org (accessed 4 July 2009).
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policymaking at community, provincial, national and
regional levels. Review of policies across SADC reveals
that the voices of care givers are absent from almost
all dialogue on care work. There is also little evidence
of interaction between carers and policymakers.
However, the work of VSO RAISA
demonstrates progress in this area with
good results demonstrated in Malawi,
Zambia and Zimbabwe.

There is a need to localise care work:
Placing implementation and action plans
within local government structures can
assist in improving care for carers. Not
many local councils in the region are
working in this area. In Zambia while
there is a relevant structure, the Alliance
of Mayors Initiative for Community Action
on AIDS at the Local Level (AMICAALL),
it has yet to do much in terms of care
work. For instance, training in Zambia is
carried out by national ministries. In
Namibia there is significant progress in
home-based care provisions, however local
councils are not involved in this area.
Lesotho began work in home-based care
in 1993 and councillors have been, and
continue to be, involved through various
council centres.

There may be policies but what action is being
taken? It is clearly not sufficient to focus solely on
policy formulation and neglect the importance of
accompanying action plans. Ultimately action plans with
time frames and budgets are essential to making
progress and having impact. These plans must
incorporate economic development, especially for
women. While the absence of national care work policies
is a cause for concern, it does not mean that care work

should not continue on the ground. There are numerous
examples of good practice where people have been
able to continue with care work without a policy. Action
plans can be a significant and useful tool to merge
ongoing work with policy.

It is important to gather and publish personal
accounts of care givers:  Working to document stories
of care givers will be useful in filling gaps in public
knowledge about care work. These stories can promote
understanding between care givers, policy makers and
regular citizens of Southern Africa. Personal accounts
provide an alternative platform to give recognition to
care givers.

Children march during a 16 Days of Activism event in Arandis, Namibia.
Photo: Courtesy MDX

Madagascar: Care work that counts
By RANDRIARIMANANA Fanjaniaina Emélie

My name is RANDRIARIMANANA
Fanjaniaina Emélie and I am a 36-
years-old journalist and care giver. I
am a member of the Federation pour
la Promotion Feminine et Enfantine
(FPFE) in the Eastern Coast region of
Madagascar (Atsinanana TOAMA-
SINA).

I didn't originally have any intention of becoming a
care giver. But being a journalist, people have a tendency
to turn to me for advice or to talk about their problems.
This is how I have embraced, so to speak, this work: I
have become an advisor, or even mediator in many
cases.

For that reason I am interested in, and
committed to, care giver's work. Up till
now I have been “freelance” but I am
working in collaboration with the HIV
and AIDS institutions and networks in Madagascar.

After being trained on psychological care for people
living with HIV and AIDS in Madagascar, I become a
volunteer care giver in 2005.

As a psycho-social care giver, my work begins by giving
advice to people in response to their HIV-related
questions. I sensitise them on the benefit of knowing
their HIV status and give them the testing locations so
they can go for voluntary testing. Most of the time,
these people are convinced and are ready to get tested.
I encourage them to receive their test results, either
positive or negative, with calm and awareness.
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60 This “I” Story is part of the Gender Links Opinion and Commentary Service special series on care work. Available at
[http://www.genderlinks.org.za/article/madagascar-care-work-that-counts-2011-06-21].

61 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).

If the test is negative, my duty is to sensitise them on
how to keep their status that way. This includes coaching
them to have less risky sexual behaviour, use of condom
and get re-tested after three months.

When a test result is positive, my assignment is to
provide appropriate support based on their needs.
Mostly I have to comfort and ensure my client that they
should not be desperate. I let them know that science
is making progress and that access to medicines and
follow-up are free and accessible across Madagascar.

At that point it is also my duty to give further explanation
if needed. I accompany them to the specialist doctor
for care. If Anti-retroviral Treatments are not yet
prescribed, I help them identify individual and collective
issues related to their HIV status and determine relevant
and appropriate actions to be taken to ensure quality
of living and healthy behaviour.

As a care giver, my work also involves conducting face-
to-face discussions with my clients about their lives and
how they should prepare for their future. I help them
find jobs, tell their family about their status and other
important life steps.

One of the major issues related to this job is searching
for those who have tested positive. To illustrate this:
an 18-year-old pregnant woman tested positive during

an Antenatal care visit then she disappeared after
discovering her result. After being contacted by the
counsellor and asked to search for her, I carried out an
investigation with the family and neighbour circle,
without revealing her status. Up to now I am still looking
for her.

I am married and I have two children. Sometimes my
volunteer care giver work takes up much more of my
time than planned. But my family tries to understand
because I have explained that I want to secure a healthy
future for my country and for my family.

From time to time my husband actually gives me a hand
in difficult circumstances, such as investigations like the
one I mentioned.

My biggest challenge is financial resources. I work with
my own resources, paying for all phone cards and trip
fares.

But as an HIV activist, the officers and health authorities
or other institutions recognise my work and give me
the opportunity to deepen and increase my knowledge
and skills and my experience. This includes participating
in addiction treatment training, national planning and
results dissemination and acting as active member of
communication and coordination networks at the
regional level.  This makes it all worthwhile.60

In order to meet 2015 targets on HIV and AIDS, 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 of care work need to be
recognised: The gender dimensions of HIV and AIDS
should be recognised and catered for. 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). Therefore, 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.61

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 participation of men in care-giving should
be encouraged: Men can be encouraged to take part
in care work through sensitisation meetings to help
them see the value of it and the specific benefits of
their involvement. This can also be done through
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.  Provision of material
help and financial support to care givers would also
encourage men to join.

Inter-sector collaboration and information
dissemination around issues linked to care work

Next steps
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is important: Research found a lack of information
dissemination and inter-sectoral collaboration across
all policies. There needs to be better coordination
of assistance, national ownership through the closer
alignment of international support with national
priorities and the deliverance of assistance under a
framework of mutual accountability.  In addition,
ministries need to effectively communicate with each
other and present policy as a united front.  Information
should flow effortlessly between national, regional
and district levels and back up again.

There is a great need for better 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.62

Encourage greater leadership involvement in
HIV programmes. In August 2008, during the 17th
International AIDS Conference in Mexico City, former
President of Botswana Festus Mogae launched the
Champions for an HIV-Free Generation. The champions
are a group of former African presidents and other
influential personalities who aim to mobilise high-level
leadership in renewed and revitalised responses to HIV
and AIDS in sub-Saharan Africa.

The Champions' aim is to advocate for better policies,
laws and practices that facilitate, rather than hinder,
effective responses to the epidemic. They reinforce best
practices in the region and highlight progress made. As
outspoken opinion-leaders, they seek to initiate a
dialogue in changing behavioural and harmful societal
norms. The Champions were very busy in 2011, visiting
Lesotho, Malawi, South Africa and Swaziland, among
others, engaging with other leaders to strategise on,
and encourage greater leadership in, HIV prevention
interventions.

Encourage more governments of developed
countries to contribute funds to replenish the
Global Fund, but also to encourage greater
allocations of funds to health by SADC
governments, in line with health financing
commitments made in the Abuja Declaration: In
response to calls from governments and civil society in
Africa for developed nations to contribute to the Global
Fund, in July 2011 the Netherlands, among other
countries was the latest country to commit a further
€163.5 million for the period 2011-2013 for HIV, TB and

Malaria programmes (the tenth largest contribution).
The commitments of international donors should,
however, not take away the responsibility of SADC
governments to contribute to HIV and health
programmes in their own countries.

There is need for research around the HIV
prevention, treatment and care needs of sexual
minorities: This research must encompass both
men who have sex with men and women who have sex
with women. This would also be important in
understanding prevalence rates, and in designing
programmes that work. Further, messages and images
used in HIV prevention and mitigation materials and
campaigns need to resonate with people of sexual
minorities to promote uptake of information and
services.

Scale-up of medical male circumcision (MMC)
programmes should be accompanied by continued
condom use messages: There is a real risk that people
will see MMC as the “magic bullet” that will end HIV
infections, and this may lead to reductions in condom
use among circumcised men. Although risk of contracting
HIV is reduced, information, education and campaign
materials need to emphasise that MMC offers partial
protection, and that combination with condoms will
increase protection and reduce risk. Without this
emphasis, MMC can increase women's risk of contracting
HIV instead of protecting them.

62 UNIFEM (2008).Transforming the National AIDS Response: Mainstreaming gender equality and women's human rights into the “three ones”. New
York, USA, UNIFEM.


