
THE IMPACT OF HIVIAIDS IN A LOCAL MUNICIPALITY: 

A CASE STUDY 

BY 

LESIGE BENJAMIN MOTSUKUNYANE 

BA (Pol. Sc.) 

BA Hons. (Public Admin) 

Dissertation submitted for the degree 

MAGISTER ARTIUM 

In 

INDUSTRIAL SOCIOLOGY 

In the School of Behavioural Sciences 

North-West University 

(Vaal Triangle Campus) 

Supervisor: Prof. C. de W. van Wyk I ;: (3 c:r L U U ~  

V ~ ~ r f i r l e h o t : ~ ~ ~ ~ ~ p ? 1 ~ / V a i ? 1  T2 t~;rgl"sf;zG?~' :~ 

Vanderbijlpark fib,3&5qi a!ifl !?;dn:::i'::ta;:z 

I 
~~:siaoii; iitfr:tir.i3:s~z;lr!. 

, , , - i  1 . I l " "  I '. 5 

May 2007 
-> 



ACKNOWLEDGEMENTS: 

I dedicate this research to all the people living with HIV/AIDS, all those who 

are affected and to all those who are willing to turn the tide against 

HIV/AIDS. 

The following people deserve to be mentioned: 

Professor Christo van Wyk, thank you for being such a treasured supervisor, for 

your liberal encouragement when you diligently read through the early tentative 

drafts of my research. I owe my success to you, for success is not the money 

that one has in the bank, but the number of people you have helped to achieve 

success. 

Many thanks to Joyce Mohajane, Alta le Hanie and Jackie Eilerd for making sure 

that every script submitted was well documented. 

Alfie Scutts, I owe you a special accolade, you deserve three hurrahs for being 

such a good companion. Here at last is the result! 

Many thanks to the Medical staff from local Clinics and Hospitals, who 

participated in this project. You have been immensely helpful, not least in helping 

me to complete my research, but to expose me to the challenges that you are 

faced with in your daily engagements with people living with HIVIAIDS. 

I could not have produced this dissertation without the generous support of my 

family. My wife Maureen, who not only accepted so graciously the amount of time 

spent on this project, but who lent me her ears when I laboriously read through 

the chapters at the oddest hours imaginable. 

I am also indebted to Wongiwe Zanele Ludidi. For your insight and intellect; you 

deserve your very own bouquet of gratitude. 



I am and will always be deeply indebted to both niy late father IVlohanoe and 

brother, Motloheloa for always believing that 'the sky is the limit'. I am saddened 

that they are not here to read the final product. Robalang ka kgotso dibata - I 
will bring this product when my time is up. 

Dr. J.C. Huebsch, your professional and incisive editing of 111y thes'is is greatly 

appreciated. 

Finally, I would like to thank God for the strength and love that He bestowed on 

me throughout this whole research. 

iii 



TABLE OF CONTENTS 

CHAPTER 1 

IN'TRODUCTION & RESEARCH PROBLEMS 

INTRODUCTION 

MOTIVATION FOR THE STUDY 

GOALS AND OBLIECTIVES 

Primary objectives 

Specific objectives 

PRINCIPAL QUESTIONS TO BE ADDRESSED 

RESEARCH METHODOLOGY 

The Questionnaire 

THEORE-TICAL BACKGROUND 

OUTLINE OF THE STUDY 

SUMMARY 

CHAPTER 2 

LITERATURE REVIEW AND 'THEORETICAL FRAMEWORK OF HlVlAlDS 

INTRODUCTION 

THE ORIGIN OF HIVIAIDS 

THE DISCOVERY OF HlVlAlDS 

EPIDEMIOLOGY OF HIV 

GLOBAL EPIDEIUIC TRENDS 

Asia 

China 

North America 

Latin America 

Uganda 

HIVIAIDS in Uganda 

Why has prevalence dropped? 

New infections 

Deaths 



Communication 

Community Action 

Simple messages 

Political openness 

What we can learn from Uganda 

Sub-Saharan Africa 

POPULATIONS AFFECTED 

POPLILATIONS ON THE MOVE 

HIV EPIDEMIC IN SOUTH AFRICA 

SLlNlMARY 

CHAPTER 3 

HIV KNOWLEDGE, AWARENESS, ATTITUDES AND PERCEPTIONS AMONG LOCAL MllNlClPALlTY 

WORKERS AND THE COMMllNlTY 

INTRODUCTION 62 

THE IIVPACT OF HIVIAIDS ON HEALTH-CARE WORKERS AND HEALTH CARE 69 

FACl LlTlES 

THE IMPACT OF HIV ON WORKLOAD IN CI-INICS 7 1 

MEASURES IN PLACE TO PREVENT THE SPREAD OF OCCUPATIONAL HIV 73 

IN THE MUNICIPAL HEALTH-CARE FACILITIES 

RESEARCH DESIGN AND METHODOLOGY 75 

Ethical considerations 75 

Participants 76 

Measuring Instrument 77 

Findings 78 

Recommendations 84 

SEXUAL BEHAVIOUR 85 

WHY PEOPLE DO NOT USE CONDOMS 88 

SEX AND DRUGS 90 

CONCLUSION 93 

Study limitations 93 

Causes and impacts 95 

Approaches 96 

Culture and religion 97 



CHAPTER 4 

THE IMPACT OF HlVlAlDS ON MUNICIPALITIES' RESOURCES, INCLUDING PRODUCTION AND 

SERVICE DELIVERY 

INTRODUCTION 

THE ECONOMIC IMPACTS OF AIDS ON HOUSEHOLDS 

The impact of HlVlAlDS at a personal or employee level 

Personal impact 

THE IWIPACT OF HlVlAlDS OW THE MUNICIPALITY (ORGANIZATIONAL 

LEVEL) 

SOCIAL IMPACTS 

ECONOMIC IMPACTS 

POLITICAI- IMPACTS 

DEMOGRAPHICAL IlVlPACT 

LABOUR SUPPLY 

IMPACT ON THE ORGANIZATION (WORKPLACE) 

Absenteeism 

4.9.2 Increased number of sick employees and staff morale 

4.9.3 Benefits 

4.9.4 Wage costs 

4.10 THE IMPACT OF HIVIAIDS ON SERVICE DELIVERY 

4.1 1 BURDENONSTAFFTURNOVER 

4.12 CONCLUSION 

CHAPTER 5 

MANAGEMENT'S RESPONSE TO HlVlAlDS 

INTRODUCTION 

MllNlClPAL INTEGRATED DEVELOPMENT PLAN (IDP) 

Event-centred approach 

Consultative or participatory approach 

Strategic approach 

Responsibility and privacy 

Engagement 

Partnership and consensus building 



Empowerment 

Non-discrimination 

Confidentiality and privacy 

Adaptation 

Sensitivity in language 

Ethics in research 

Prohibition of mandatory HIV testing 

FOCUSING ON EMPLOYEES 

Risk profiling of Council 

Impact assessment 

HIVIAIDS policy 

Succession planning 

Commitment to program 

FOCUSING ON THE COMMUNITY 

Social mobilasation and communication 

Education and behaviour change 

Health services for prevention 

Comprehensive health-care 

Children's services 

Poverty relief measures 

STRATEGIC PLANNING 

Iblanagenient's responsibility 

Leadership 

Planning 

Social capital 

Health 

Income support 

Housing & services 

Labour law & HIVIAIDS 

Workplace policy and programme 

CONCLUSION 

vii 

~.~ ... . ---ppp-- - 1 - -  
. . . .-~ 



CHAPTER 6 

CRITICAL ANALYSIS 

6.1 INTRODUCTION 

6.2 AIDS PATTERN 

6.3 AIDS AS A HUMAN RIGHTS ISSLIE 

6.4 HIVIAIDS PANDEMIC 

6.5 OTHER CONTRIBUTIIVG FACTORS 

6.6 WAY FORWARD 

ANNEXLIRES 

Annexure 1 : Cover Letter & CornrnunitylGeneral Workers Questionnaire 

Annexure 2 : Cover Letter & Skilled and Semi -Skilled Workers Questionnaire 

ABSTRACT 

OPSOMMING 

BIBLIOGRAPHY 

viii 



LlST OF TABLES 

Table 1 : Percentage distribution of respondents' 

frequency of condom use 

LlST OF FIGURES 

Figure 1 : 

Figure 2 : 

Figure 3 : 

Figure 4 : 

Figure 5 : 

Figure 6 : 

Figure 7 : 

Figure 8 : 

Figure 9 : 

The HIV family tree 

The virus in action 

'The epidemic pattern 

llumber of people living with HIV 

Uganda's annual antenatal HIV prevalence 

Impact of HlVlAlDS on the municipality 

HIV prevalence rates among the economically 

active population by skills level 

Cost impact of HlVlAlDS on the municipality 

Integration of HIV policy into IDP 



LIST OF ABBREVIATIONS 

AIDS 

ART 

ARV 

BER 

BMR 

DOH 

DOL 

EAP 

EPWP 

FBO 

GDOH 

H IV 

HSRC 

I CW 

I DP 

I LO 

KAP 

KPA 

IVIMWR 

IYEPAD 

NGO 

PLWA 

PMS 

POWA 

SADC 

ST1 

-r B 

U NAl DS 

UNDP 

UNESCO 

Acquired Immune Deficiency Syndrome 

Antiretroviral Treatment 

Antiretroviral Drugs 

Bureau for Economic Research 

Bureau for Market Research 

Department of Health 

Department of Labour 

Employee Assistance Programme 

Extended P~lblic Works Programme 

Faith Based Organisations 

Gauteng Department of Health 

Human Immunodeficiency Virus 

Human Sciences Research Council 

International Community of Women Livirrg with HlVlAlDS 

Integrated Development Plan 

International Labour Office 

Knowledge, Attitudes and Perceptions 

Key Performance Area 

Morbidity and Mortality Weekly Report 

IYew Partnership for Africa's Development 

Non-Governmental Organisation 

People Living with HlVlAlDS 

Performance Management System 

People Opposing Women Abuse 

Southern African Development Community 

Sexually Transmitted Infection 

Tuberculosis 

United Nations Programmes on HlVlAlDS 

United Nations Development Programme 

United Nations Educational Scientific and Cultural Organisation 



UhIICEF United Nations Children's Fund 

VCT Voluntary Counselling and Testing 

WHO World Health Organisation 



CHAPTER I 

INTRODUCTION AND PROBLEM STATEMENT 

1.1 INTRODUCTION 

Eight years ago, in 1998, the United Nations Development Programme (UNDP) 

projected, that AIDS would devastate development, and described HIV as a new 

force of impoverishment in sub-Saharan Africa that could reverse poverty gains 

and set off a cascade of economic and social disintegration and impoverishment. 

Today, according to Mark Malloch Brown (2004), Administrator of the UNDP, the 

HIVIAIDS epidemic is Africa's most serious development crisis, with Southern 

Africa bearing the brunt, whereby one in seven of the adult population is living 

with HIVIAIDS. 

The Maseru Declaration (2003) of SADC Heads of State on HIVIAIDS notes, with 

profound concern, that the HIVIAIDS pandemic is reversing the developmental 

gains made in the past decades and is posing the greatest threat to the 

sustainable development of the region, due to loss of the most productive 

individuals in all sectors of the economies, decline in productivity, diversion of 

scarce resources from production, to the care and support of the HIVIAIDS 

infected and affected persons, as well as mitigating the effects on various 

sectors, and resulting in an increase in the number of orphans and the disruption 

of family structures. 

President Thabo Vlbeki in his address (NEPAD, 2004) said that, "...in the face 

of this unprecedented humanitarian crisis, there is a terrible disjuncture 

between what is known, said and written about HIV, and what is done and 

not done by governments...". He continued by admonishing African leaders of 

governmental neglect and "...distance from their citizens, a problem which 

no longer condemns million of people to poverty, but also to early death by 



a relatively new disease - whose medical and social ethnology is now 

beffer understood than any other disease in history..." 

The impact of HlVlAlDS is being felt in the country as a whole, and the local 

municipality is no exception. HlVlAlDS has become a serious local municipality 

health problem with huge negative implications on the socio-economic 

employment and human rights for both the local governmentlmunicipality and its 

employees. The scale, severity and impact of HIVIAIDS, are destroying the 

capacity of government and community to function effectively. 

AIDS is caused by the human immunodeficiency virus (HIV) which attacks and 

destroys certain white blood cells that are essential to the body's immune 

system. The immune system is the body's defence against infection by micro- 

organisms (bacteria and viruses) that cause diseases. Amongst the cells that 

make up the immune system, is one called CD4 lymphocyte (Department of 

Health, 2005). HIV is able, by attaching to the surface of CD4 lymphocyte, to 

enter, infect and eventually destroy the cell. Over time, this leads to progressive 

and finally to a profound impairment of the immune system, resulting in the 

infected person becoming susceptible to infection and other opportunistic 

diseases. 

HIV can be transmitted from one person to another through unprotected sex; 

during pregnancy or through the birth canal during birth; exposure to 

contaminated blood; or exposure to other body fluids and breastfeeding. 

There are six stages in the progression of HIV. 

The first stage is the initial infection with HIV 

The window period is the stage where a person is already infected with HIV but 

the antibodies that determine the presence of HIV, have not formulated. 



The sero-conversion stage occurs when the status of the person changes from 

HIV negative to HIV positive. Although the person may not be ill, the person can 

infect others. 

The asymptomatic stage is when a person has been diagnosed HIV positive 

but shows no signs of illness. As in the sero-conversion stage, the person in the 

asymptomatic stage can infect others. 

Aids-related compliance (ARC) is the stage wliere a person develops 

symptoms that are persistent and difficult to cure. 

The AlDS stage is a stage where a person's body is HIV- blown and the immune 

system is deficient, which finally causes a person to die. 

In adults the typical course from infection with HIV to AIDS defining conditions is 

as follows. 

About 6 weeks to 3 months after becoming infected, the person will develop 

antibodies to HIV. At this point the person will experience flu-like glandular fever. 

Until this time, the usual tests to establish HIV infection will be negative, although 

the infected person is infectious and can transrrrit the virus. 

There is usually thereafter a long silent period - on average about 8 years during 

which the person may have no symptoms. 

Following that, almost all infected persons will progress to HIV - related diseases 

and AIDS. They may develop skin conditions, chronic diarrhoea, weight loss or 

they may develop one or more opportunistic fungal infections, meningitis and 

eventually death (Hooper, 1999). 



The impact of the HIVIAIDS epidemic is significant, affecting all spheres of life 

and all vibrant economic sectors. It has the potential to reverse many 

developmental gains. The Department of Social Development in the state of 

South Africa's population report 2000, estimates that life expectancy has dropped 

from 63 years in 1990 to 56.5 in 2000; that child mortality has increased from 75 

per thousand to 91 per thousand in 2000; and that the probability of a 15 year-old 

dying before the age of 60, was 27 per thousand in 1990 and has risen to 40 per 

thousand in 2000. 

According to the Department of Health (2005) 6,5 million people are living with 

HIVIAIDS. There was an increase of deaths from 15 to 49 in 2002. In 2015 

there will be 5 million deaths (BMR, 2004). A total of 10% of young adults 

between 15 and 24 years who visit antenatal clinics, will possibly test HIV 

positive and loh of those will be children under 5 years. (HSRC, 2004). Life 

expectancy will decline form 45 years in 2005 to 37 in 2007 (Van Aardt, 2004). 

The implications then become obvious - high levels of mortality in the age group 

that traditionally has the lowest rates of mortality. An increased number of infant 

deaths as a result of births to HIV infected women, and increased numbers of 

elderly people who will need support. 

According to the Bureau for Economic Research (2006), it is recognized that 

HIVIAIDS is affecting every workplace. The impact of HIVIAIDS is experienced in 

different areas in the workplace; areas include morbidity and absenteeism, where 

infected employees become ill and take additional sick leave, which disrupts the 

operation and production of the institution they serve. The destruction will be 

amplified when the more qualified and experienced are absent. Increases in 

death will lead to increased absenteeism, as employees attend funerals for family 

members, friends and colleagues. Women employees, due to their defined role 

as care-givers, will have to care for sick children and partners, which may result 

in an increase in time-off from work. 



Other areas within the workplace where the impact of this pandemic are 

noticeable and experienced, include increased mortality and retirements, low 

staff morale, and an increase in costs on benefits. 

Furthermore, the severity of the economic impact of HIVtAIDS is directly related 

to the fact that most of the infected individuals are in the peak of productive and 

reproductive age groups. AlDS kills those on whom society relies to grow the 

crops, work in the mines and factories, run schools and hospitals, and govern 

nations and countries (Vos, 1999). 

HIVtAIDS affects employees just like other members of their communities. The 

only difference is, that employers experience the AlDS impact slightly different, in 

that services, productivity, skills and financial resources are adversely affected. 

HIV knows no social, gender, age or racial boundaries, although it is accepted 

that socio-economic circumstances do influence disease patterns. These disease 

patterns will be thoroughly explained in Chapter 2. HIVIAIDS thrives in an 

environment of poverty, rapid urbanization, violence, destabilization and crimes 

such as rape. Transmission is exacerbated by disparities in resource and 

patterns of migration. Women in particular, are more vulnerable to infection in 

economic circumstances where they have little control over their lives (Johnson & 

Budlender, 2004). They have an added vulnerability to HIV infection mainly 

because of their "powerlessness" rather than because of their choices and risks 

that are inherent to desire and sexuality. In his article, Jonathan Berger argues 

that "women's vulnerability" is an incomplete explanation for higher rates of 

HIV infection among women and girls and that gender inequality; violence and 

socio-economic dependence are major determinants of such risk. 

The impact including the result, consequence and effect of the disease affects 

the infected individuals and those living with them on all levels. The disease 

affects the individual; on the family and the household; on the community; on 



society; in the workplace and on the economy and future development of the 

country. The health and social implications of this disease on human 

development are extensive (Trustcourt, 2002). It is estimated that 12% of the 

adults in South Africa are infected with HIV. According to Trustcourt (2002), there 

are 420 000 AlDS orphans in South Africa, and it is estimated that there will be 

one million by the year 2005. 

The impact study conducted in 2001 projected, that 1500 Gauteng Provincial 

Government (GPG) employees are newly infected every year. An estimated 

3.7% of the Gauteng Provincial Government (GPG) employees will develop AlDS 

by the year 2008 (Department of Health, 2002). 

There is a direct link between national, provincial and local spheres of 

government. This in itself means that, whatever problems are encountered by 

one sphere of government, all other spheres will feel the brunt thereof too. 

The findings also revealed, that some of the socio-economic and political 

reasons for the high incidence of HIV transmission in South Africa, are the 

following (Department of Labour, 2000). 

The disruption of family and communal life due to "apartheid" and the labour 

system of the past. 

High levels of mobility and res~~ltant contagion because of a good transport 

infrastructure that makes movement or migration from rural to urban areas 

easier. 

High levels of income inequalities and poverty, which contribute to massive 

emergence of sex-workers. 

Very high levels of sexually transmitted infections (STl's). 

Social acceptance of multiple sexual partners. 

Resistance against the use of condoms. 



A survey is conducted annually in South Africa to establish the prevalence of HIV 

infections amongst pregnant women attending antenatal clinics. Extrapolating 

from the 2001 antenatal survey, its is estimated that 4.74 million adults were 

infected with HIV - 2.65 million women between the ages of 15 and 49 and 2.09 

million men in the same age group (Department of Health, 2001). 

The Public Service in South Africa is the largest employer, with approximately 1 .I 

million employees of which about 30% of them are in National departments and 

70% in provincial and local departments (Department of Labour, 2000). Women, 

who are more vulnerable to HIV infections, according to research findings, 

constitute 51% of the total public service, only 1 % short of their proportion in the 

total population (Department of Labour, 2000). 

Within workplaces where many employees are HIV infected, the impact of 

HIVIAIDS is still experienced in many areas, such as in the following instances. 

Benefits wherein employers and employees will feel the epidemic impact as a 

result of an astronomical increase in the cost of employee benefits increases. 

Demand for services, particularly health and welfare services, which have 

dramatically increased, leaving a huge burden on departments that provide 

these services and even more so, if they already face capacity constraints or 

are short-staffed. 

Mortality or retirement, where such losses will require appropriate 

replacements that will have to be appointed and trained. 

Training and recruitment are costly and disrupt smooth operations of the 

organization, with a negative impact on training service delivery. 

Staff morale, where employees develop a fear for infection and death, which 

may lead to the increased suspicion of others, as well as resistance to 

shouldering the additional responsibilities for colleagues who are off sick, 

away from work or newly recruited and not yet fully functional. 



It is for the reasons mentioned on the previous page that this study's focus is to 

unpack, peruse, analyse and understand the impact of HIVIAIDS in local 

municipality the knowledge, attitude and perceptions of employees and the 

management response towards the prevalence and scourge of HIVIAIDS in the 

workplace. 

1.2 MOTIVATION FOR THE STUDY 

Mur~icipalities are one of the major employing bodies of unskilled and semi- 

skilled labour in Southern Africa and are responsible to provide the most basic 

services to the comm~~nity it serves. 

Irrespective of its priority, there seems to exist a total lack of understanding, 

comprehension and to a large extent, ignorance, when addressing HIVIAIDS 

issues in local municipalities; even more so when trying to estimate the impact 

that HIVIAIDS has and will have in future on local government as majority 

service-orientated institutions. It is, therefore, imperative that the impact 

HIVIAIDS has on local government institutions be empirically studied, in order to 

find soluble solutions and come up with achievable recommendations towards 

the future management of this pandemic. 

Very little research exists to assist with this study, which further indicates the 

importance of highlighting the impact and future management of HIVIAIDS. 

Further to this, it is this researcher's prerogative to find out how the anticipated 

impact will be addressed within the local government sphere as well as to 

establish what local government institutions will be doing to assist, not only wi,th 

awareness and prevention campaigns, but also how to address the negative 

side-effects HIVIAIDS has on employees. Although it remains difficult to predict 

the extent of the future impact by this epidemic on local municipalities, it is clear 

that service delivery is negatively affected, not only due to the number of infected 



employees, but also due to the increased demand for certain services especially 

health and welfare, and the ability of the local municipality to attract and retain 

adequate levels of skilled staff (within the broader labour market). 

Since HIVIAIDS is a sensitized and confidential matter, it is imperative that the 

impact it has in the workplace, is clearly and emphatically understood. It is also 

important to educate people about the dangers and prevention of HIVIAIDS. 

Furthermore, it is clear, that services in remote areas and disadvantaged 

communities are particularly v~~lnerable to absenteeism or death amongst staff, 

because of shortages of skilled staff and recourse constraints. Sick leave has 

also increased dramatically. HIVIAIDS has increased the need for training and 

replacement of staff, whilst at the same time comprorrrising the potential for 

mentoring and skills transfer. 

Local government as one of the three spheres of government, is the sphere that 

is closest to the people and this means that municipalities are at the forefront of 

fighting the HIVIAIDS epidemic. The Midvaal local municipality can, therefore, not 

be an exception when it comes to the impact of HIVIAIDS. It is situated at the 

level of government that is tasked with the responsibility of delivering basic 

services, including the responsibility to ensure a good quality of life and a 

sustainable development for citizens. In a study done by the HSRC, it was found 

that HIVIAIDS was on the increase in most sections of the public sector. As 

municipalities also fall under the public sector, these findings also include them. 

Besides these horrifying and disturbing findings, the researcher found it more 

shocking that, according to a study done by Swartz & Roux (2004), very few 

mur~icipalities in the country have established sustainable AIDS projects that deal 

with mechanisms to combat the spread of the HIVIAIDS epidemic. The epidemic 

is already having a negative impact on many areas of local municipalities such as 

skills development, employment equity, service delivery improvement and 



poverty alleviation. The local municipality is faced by a number of key challenges 

for improved responses to the epidemic. These cliallenges include the following. 

Active steps should be taken to encourage acceptance of employees 

infected by HIVIAIDS, as well as openness and non-discrimination. 

Partnerships with ur~ions have to be structured in such a way as to enhance 

the smooth, constructive, and sustainable development of a common vision 

on how to address the HlVlAlDS impact on employees and service delivery. 

Establishment of AIDS education and prevention programmes to receive 

solid, sustained support and become more rigorous and strategic. 

Active, on-going management commitment is needed for a successful 

response. Most HlVlAlDS policies lack guidelines on key strategies and 

implementation plans. 

Municipalities do not have in place a formally evaluated prevention 

programmes. 

Voluntary counselling and testing (VCT) services are not fully utilized. 

Employee assistance programmes are not linked to HIVIAIDS programmes. 

The availability of protective equipment for universal infection control (e.g. 

gloves) is mostly unknown. 

A dedicated budget for HlVlAlDS generally does not exist, but awareness 

materials are mainly sourced through the Department of Health. 

A clearly coordinated and effective response is reql~ired to minimize the impact of 

HIVIAIDS in local municipality because; 

Unless managed, the impact of HIVIAIDS will make it difficult to achieve the 

transformation goals of government. The principle for public administration 

outlined in the constitution, requires that "...resources be utilized 

efficiently, economically and effectively.. . " 
an integrated HlVlAlDS response will promote confidence and increase 

morale in a local municipality, with spin-offs that will benefit the whole 

community. 



It will be difficult to implement and conform to the Batho-Pele (People-First) 

principles as envisaged by the government, because of the scarcity of both 

human and financial resources. Such responses will assist a local municipality to 

demonstrate its commitment to fairness, equity and compassion. It is the 

researcher's anticipation and objective to get information from the study target on 

how the scourge of HIVIAIDS has affected their organization (Midvaal local 

municipality). Furthermore, the objective is to gather information about the 

knowledge, attitude and perceptions of employees towards HIVIAIDS, and 

management's intervention in their endeavour to combat the HIVIAIDS pandemic 

in the workplace. 

1.2 GOALS AND OBJECTIVES 

The above-mentioned can not be separated from social and socio-economic 

circumstances or from HIVIAIDS within the national and international arena, and 

it will, therefore, be included in this study. 

The primary goal set out to be achieved is mainly to establish exactly how much 

is known about HIVIAIDS amongst Midvaal local municipality employees and the 

community at large, how these programmes will assist Midvaal local municipality 

in its fight against HIVIAIDS, what the attitudes and perceptions amongst are 

amongst Midvaal local municipality employees and the community and how 

much of an impact HIVIAIDS have on the municipality's operations including 

service delivery. 



Secondary Goals 

These will include the following. 

Identify shortcorrlings in HlVlAlDS prevention and to increase awareness 

amongst the Midvaal local municipality's employees and the community, so 

as to realise the importance of eradicating the stigma created by HIVIAIDS. 

Make recommendations as to how to assist municipalities in their fight 

against the adverse effect created by the impact of HIVIAIDS. 

Eradicate apathy amongst employees and members of the community 

concerning HlVlAlDS related issues, which has made some groups feel that 

they are not at risk of HIV infection. 

Provide recommendations on how to develop an HlVlAlDS friendly 

environment. 

Ensure that educational programmes are aimed at promoting healthy and 

safer sexual behaviour, through promoting the use of condoms, target 

interventions to prevent new infections and encourage programmes to 

diagnose and treat sexually transrrlitted diseases. 

1.4 PRINCIPAL QUES'TIONS TO BE ADDRESSED 

The most important questions to be addressed, are both the extent and the level 

of the impact of HlVlAlDS within the Midvaal local municipality, specifically 

focusing on the econorrlic aspect and service delivery. 

Additional issues need to be investigated, specified and finally clarified. These 

issues include amongst others the following. 

The level and impact of management response, intervention and 

commitment towards the eradication of .this dreaded disease wi.thin a 

municipality whereby the final question to be answered by management will 

be: What have we done right and where did we go wrong? 

Knowledge, acceptance and perceptions of employees who are infected 

with the disease and those who are not. 



investigating how rigorous and strategic AIDS education and prevention 

programmes of the Midvaal local municipality are, as well as how 

sustainable they are. 

1.5 RESEARCH METHODOLOGY 

The methodology used to conduct the survey on the impact of HIVIAIDS on the 

Midvaal local municipality, was contained within a questionnaire and is explained 

thorougl-lly in Chapter 3. A questiorlnaire was developed as a survey tool and 

subsequently, the questions were evaluated. The questionnaire incorporated 

questions about HIV knowledge, awareness, attitudes and perceptions among 

nursing staff and non-governmental organisations (NGO's), youth organisations 

and employees from various levels within the Midvaal local municipality's 

hierarchy. The survey involved a face-to-face interview, whereby participants 

were asked to answer the questions honestly and truthfully. All participants were 

assured of confidentiality and anonymity throughout the interview. 

1.5.1 THE QUESTIONNAIRE 

The questionnaire used to obtain the information for this study, was developed to 

survey HIV knowledge, awareness, attitudes and perceptions among local 

municipality workers. The questionnaire was designed to serve a face-to-face 

interview approach. In order to optimize participation in the study, questions were 

kept simple and directed at the envisaged goal and to address the issues 

highlighted above. A copy of the questionnaire used in this study, is attached as 

Appendix 1. 

In order to ensure the integrity of the results, participants were urged to answer 

questions even if they thought that HIVIAIDS has had no impact in the 

municipality or their place of employment. Participants in the study were able to 

complete the questions within a few minutes. 



The questionnaire assisted the researcher to obtain qualitative information and 

allowed the researcher with the freedom to digress, that is, to probe far beyond 

the answers to the prepared questions. 

1.6 'THEORETICAL BACKGROUND 

The theoretical framework in this research will try to contextualise the realities 

and impact of HIVIAIDS as a pandemic that threatens the municipality's ability to 

deliver services within the context of a development local government. It will 

furthermore identify key challenges in mainstreaming HIVIAIDS into the 

Integrated Development Planning (IDP) process of a municipality, provide 

practical guidance and information to a municipality on mainstreaming and 

managing the developmental impact of HIVIAIDS and to finally assist the 

municipality to develop management strategies, conduct assessment, 

operational plans, monitor implementation and sustain HIVIAIDS workplace 

programmes and policies. 

It is from this approach that the researcher will try to understand the impact of 

HIVIAIDS within the municipality, focusing on two areas when dealing with 

HIVIAIDS management. 

The external focus viz. the community 

The internal focus viz. staff at the municipal workplace. 

Although many theories exist about the origin of HIVIAIDS, the first reported 

cases were documented in 1981 (Lecatsas, 2006). The cases were reported as a 

rare form of pneumonia caused by a parasite called Pneumocystis Carini, these 

patients were all homosexuals with damaged immune systems. In central Africa, 

about the same time a new disease that undermine the immune system, causing 

weight loss and diarrhoea, was identified in heterosexuals. Since then HIVIAIDS 

has spread to every corner of the world, infecting individuals of all races and 



religions, regardless of sexual orientation. It is estimated, that almost 50 million 

people are currently infected with HIV world-wide and over 20 million have died 

since the disease was first identified in 1981 (Aids Foundation South Africa, 

2004). 

In South Africa, the average rate of HlVlAlDS prevalence in pregnant women 

attending antenatal clinics, has remained roughly at the same high levels since 

2000 and based on the surveillance of antenatal clinics, it is estimated that 5.3 

million South Africans were living with HIV at the end of 2005 (Multi-Sectoral 

HlVlAlDS Department, 2006). South Africa has the highest number of people in 

the world living with HIVIAIDS, (UNAIDS, 2004). The national indicators for 2004, 

reflected the following estimates of the demographic impact of HlVlAlDS in South 

Africa (AIDS Guide, 2006): 

About 5 million (11%) people in South Africa were infected with HIV in 

2004. 

Out of 701 000 total deaths in South Africa 331 000 (44%) were AIDS- 

related. 

There were 626 000 maternal AlDS orphans in 2004. 

About 534 000 people had AlDS in 2004 and required antiretroviral 

treatment. 

By mid 2004, there were 1.2 million accumulated AlDS deaths. 

These results have caused South Africa to experience the worst impact of 

HlVlAlDS globally and form part of the reasons that motivated the researcher to 

explore the real impact of HIVIAIDS within the local municipality. 

1.7 OUTLINE OF THE STUDY 

Chapter 2 will deal with the history of HlVlAlDS and the clinical course of the 

disease in an employee who is HIV infected. This in turn, will assist in the 

understanding of the impact of HlVlAlDS within the organization. 



Chapter 3 will focus on the knowledge, acceptance and perception that 

employees have on the epidemic, including their level of understanding of HIV. 

Also to be discussed, will be the questionnaire used to collect data, including how 

anonymity, as well as and confidential matters, were handled. 

Chapter 4 will concentrate on the impact of HIVIAIDS on productivity, which 

includes the degree to which service delivery is hampered and how that affects 

the community. 

Chapter 5 will deal with management's response to HIVIAIDS, including some 

programmes that have been put in place to assist in the combating and 

eradication of the disease within the workplace. 

Chapter 6 will start with a critical analysis and finally present conclusions and 

recommendations. 

1.8 SUMMARY 

This chapter serves as an elaboration of how the whole research project was 

carried out, up to the final stage of analysis. In the following chapters, the actual 

findings of the study will be interrogated. 



CHAPTER 2 

LITERATURE REVIEW AND THEORE'I'ICAL FRAMEWORK OF HlVlAlDS 

2.1 INTRODUCTION 

This chapter will focus on the history of HIVIAIDS, including its discovery, origin 

and its theoretical and empirical issues. It will furthermore explore the 

epidemiological instruments through which we know or construct our knowledge 

about the aggregate effects of HIVIAIDS. Finally, the chapter will deal with the 

global level of this pandemic's prevalence, including sub-Saharan Africa and 

South Africa. The global history of HlVlAlDS is complex and includes individual 

histories and peculiarities of HIVIAIDS epidemics at community, national, and 

regional levels, as well as some common features among these histories. 

According to UNAIDS (2002), HIVIAIDS has been with us for approximately 20 

years and still continues to globally challenge us. 

According to Lecatsas (2006), early in the 1980's patients in the United States of 

America and Europe began appearing at clinics with symptoms of severe 

immunologic dysfunction. They presented a variety of opportunistic infections 

and rare cancers such as Kaposi sarcoma (a rare cancer caused by a herpes 

virus, which prior to HIV, was found mainly in elderly men). In 1981 the Centres 

for Disease Control (CDC) in the United States of America reported five men in 

California with severe immunodeficiency as case studies in the Morbidity and 

Mortality Weekly Report. Initially, the patients were essentially homosexual men 

and intravenous drug-users who clearly showed marked signs of severe 

immunodeficiency. Soon, other grol-ips of patients including haemophiliacs, 

Haitian immigrants, recipients of blood transfusions, and children of affected 

individuals, began to appear in the lists of affected people. It was evident that an 

infectious agent was probably the cause and that it could be transmitted sexually. 



It soon became clear that a novel virus may be responsible for this condition, 

since other viruses are known to induce an immunodeficiency, albeit for short 

periods of time, in most cases. These included such well-known viruses as 

cytomegaloviruses (CMV) and other members of the herpes group of viruses. 

Others suggested that retroviruses related to human T-cell lymphocyte, virus 1, 

(HTLV-I), a virus which causes adult T-cell leukaemia, may be the causative 

agent and intensive studies began in order to isolate the agent. 

In 1983, French scientists made the first breakthrough when they isolated a virus 

from the lymph nodes of an asymptomatic (i.e. with no signs and symptoms of 

disease) person with generalised lymphadenopathy (swollen 1 enlarged lymph 

glands), a condition typical of individuals with this new immunodeficiency 

disease. The virus was characterised by electron microscopy after isolation in 

lymphocyte cell cultures. It showed reverse transcriptase (an enzyme which 

enables retroviruses to integrate their genetic material into host cells) activity and 

together with its structural appearance, clearly put in the Retroviridae family. The 

virus clearly destroyed the CD4 subset of T-cells (a subset of lymphocytes, which 

are white cells responsible for immunity), making it immunopathogenic. 

The Pasteur Institute scientists who initially isolated the virus in Paris, named the 

agent lymphadenopathy, associated virus or LAV. Rober Gallo, working with the 

National Institutes for Health (NIH) in the USA, subsequently isolated a retrovirus 

from his patients, which he designated HTLV-Ill since it showed similarities to 

HTLV-I, a retrovirus isolated some time earlier. Simultaneously Levy, working in 

California, isolated a retrovirus from a patient, which he called ARV (AIDS 

associated retrovirus). Subsequently these viruses were renamed human 

immunodeficiency viruses (HIV). In 1986, a second type of HIV was isolated in 

West-Africa, which showed less pathogenicity and which was immunologically 

distinct from the French and American isolates and was labelled HIV-2, as 

distinct from HIV-I, the original isolate. 



HIV-I spread throughout the Western world, while HIV-2 remained essentially in 

West-African countries such as Senegal, Cote lvoire and Guinea Bissau and in 

those people in contact with people from these countries. 

The above-mentioned information by Lecatsas (2006) is relevant and conforms 

to additional information which the writer, during his research, was able to 

retrieve around the origin of HIVIAIDS, which is the following topic. 

2.2 THE ORIGIN OF HIVIAIDS 

HIV derives from a virus that crossed the species barrier into humans (Willis, 

1996). It is closely related to a number of Simian (monkey) Immunodeficiency 

Viruses (SIV's) found in Africa. The evolution of the virus over time is traced 

through a family tree, as is shown in Figure 1. 

Notable in the diagram, is the proximity of the different types of virus, which is an 

indication of how close they are related. For example; HIV - 1 is clearly related to 

chimpanzees SIV, whereas HIV - 2 is related to Macaque SIV (Willis, 1996). 

The question which is a source of great debate now, is how did HIV enter the 

human population? What is known, is ,that at some point, the virus entered the 

blood of humans and then spread through sexual contact from person to person. 

Another known factor is, that this infection is carried in body fluids, with the 

highest concentration in blood, semen and vaginal secretions. For transmission 

to occur, it had to enter the human body and reach the infectable cells. 



Figure I: -The HIV Family Tree 
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It thus had to breach the skin or mucosal barriers plausible routes of transmission 

(Hooper ,1990). There are a number of hypothesis as to how this might have 

happened: viz, how the virus entered the human population. 

Bush meat. It is not hard to imagine a hunter killing or someone butchering an 

infected monkey and in the process of dissecting the animal, contarninate a cut 

on his hand with the monkey's blood. 

Contaminated vaccine. This route of transmission is supported by Hooper 

(1990). He suggests, that the experimental polio vaccination campaigns in 



central Africa in the 1950's, using vaccine cultivated on chimpanzees' kidneys, 

may have provided the opportunity for the virus to cross the species barrier. 

Contaminated needles. Here it is suspected, that the vaccine campaigns and 

poorly equipped clinics in rural Africa may have contributed to this through the 

use of unsterilised needles on one patient after another. 

Ritual behaviour. The use of monkey blood in certain rituals might have caused 

transmission. It was found, that in certain countries in central Africa and Latin 

America, they use monkey blood to perform their rituals, which might have lead 

to the transmission of HIV. 

Hooper (1990) is convinced beyond the slightest doubt that the polio campaigns 

of the late 1950's in the Congo and Rwanda, were the spark that ignited the fire 

that aggravated the speed in which the spread of this pandemic reached 

surrounding countries and indeed the African Continent as a whole, with South 

Africa not an exception. 

The debate today about the origin and how exactly the virus was first transmitted 

to human beings, is no more relevant. What matters more today and indeed in 

the future, is that the virus has infected humans and is living with us; worse, it is 

spreading at an alarming pace. 

One would qualify to say that HIVIAIDS has become the world's weapon of mass 

destruction. This adage will be proven and supported later in this chapter, by the 

astronomic numbers of people who have been both infected and killed by this 

pandemic. 



2.3 THE DISCOVERY OF HlVlAlDS 

The story of HlVlAlDS begins in 1979 and 1980, when doctors in the US 

observed clusters of previously extremely rare diseases. These included the type 

of pneumonia carried by birds which is called pnuemocystis carinni and cancer 

called Kaposi's sarcoma (US Centre for Disease Control 1981 Morbidity and 

Mortality Weekly Report). 

According to the report, this disease was firstly discovered amongst homosexual 

men and was called Gay Related Immune Deficiency Syndrome (GRID). Plenty 

of similar cases began to emerge rapidly and the American epidemiologists 

began to worry when they saw many cases affecting other groups than 

homosexual men. These other groups included mainly haemophiliacs and 

recipients of blood transfusion. Subsequently the disease was identified among 

injecting drug-users, and infants born to mothers who used drugs. It then became 

apparent that this disease was not a homosexual disease and was subsequently 

renamed "Acquired Immunodeficiency Syndrome", shortened to acronym AIDS 

(MMWR ,1981) 

The 'A' stands for Acquired. This means that the virus is not spread through 

casual or inadvertent contact like flu or chickenpox. In order to be infected, a 

person has to do something (or something has to be done to himlher) which 

exposes him her to the virus. ('I' and 'Dl stand for Immunodeficiency). The virus 

attacks the person's in-~mune system and makes it less capable of fighting 

infection. Hence the immune system becomes deficient. 'S' stands for Syndrome, 

which explains that AIDS is not one disease but rather presents itself in a number 

of diseases that come about as and when the immune system fails. Hence it is 

regarded as a syndrome. Other similar cases of such illnesses which were 

related to HIV, were simultaneously reported in a nurr~ber of areas and locations 

outside US. Those areas included Zambia, Zaire and Uganda. 



In Zambia, a professor of surgery at the University Teaching Hospital in Lusaka, 

reported a significant rise in the number of Kaposi's sarcoma cases (Bayley, 

1994). In 1982, the reports of a significant wave of deaths in South Uganda 

began to attract the attention of the Ugandan Health Ministry. A team of medical 

experts were then sent out by the Ugandan's Health Ministry to go out and 

investigate what could be .the cause of such an alarrr~ing increase in deaths in the 

Lake Victoria fishing village of Kansensero. After uncompromised and intensive 

investigation by this team, their findings concluded, that the cause for such 

deaths was AIDS. These were the first AIDS-related death cases which were 

reported in Uganda. 

S~~~rrounding countries like Tanzania, Congo and Rwanda, established .their own 

teams respectively to investigate the level of HIV/AIDS prevalence in their 

countries. Similar reports, such as the one in Uganda, were submitted, indicating 

conclusively that AlDS was the killer (Hooper, 1999). 

Zaire and Kigali were the next stop for American and European doctors. There 

they identified that AlDS was rife and killing people in huge numbers. They 

noticed that African doctors were well aware that the new disease was killing 

their patients but unfortunately, they had no research resources, including media 

resources such as journals where such cases could be reported to the developed 

world that could have assisted where possible. 

Other areas where AlDS cases were identified and reported, are Australia, New 

Zealand and most notably Brazil, and Mexico (Hooper, 1999). 

According to these American and European doctors, it was very difficult for them 

to come to a conclusion that the cause for the deaths was in actual fact AIDS, 

because they claim that it was hard to locate HIV because of its retrovirus 

character, that allowed the virus to hide itself in the body's immune system. It 

was more difficult for them to define AIDS. In areas where CD4 counts and viral 



loads could be measured, it was easy to diagnose them as HIVIAIDS because of 

low CD4 counts which were below 200. However, in African settings, the capacity 

(technological) to carry out such sophisticated tests did not exist, hence the 

difficulty in detecting or isolating HIV. They used the clinical method of examining 

patients and making an assessment of the patient's condition before concluding 

to AlDS being the cause (Wills, 1996). 

From 1981 the entire world knew about the existence of the virus. There was 

now global recognition of the syndrome; clinicians and others now knew what to 

look for and that it could be given a name. Immediately there was a question of 

where HIVIAIDS was seen, by whom and what it meant. What it meant and how 

it was represented in the media, was of the greatest significance for people 

affected by ,the disease lir~king it to sex, sexuality death, ethnicity and status. 

Inevitably, it became a vehicle for stigma. 

In 1983, a team lead by French Scientist Montagnier, identified the virus we now 

know as HIV - 1 (the Human lmmunodeficiency Virus). In 1985, a second 

Human lmmunodeficiency Virus, HIV - 2 was identified. This was found to be 

more difficult to transrrrit and slower in acting and less in viral load than HIV - 1. 

Brun - Vezinet (1996). Initially HIV - 2 was found in West Africa with the greatest 

number of infections outside the area in Angola, Mozambique, France and 

Portugal. 

In 1988 the World Health Organization (WHO), after noticing the huge difference 

in HIVIAIDS statistics and features between the developing and developed 

countries, proposed the different approaches towards global epidemiology of 

AIDS. It proposed that such approach be divided into three patterns. Pattern I is 

the pattern of AlDS found in New Zealand, North America, Western Europe and 

Australia. Sexual transmission of HIV in the above-mentioned countl-ies is 

predominantly through homosexual contact, hence the infections are mostly 

found in homosexual and bisexual men. The HlV infection in Pattern II countries 



is transmitted predominantly by heterosexual contact. Countries found to be 

falling under this pattern, include Central America; the inner city populations 

living in deprived socio-economic communities in big cities of the USA, and Sub- 

Saharan Africa. Pattern Ill occurs in some of the countries where tlie virus was 

found to have been introduced at a later stage than where the other two patterns. 

These countries include the Pacific North African countries, the Middle East, Asia 

and Eastern Europe (Schoub ,1999). 

UNAIDS (2002) published the following facts of HIV/AIDS over ,the last two 

decades (1 982 to 2001). 

In 1982, the Acquired lmmunodeficiency Syndrome (AIDS) is defined for the first 

time in the course of the year; the three modes of transmission are identified: 

blood transfusion, mother to child, and sexual intercourse. The Human 

lmmunodeficiency Virus (HIV) is identified in 1983 as the cause of AIDS. In 

Africa, a heterosexual AlDS epidemic is revealed. In 1985, the scope of the 

growing epidemic becomes manifest. At least one case of HIVIAIDS was 

reported in each region of the world and film star Rock Hudson becomes the first 

international icon to disclose he had AIDS. In the United States, the Food and 

Drug Administration (FDA) approved the 'first HIV antibody test and HIV 

screening of blood dona.tions began. 

During 1987, Africa's first community-based response to AlDS (The AlDS 

Support Organisation or TASO) was formed in Uganda. It became a role model 

for similar activities around the world. The International Council of AlDS Service 

Organisations (ICASO) and tlie Global Network of People living with HIV/AIDS 

were founded. In February, the World Health Organisation (WHO) established 

the Special Programme on AlDS and the first therapy for AlDS - azidothymidine 

(AZT) - was approved for use in the United States. Then in 1988, in London, 

health ministers from around the world met for the first time to discuss the 

HIVIAIDS epidemic. 



From 1991 to 1993, HIV prevalence in young women in Uganda began to 

decrease - the first significant downturn in a developing country. The success 

was attributed to countrywide mobitisation against the epidemic. The year 1994 

was the year during which scientists developed the first treatment regimen to 

reduce mother-to-child transmission and in 1995, an HIV outbreak in the Eastern 

Europe was detected among drug-users using injections. The Joint United 

Nations Programme on HIVIAIDS (UNAIDS) was created in 1996. Evidence of 

the efficacy of Highly Active Anti-retroviral Therapy (HAART) was presented for 

the first time and in 1997, Brazil became the first developing country to provide 

antiretroviral therapy through its public health system. The first efficacy trial of a 

potential HIV vaccine in a developing country started in Thailand during 1998 and 

in 2000, the UN Secretary Council discussed HIVIAIDS for the first time. In 

2001, UN Secretary-General Kofi Annan launched his call to action, including the 

creation of a global fund on AIDS and health. 

2.4 EPIDEMIOLOGY OF HIV 

Epidemiology has been defined as the study of the distribution and determinants 

of health-related conditions and events in populations and the application of this 

study to the control of health problems (Katzenellenbogen et a/, 1997). 

Epidemiology examines patterns of disease in aggregate. It describes the social 

and geographical distribution and dynamics of disease. 

Before indulging in details on epidemiology, it is vital and very important to know 

the basics and short explanation of Iiow HIV works. For infection to occur, the 

virus has to enter the body and attach itself to host cells as depicted in the 

diagram on page 27. HIV attacks a particular set of cells in the human immune 

system, known as CDE4 cells. There are two main types of CD4 cells. The first 

type is CD4 positive T-cells, which organise the body's overall immune response 

to foreign bodies and infections. These T-helper cells are the prime target of HIV. 

(Whiteside and Sunter, 2000). For a person to become infected, virus particles 



must enter the body and attach themselves to the CD4 cells. HIV also attacks the 

immune cells called macrophages. These cells engulf foreign invaders and 

ensure that the body's immune system will recognise them in future. Once the 

virus has penetrated the wall of the CD4 cell, it is safe from the immune system 

because it copies the cell's DNA, and therefore, cannot be identified and 

destroyed by the body's defence mechanism. 

Virus particles lurk in the cells until their replication is triggered. Once this 

happens, they make new virus particles bud from the surface of the host cell in 

vast numbers, destroying that cell as they do so. The virus then goes on to infect 

more CD4 cells (Schoub, 1999). 

Figure 2: The Virus in Action 

Source: Whiteside and Sunter (2000) 



When a person is infected, a battle commences between the virus and the 

immune system. There is an initial burst of activity, during which many cells are 

infected, but the immune system fights back, manufacturing immense numbers of 

antibodies. This period is marked by an unseen and unfelt war in the person's 

body. The viral load is high, in the meantime the immune system is taking a huge 

knock, and the person's HIV status cannot be detected by using standard tests. 

This stage is commonly called the 'window period' and lasts several weeks to 

several months. At this stage a person is highly infectious as his or her viral load 

(the number of viral particles being carried) is considerable. This fact is of 

epidemiological importance. The more people there are in the early stage of 

infection, the greater the chance of effective transmission between people. 

The window period is followed by a long incubation stage. During this stage, the 

viruses and cells they attack, are reproducing rapidly and being destroyed quickly 

by each other. Up to 5% of the body's CD4 cells (about 2, rr~illion cells) may be 

destroyed each day by the billions of virus particles (Schoub, 1999). As infection 

progresses, the number will fall. When the CD4 cell count falls below 200, 

opportunistic infections begin to occur and a person is said to have AIDS. 

Infection will increase in frequency, severity and duration until the person dies. It 

is these opportunistic infections that cause the syndrome referred to as AIDS. 

The more the CD4 cells diminish in their number, the more ,the immune system 

gets progressively suppressed. When this happens, HIV positive people are then 

affected by other diseases. These people (HIV positive) will then develop what is 

called active TB. In 1998 the annual incidences of such cases were reported to 

be 19 per 100 000 people in Europe, 113 per 100 000 in China, and 187 per 100 

000 in India (Barnet & Whiteside, 2006) 

So far, what has been discussed and described, is the disease and processes in 

the individual body as a result of this particular virus. The disease is of economic 

and social significance. It causes groups of people to become infected, fall ill and 

die. HIVIAIDS is unique. The mere fact that it is sexually transn-~itted has in itself 



huge implications in that it affects mostly the prime-age adults, it is fatal and 

moreover, it is widespread. In order to understand the aggregate nature of 

disease, as precursor looking at these consequences, there is definitely a need 

to understand something about HIVIAIDS epidemiology. 

2.5 GLOBAL EPIDEMIC TRENDS 

As already mentioned, epidemics take or manifest themselves differently in 

societies. The argument is, that there are social and economical characteristics 

which make an epidemic to grow more or less rapidly. Such characteristics 

determine whether the epidemic is concentrated in a few 'high risk' or 'core' 

groups, or whether it becomes generalised to the wider population. These 

determinants, which make the society more or less susceptible to the epidemic 

spread, are closely tied to the characteristics which make that society more likely 

to suffer advance consequences resultiug from increased illness and death. 

It must be emphasised, that any disease will move through a susceptible 

population, infecting some and missing others. The most common pattern that 

the epidemics follow, is an 'S' curve, as shown in Figure 3 on page 30. 

The vertical axis represents the nurr~ber of infections or cases of ill~iess while tlie 

horizontal axis represents time. At time T I ,  when the level of HIV is at A l ,  the 

number of HIV cases will be very much lower at B1. This means that AlDS 

cases will then reach A2 (that is, the same level as A l )  at time T2. By then years 

will have passed and the number of people who are infected with HIV will have 

risen even higher. The diagram above also shows that, while prevention efforts 

may aim to lower the nurnber of new infections, the reality is, that without 

affordable and effective treatment, AlDS case numbers and deaths will continue 

to increase after the HIV tide has been turned (Barnet and Whiteside, 2002). 



Figure 3: The Epidemic Pattern 

TIME 

Source: Whiteside and Sunter (2000) 

One common feature in both the rich and the poor world is that HIV spreads 

among people at the margins of society, the poor and the dispossessed, which 

supports to a larger extent the contentious assertion by President Thabo Wlbeki 

of what really causes AIDS. Data on incidence and prevalence are the key 

statistics for tracking the course of the HIV epidemic. The prevalence rate is the 

percentage of the population which exhibits the disease at a particular time (or 

averaged over a period of time). With HIV, prevalence rates are given as a 

percentage of a specific segment of the population used. In this research, the 

groups used, were the antenatal clinic attendees, adults aged between 15 - 65, 

blood donors, men with sexually transmitted diseases, and the population 

segment, which is classified as the ones at high risk, which are the 15 - 49 year 

olds who are sexually active. . 



Currently the method commonly used in order to track how the epidemic, is 

moving through the population, is prevalence data. This is used to compare data 

from one year to another. Later in the chapter, different countries' annual 

prevalence data, including that of South Africa will be discussed. 

According to UNAIDS and WHO (2004), the total number of people living with the 

human immunodeficiency virus (HIV) rose in 2004 to reach its highest level ever; 

a figure which estimated to be 39.4 million (35.9 million - 44.3 million) of people 

who are living with the virus. These figures illustrate the trend of infection and 

serves as a clear indication that shows without doubt that HIVIAIDS infection is 

increasing at an alarming pace. The most worrying factor is, ,that all those that 

are infected, are eventually dying. 

When death occurs, it creates and leaves a growing burden of care. When family 

loses a breadwinner, there remains a huge gap in terms of family provision. 

These deaths exacerbate poverty, which is one of the con.tributory factors 

towards the difficulty of having structures in place that will assist in the prevention 

of the killer infection. Most households have dissolved, because of a burden that 

is generated by the death of an adult woman (UNAID, 2000). 

The results of such dissolution, are seen in the mushrooming of so many street 

children and the alarrr~ing rate at which the ranks of sex-workers are swelling; 

most noticeably by young girls who are supposed to still be under the care of 

their parents. Since there is no one to provide for these children, including 

structures by the government to look after them, their only chance of survival will 

be child labour and joining the stream of sex workers. The big question will 

remain: How then do we stop the spread of this killer disease which has the 

potential to extinguish the entire world human population? 

This is an indication that most families are going to lose their bread-winners, 

which is an aggravation of poverty on which this epidemic feeds; most children 



are going to be orphans and the world is going to have a huge number of child- 

headed families. 

Figure 4: Number of people living with HIV 
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Source: UNAIDS (December 2004) 



This figure includes the 49 million (43 million - 64 million) people who acquired 

HIV in 2004. The global AIDS epidemic killed 31 million (2.8 million - 3.5 million) 

people in the past two years (UNAIDS and WHO, 2004). 

According to the report, the number of people living with HIV, has been rising 

rapidly in every region, as compared to two years ago. The average number of 

people living with HIVIAIDS in the developed countries in 2002 was under 1 

million corr~pared to 29.4 million in the Sub-Saharan Africa (UNAIDS and WHO, 

2004). This difference was found to be influenced by the hyge difference in the 

socio-economic services available in developed countries, but very scarce in the 

third world. The same difference was conspicuous around literacy levels in that 

the literacy level in the third world, is about 10% as compared to the 90% in the 

developed countries, which enhances the developed world's population's 

knowledge of the disease, including massive exposure and accessibility to 

academic information related to perceptions on the disease (UNICEFIUNAID, 

2002). 

The following discussion will focus on the epidemic trends in different continents, 

both the developed and the developing worlds. 

2.5.1 ASIA 

Asia is said to have experienced the steepest increases in HIVIAIDS infections, 

with the number of people living with HIV in the East Asia rising by almost 50% 

between 2002 and 2004 (UNAIDS and WHO, 2004). This increase is said to be 

largely attributable to China's swiftly growing epidemic. In Central Asia there 

were 40% more people living with HIV in 2004 than there were in 2002. The 

epidemic in Asia started during the late 80's and early 90's. The region is home 

to more than half of the world's population, hence what happens in it, will have a 

major impact on the global panderr~ic. Almost 1 million people in Asia and the 

Pacific acquired HIV in 2002, bringing the total number of people living with 



HIVIAIDS to an estimated 7.2 niillion from approxinlately 6.5 million in 2001. 

Accounting for much of that trend, is Ukraine's resurgent epidemic and the ever- 

growing number of people living with HIV in the Russian Federation (LINAIDS 

and WHO, 2002). 

The prevalence rates for Asian countries are extremely diverse, ranging from 

countries with low HIV prevalence rates, namely Mongolia and the Republic of 

Korea, to countries with high prevalence, such as lndia and Thailand, to mention 

a few. The epidemic is predominantly spread through heterosexual contact. 

Tarantola et a/., (1999) hold, that infected men outnumber infected women by a 

factor of 3 to 1 or more, since commercial sex clients, injecting drug-users, and 

men having sex with men, have contributed to the rapid initial growth of the 

epidemic. HlVlAlDS in Asia has, to a larger extent, been influenced by gender 

inequality and the frequent practice of men visiting sex workers. The small 

population of sex workers has large numbers of clients because more often than 

not, sexual expression for females is more limited than for males. 

One of the hardest hit countries in Asia has been India. In India, an estimated 

3.97 million people were living with HIV at the end of 2001; the second highest 

figure in the world after South Africa (UNAIDS, 2002). HIV prevalence among 

women attending antenatal clinics was higher than 1% in some parts of India, 

namely Tamil Nadu, Nagaland, and Manipur. Awareness and knowledge of 

HlVlAlDS remain weak in rural areas and among women. A survey conducted in 

2001 - 2002 in lndia reveals that more than 80% of the urban men recognized 

the protective value of the consistent condom use, compared to just over 43% of 

rural women and only 8% of the latter had no misconceptions about how HIV is 

transmitted (UNAIDS and WHO, 2002). A major challenge for lndia is to expand 

coverage of its HlVlAlDS programmes and interventions to reach key groups 

such as young, illiterate populations and rural communities, especially women. 

Justice won't be served if mention of Thailand is omitted when dealing with any 

tragedy that has befallen Asia. 



According to Ngugi et a/., (1999), the epidemic in Thailand is among the best 

documented in the world. The country, during the late 809s, was one of the 

havens for an HIVIAIDS epidemic in Asia. Prevalence among brothel-based sex 

workers rose from 3.5% in 1989 to 33% by late 1994. Sex work in Thailand is 

technically illegal, but it is one of the most thriving businesses in the country, 

hence the government not only geared efforts at discouraging men and women 

from entering into the business, it also focused on campaigns encouraging 

condom use during commercial sex activities (Ngugi et a/., 1999). However, 

recent modelling suggests, that the main modes of HIV transmissions have been 

changing. While it was predorlinar~tly through commercial sex, half of the new 

infections now appear to be occurring among the wives and sexual partners of 

men who were infected several years before (UNAIDS and WHO, 2002). Unsafe 

sexual behaviours among the young people in Thailand were also indicated, 

calling for revitalized strategies to prevent the further spread of the epidemic in 

the country. 

According to UNAIDS (2004) in Eastern Europe and Central Asia, the number of 

people living with HIV, has risen dramatically in just a few years - reaching an 

estimated 1.4 million at the end of 2004. This is an increase of more than nine- 

folds in less than ten years. Some 210 000 [ I10 000 - 480 0001 people were 

newly infected with HIV in the past year, while the estimated 60 000 [39 000-87 

0001 died of AIDS. Among young people 15-24 years of age, an estimated 0.8% 

[0.4-1.6%] of women and 1.7% [0.8-3.7%] of men were living with HIV at the end 

o 2004. 

Diverse HIV epidemics are under way in this region. The most serious and firmly- 

established epidemic, is in the Ukraine, which is experiencing a new surge of 

reported infections, while the Russian Federation is home to the largest epidemic 

in the entire region (indeed in all of Europe), (UNAIDS, 2004). HIV is however, 

unevenly distributed in Russia, with about 60% of all HIV infections to date 

having been reported in just 10 of the country's 89 regions. There is considerable 



scope for further expansion of the epidemic in this vast country - alongside great 

opportunities to prevent such an outcome. Several Central Asian and Caucasian 

republics have entered the early stages of the epidemic, while in the South- 

Eastern Europe, HIV has acquired a tenuous presence amid behaviour patterns 

that favour significant spread of the virus. 

According to the AIDS Foundation (2004), four features stand out in Russia. On 

the whole, most of the epidemics in this region are still in their early stages - 

which mean that timely, effective interventions can halt and reverse them. 

Secondly, the vast majority of people living with HIV in this region, are young; 

more than 80% of the reported infections are being found among people below 

the age of 30 years. Thirdly, sexual transmission of HIV is increasing in each of 

the most seriously affected countries - an indication that the epidemic has 

gained a foothold in the wider population. Fourthly, ongoing, arduous social and 

economic transitions serve as the context in which extraordinarily large nuniber 

of young people is injecting drugs. In countries with emerging epidemics 

reduction programmes that discourage drug use and reduction programmes that 

reduce drug injecting, including prevention of HIV transmission through 

contaminated injecting equipment among young people, can assist in the 

prevention of prevent larger, more extensive HIV epidemics of the kind now 

taking hold in Russia and Ukraine. This would entail a comprehensive set of 

interventions to lessen the vulnerability of young people initiated into drug 

injecting, alongside large-scale harm reduction and safer-sex programmes. This 

could be possible only if such intervention is correctly and effectively 

implemented. 

The Russian Federation has the largest number of people living with HIV in the 

region, and accounts for some 70% of all HIV infections officially registered in 

Eastern Europe and Central Asia. An estimated 860 000 [420 000 - 1 400 0001 

people were living with HIV in Russia at the end of 2003, 80% of them aged 15 - 

29 years and more than one third of them women (UNAIDS, 2004). Infection 



levels measured among pregnant women have risen from less than 0.01% in 

1998 in 0.1 1% in 2003. In St Petersburg, prevalence increased from 0.013% in 

1998 to 1.3% in 2002 - a hundred -fold increase. 

It bears noting that the number of newly reported HIV infections in Russia has 

declined in the past few years. The 39 699 officially - reported new infections in 

2003 were 24% fewer than the 52 349 reported in 2002, and 55% fewer than the 

88 577 cases documented in 2001. It is unclear whether this possibly represents 

a slowing in the growth of Russia's epidemic and, if so, what might be causing it. 

One possibility is that, in some of the areas currently most affected, a majority of 

injecting drug-users have already been tested. It is also possible, that HIV 

prevalence has reached saturation levels among some of the currently affected 

drug injector populations in those areas (UNAIDS, 2004). In some areas fewer 

people were tested for HIV (the total nurr~ber of drug-users tested for HIV shrank 

from 491 526 in 2001 to 279 509 in 2003). As well, the slower transmission route 

of sexual intercourse may be gaining a prominence. Although HIV infections 

have been recorded throughout the expanse of the Russian Federation, much of 

the epidemic is still concentrated ,in 10 regions, nine of them in the more densely 

populated west (AIDS Foundation, 2004). 

Some countries, by sheer virtue of size, for example China and India, who both 

are home to 2.35 billion people, are experiencing several distinct epidemics 

(LINAIDS and WHO, 2004). 

2.5.2 CHINA 

According to UNAIDS (2004), HIV has spread to all China's 31 provinces, 

autonomous regions and municipalities. This is despite the fact that infections are 

taking place at a varied pace. In areas such as Henan, Anhui and Shandong, it 

was discovered that HIV had already started spreading about a decade ago 



among rural people who sold blood plasma to supplement their incomes 

(UNAIDS and WHO, 2004). 

The virus epidemic in China shows no signs of abating. Official estimates put the 

number of people living with HIV in China, at 1 million. Additional 10 million 

Chinese will have acquired HIV by the end of this decade - a number said to be 

equivalent to the entire population of Belgium. With this type of information 

emerging it is truly not difficult to identity what exactly qualifies to be called the 

real weapon of Mass Destruction. Nothing in the history of the living has 

destroyed so many lives and caused so much misery to mankind like HIVIAIDS. 

We have seen and experienced the Hiroshima's, the Gas Chambers, the never- 

ending Middle East War, the Tsunamis; but nothing of those can be compared to 

HIVIAIDS. 

Officially, the number of China's reported new HIV infections rose by about 17% 

in the first 6 months of 2002 (UNAIDS, 2002). But HIV incidence rates can soar 

rapidly in a country marked by widening socio economic disparities and extensive 

migration (an estimated 100 million Chinese are temporarily or permanently away 

from their registered addresses), with the virus spreading along multiple 

channels. High HIV infection rates are being discovered among specific 

population groups (chiefly injecting drug-users, sex workers, and men who have 

sex with men) in countries across the length and breadth of Asia. A 2003 survey 

found that 2 in 5 Chinese men and women could not have a single way to protect 

themselves against infection. Research suggests, that few brothels in China have 

condom policies that helped Cambodia and Thailand bring their epiderr~ics under 

control (UNAIDS and WHO, 2004). 

Given that many of the factors facilitating HIV transmissions (including periodic 

upheaval and high rates of population mobility), are rife throughout Asia; no 

country is then immune to a spreading and wide-scale epidemic. However, there 



is still hope that China can still shape the course of its epidemic. This can be 

possible if she moves swiftly and with great resolve (UNAIDS and WHO, 2004). 

2.5.3 NORTH AMERICA 

In the United States of America, the epidemic started between the late 1970's 

and the early 1980's. However, before the mid 19801s, AlDS seemed a distant 

threat to the Aniericans, hence it was awarded little attention. From 1980, when 

the first gay men began falling ill from strange and exotic ailments, nearly five 

years passed before institutions such as the public health, the federal and private 

scientific research establishments mobilized the way they should in a time of 

HIVIAIDS threats. By 1985, the time when America paid full attention to the 

disease, some 12, 000 Americans were dead, or dying of AIDS, and hundreds of 

thousands more were infected with HIV (McMahon etal., 2004). 

The HIVIAIDS scenario in the United States of America is different from that of 

Africa, different by the main mode of transmission and the gender highly affected. 

The main mode of transmission in America is through homosexual contact, while 

in Africa it is mainly via heterosexual contact. In 1997, over 640 000 cases of 

AlDS were reported in the US, of which 83% were males aged 13 or older and 

15% females aged 13 or older. In the African context, the situation w o ~ ~ l d  have 

been reversed, with more women infected than men (McMahon etal., 2004). 

The United States epidemic has altered demonstrably during the past decade. 

An estimated 40 000 people have been infected with HIV each year in the United 

States in the last ten years, but the epidemic is now disproportionately lodged 

among African Americans and is affecting much greater numbers of women 

(McMahon et a/. , 2004). 

In 2003, African Americans accounted for at least 25% of all AlDS cases, 

compared with 20% in 2001. That proportion could be higher, since the estimate 



was based on data collected in just 29 states. Although African Americans 

represent just 12% of the country's population, over half of new HIV diagnoses in 

recent years have been among them (in 2002 the proportion was 54%, according 

to the most recent available data). Especially affected are African Americans 

women, who account for up to 72% of new HIV diagnoses in all US women. At 

the turn of the centl-~ry already, AlDS ranked among the top three causes of 

death for African American men aged 25-54 and for African American women 

aged 35-44 years (USA CENTRE FOR DISEASE CONTROL, 2003). 

It should go without saying, that race and ethnicity are not per se risk factors for 

HIV. Poverty and other forms of socio-economic deprivation, however, are known 

to increase vulnerability to HIV infection. It is estimated that one in fo~.~r African 

Americans lives in poverty, and some studies in the US have discerned a close 

relationship between higher AlDS incidence and lower income. Another 

possibility of infection is the high incarceration rates, particularly for African 

American men which could be an amplifying factor in the epidemic through 

injecting drug use and unprotected sex in prison institutions. 

For men overall, and African American men specifically, the vast majority of HIV 

infections occur during injecting drug use and sex between men (McMahon et a/., 

2004). High levels of risk behaviour are still being found especially among 

younger men who have sex with men. However, heterosexual intercourse 

accounts for most HIV diagnosis among women, and there are strong indications 

that the main risk factor for many women acquiring HIV, is the often-undisclosed 

risk behaviour of their male partners. Recent research in a low income area of 

New York City, for example, has shown that women were more than twice more 

likely to be infected by a husband or steady boyfriend than by casual sex 

partners. Along with injecting drug use, unsafe sex with other men on the part of 

male partners appears to be a significant risk factor for some women (McMahan 

et a/., 2004). A seven city study among men who have sex with men has found 

that 9% of them also had sex with women, and a more recent study among 



young African American men who have sex with men found that 12% of the men 

reported also having female sex partners (McMahon et a/, 2004). 

The majority of people living with HIV in the United States of America are men 

who have sex with men. Evidence in recent years of increasing cases of sypl-~ilis 

and other sexually transmitted infections among men who have sex with men 

triggered concerns that risk behaviour was on the rise and that a new wave of 

HIV infections could follow. 

Although the virus has not stabilized in America, the country's socio-economic 

status continues to lead significantly to the reduction of cases diagnosed each 

year as well as the AlDS deaths. In 1997, the number of AlDS deaths was lowest 

in a decade i.e. 21 445. This is attributed to the fact that people living with 

HIVIAIDS in America, have early access to highly active antiretroviral therapy 

and consequently live longer. The 1998 statistics reveal an even more 

favourable situation with the AlDS deaths recorded at 17 171 (US Department of 

Health and Human Services, 1999). However, because new infections continue 

to occur, the proportion of the population actually living with the virus is growing, 

because prevention efforts have only reached the easier-to-reach groups, such 

as the well educated and well organized communities, and not the poorer sectors 

of the population, where HIV infections are rampant and whose knowledge 

regarding the epidemic is limited. 

According to a survey conducted by the US Department of Health and Human 

Services (1999), to collect population-based information among Los Angeles 

County residents to determine their knowledge of HIV transmission, the degree 

to which they engaged in high risk sexual and drug use behaviour and the 

perceptions, attitudes and beliefs that may influence their behaviour. The results 

of the survey revealed that most people were aware of the principal modes of 

transmission of HIV infection. However, many were not able to distinguish them 

from those that pose little or no risk at all. Nearly three quarters of sexually active 



respondents had, shortly prior to the survey, engaged in at least one particular 

high-risk behaviour without the protection of a condom. The low use of condoms 

was due to the fact that the majority of respondents reported their sexual 

involvenient with one partner and their belief that neither they nor their partners 

were at risk of contracting AIDS. The use of injection drugs was found to be rare 

and less important as a risk factor for AIDS in Los Angeles (Kanouse, 1991). 

As a matter of progress, Tarantola et a/., (1999) advanced, that general 

population surveys in America had shown changes in sexual behaviour. Among 

adolescents in US schools, the use of condoms reported at last sexual 

intercourse increased from 22% in 1991 to 46% for whites and from 5% to 27% 

amongst blacks. 

2.5.4 LATIN AMERICA 

Latin America and the Caribbean region are heterogeneous and diverse, with a 

total of 44 countries and territories, an estimated population of 470 million people 

with a variety of ethnic backgrounds, and four main languages (English, Spanish, 

French, and Portuguese). The rate of spread of HlVlAlDS has been slower than 

in other developing regions of the world, but the pandemic is well established and 

there is a wide variation in the level of HIV infection and the speed of the many 

epidemics among sub-regions and countries (UNAIDS and WHO, 2000). 

The dominant modes of transmission vary from one country to the next, ranging 

from some epidemics that are predominantly related to homo-and bisexual 

behaviours, to epidemics connected to injecting drug use, and to others that are 

primarily determined by heterosexual transmission. In spite of this 

epidemiological diversity, sexual transmission of HlVlAlDS accounts for 80% of 

overall transmission in the region, ranging from 64% in Brazil to as high as 93% 

in the Andean sub-region (Bolivia, Colombia, Ecuador, Peru, Venezuela.) 

Although data are limited and sometimes spotty, they reflect an increasing 



pandemic that is progressively affecting heterosexual populations and non-urban 

areas. 

As of June 10, 1996, Latin America and the Caribbean accounted for 26% 

(176930) of the cumulative total of cases reported in America (Pan American 

Health Organization, (PAHO)) and 13% of the cases reported worldwide to the 

WHO. It is estimated that 1.6 million people in the region have already been 

infected with HIV, and that some countries are at particular risk of rapid 

dissemination of HIV from traditional "at-risk" groups (sex workers, men who 

have sex with men, men with mul,tiple partners) and to other vulnerable groups in 

the general population (women, youth, and children). 

Sexual behaviours across the region reflect patterns that place the population at 

risk for HIV. These behaviours include early onset of sexual behaviour, cultural 

acceptability of multiple partners, especially for males, and low levels of condom 

use. In this region, however, despite the relatively high proportion of men who 

have sex with men (MSM), patterns of homo-and bisexual behaviour are still 

poorly understood. Bisexual behaviour is more prevalent than exclusively 

homosexual behaviour, while self identification with a gay lifestyle or culture is 

not common. 

The current epidemiological profile of HIV/AIDS in Latin America and the 

Caribbean is driven by high risk situations favourable to a rapid spread of HIV 

infection. Slowly but steadily the pandemic is taking hold of communities 

rendered doubly vulnerable because of their socioeconomic disadvantage and 

lack of information. Migration, both between countries and from rural to urban 

areas, contributes to the continued spread of HIV/AIDS and creates additional 

challenges to HIV prevention. The epidemiological evidence signals a rapid shift 

of new infections to younger ages, particularly toward people between 15 and 24 

years. In addition, there are marked tendencies for HIV infection to increase 

among the general population and among specific populations, in particular, 



women and children, the poor, rural communities, and generally those who have 

a lower socio-econorrtic status and those who lack access to basic educational 

and health services (Barnett & Whiteside, 2002). 

More than 1.7 million [ I  .3 million - 2.2 million] million people are living with HIV in 

Latin America. In 2004, around 95 000 [73 000 - 120 0001 people died of AIDS, 

and 240 000 [ I70 000 - 430 0001 were newly infected. Among young people 15 

- 24 years of age, an estimated 0.5% [0.4 - 0.9%] of women and 0.8% [0.6 - 

1.3%] of men were living with HIV at the end of 2004 (UNAIDS, 2004). 

Two countries in this region - Guatemala and Honduras, have an adult HIV 

prevalence of over 1 %. But lower prevalence in other countries disguises the fact 

that serious, localized epidemics are also underway - not least Brazil, which 

accounts for more than one third of the people with HIV in Latin America. 

Brazil's epidemic has dispersed into all regions of this vast country, and displays 

some variation. At first affecting mainly men who have sex with men and then 

injecting drug-users, the epidemic has grown more heterogeneous (UNAIDS, 

2004). 

Heterosexual transmission is now responsible for a growing share of HIV 

infections, with women increasingly affected. Lower socio-economic status has 

been found to correlate strongly with higher prevalence among sex workers in 

Santos and Sao Paulo, according to one new study. Overall, 7% of the sex 

workers were HIV-positive, but among those living in urban slums, HIV levels 

were 18% and among illiterate women in their ranks they reached 23% (Gravato 

et all 2004). Although the national HIV prevalence among pregnant women has 

stayed stable at below 1 % for the past five years, considerably higher levels have 

been found in some areas: 3% to 6% in a study conducted among pregnant 

women in Rio Grand do Sul state who did not regularly attend antenatal clinics. 

Most of these women had very low incomes and were poorly educated (UNAIDS 



and WHO, 2003). The Brazilian government has introduced an initiative to 

recruit and offer testing to all pregnant women, provide services to prevent 

mother-to-child transmission and, if applicable, treat women and their infants. 

The role of injecting drug use in Brazil's epidemic should not be underestimated. 

In some areas, injecting drug-users constitute at least half of AlDS cases. Harm 

reduction programmes in some cities have been associated with steep drops in 

HIV prevalence among injecting drug-users in recent years - notably in Salvador 

where prevalence fell from 50% in 1996 to 7% in 2001. In the south of the 

country though, injecting drug-users remain at high risk of HIV infection. 

Prevalence among users in Porto Alegre was 64% in 2003, while in ltajai it was 

31%, indicating the need for more effective prevention programmes (Gravato et 

all 2004). 

HIV in Argentina remains concentrated largely in the urban areas of Buenos 

Aires, Cordoba and Santa Fe provinces, with an estimated 65% of HIV infections 

occurring in the capital Buenos Aires and its surrounding areas. However, the 

epidemic is changing. Throughout the 1980's and much of the 1990s, HIV 

transmission occurred mainly through drug use, predominantly involving men. 

But sexual transmission of HIV - mainly from infected drug-users to their female 

partners, as well as between men who have sex with men - has become more 

prominent, accounting for an estimated 80% of all reported AlDS cases. HIV 

prevalence in pregnant woman was 0.4% in 2002. Most new infections appear to 

be occurring among the poorest and least-educated urban inhabitants. The 

paucity of prevention efforts in Argentina directed at men who have sex with men 

is a concern, given HIV prevalence of 14% detected among them in Buenos 

Aires and the fact that just one-in-seven of the men who tested positive have 

been aware of their serostatus (UNAIDS, 2004). 

In Uruguay, where about three quarters of all registered HIV cases have been in 

the capital, Montevideo, or its surrounding areas, there has been an alarming 



increase in the number of people living with HIV who are either injecting drug- 

users or their sex partners. At least one quarter of HIV cases are injecting drug- 

users and almost half of them are younger than 25 years. A 2002 survey in 

lklontevideo found almost 10% of injectiug drug-users were HIV-infected. Very 

high prevalence (92%) was measured a year earlier among men who have sex 

with men in the capital (US Department of Health and Human Services, 2002). 

Until recently, the epidemics in the Andean area have been lodged among sex 

workers, their clients and men who have sex with men. However, this is 

beginning to change as the virus spreads increasingly to the wives and girlfriends 

of these men. One recent study in Lima, Peru, for example, found that almost 

90% of HIV-positive pregnant women had just one or two sex partners in their 

lifetimes. The women's HIV risk depends almost exclusively on the sexual 

behaviour of their male partners, and those most at risk were young women 

(Johnson ef al., 2003). 

In a general population study in 24 Peruvian cities, 44% of men aged 18 to 29 

years said they paid for sex (45% of them did not consistently use condoms with 

sex workers) and 12% said they had sex with other men (68% of them did not 

use condoms consistently in those encounters). Other urban Peruvian studies 

have found that 87% of men who had sex with men also slept with women, 

confirmed very-low rates of condom use, irrespective of the partner's sex, and 

revealed high levels of sexually transmitted infections such as syphilis and 

herpes. Given the consistently high HIV prevalence detected in recent years in 

groups of men who have sex with men in Peru - 12% in lquitos in 2002 and 22% 

in Lima in the same year - there is significant scope for wider HIV spread 

(UNAIDS and WHO, 2004). 

Other research suggests that similar patterns of HIV transmission could be 

significant factors in epidemics elsewhere in the region. With an 

estimated 110 000 [47 000 - 170 0001 people living with HIV at the end of 2003, 



Venezuela has one of the largest epidemics in the region. There, HIV is 

spreading mainly through unsafe sex, much of it between men, a significant 

proportion of whom also have sex with women. 

2.5.5 UGANDA 

According to Berry & Noble (2006), Uganda is one of the few African countries 

where rates of HIV infection have declined, and it is seen as a rare example of 

success in a continent facing a severe AlDS crisis. Uganda's policies are credited 

with helping to bring adult HIV prevalence (the proportion of adults living with 

HIV) down from around 15% in the early 1990s to around 5% in 2001. At the end 

of 2005, UNAIDS estimates that 6.7% of adults were living with the virus. The 

country is seen as having implemented a well-timed and successful public 

education campaign. 

Gradually, more and more countries around the world are starting to realise .that 

they must take decisive action if they are to avert a major AlDS crisis. More and 

more money is being channelled into Africa, especially by the US, given the 

decline that has been seen in its HIV prevalence, is being held up as an example 

of good planning and action that others should emulate. 

Uganda is estimated to have a population of about 25-30 million. The extreme 

mortality of AlDS has had an effect on this figure, which would otherwise be 

higher. As another consequence of AIDS, healthy life expectancy in Uganda is 

or~ly around 50 years. 

Even though HIV prevalence in Uganda is much lower than it once was, it still 

remains very high, and AlDS is still claiming tens of thousands of lives each year. 

Such a severe epidemic has a considerable social and economic impact. As 

AlDS usually kills young adults, it depletes a country's labour force, and weakens 

educational and health services. Deaths among young adults also leave behind 



thousands of orphaned children and grandparents, placing an additional burden 

on the community or the state. 

2.5.5.1 HlVlAlDS IN UGANDA 

During the early 1990s, HIV prevalence peaked at around 15% among all adults, 

and exceeded 30% among pregnant women in the cities. At the end of 2005, 

adult prevalence was estimated at 6.7%, and an estimated one million Ugandans 

were living with HlVlAlDS (UNAIDS and WHO, 2004). The graph below shows 

annual HIV prevalence among antenatal clinic attendees in major urban areas. 

Figure 5: Uganda's annual antenatal HIV prevalence 
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Source: Berry & Noble, 2006. 

AIDS in Uganda was initially known as 'slim' due to the physical wasting it 

caused. HIV was already spreading in Uganda on the shores of Lake Victoria in 

the late 1970s. It is from here, that some theories suggest HIV spread to the rest 



of the world. If this is true then Uganda's HIV epidemic might be said to have had 

something of a 'head start' on other national epidemics. 

The following are the noticeable events of both the stages and actions taken in 

Uganda around HIVIAIDS pandemic. 

1982 The first AlDS case in Uganda was diagnosed. 

Between 1982 and 1986 there was little understanding of what AlDS was. 

During this period the epidemic was addressed largely at local levels with 

communities caring for those infected and affected 

1986 President Yoweri Museveni responded to the emerging HIV crisis in 

Uganda swiftly, embarking on a nationwide tour to tell people that avoiding 

AlDS was a patriotic duty, and that they should abstain from sex before 

marriage and then go on to remain faithful to their partners and to use 

condoms. Uganda's Health Minister announced to the World Health 

Assembly that there was HIV in Uganda, and the first AlDS control 

programme in Uganda was established. It focused on providing safe blood 

products, and educating people about risks. 

1987 Sixteen volunteers who had been personally affected by HIVIAIDS 

came together to found the community organisation. 

1988 The first national survey to assess the extent of the epiderr~ic was 

conducted and found the average HIV prevalence in the pop~~lation to be 

9%. 

1990 The AlDS Information Centre was formed to provide voluntary 

counselling and testing. 

1991 Prevalence among pregnant women aged 15-24 peaked in this year at 

21%. According to UNAIDS estimates, national prevalence peaked at 15% 

in this year. 

1992 The government adopted a niultisectoral approach to addressing the 

epidemic and coordinating the response to it. HIV prevalence in young 

pregnant women in Uganda began to decrease between 1991 and 1993. 



1994 Various governmental departments - Agriculture, Internal Affairs, 

Justice, etc. - established individual AlDS control Program Units. The 

government borrowed $50 million from the World Bank to fight the epidemic, 

with the Ugandan government and other donors making this LIP to a total of 

$75 million to set up the Sexually Transmitted Infections Project. 

1995 Uganda announced, that it had observed what appeared to be 

declining trends in HIV prevalence. 

1997 Ugandans participated in a study of using antiretroviral drugs to 

prevent mother-to-child transmission of HIV. 

1998 Prevalence among pregnant women aged 15-24 had fallen to 9.7%. 

The Drug Access Initiative was established to lobby for reduced prices for 

antiretroviral (ARV) medication, and the establishment of the infrastructure 

necessary to allow these drugs to be generally accessible. 

1999 The Ugandan Ministry of Health started a voluntary door-to-door HIV 

testing programme using rapid tests. 

2000 The government began to 'mainstream' HIVIAIDS issues in Uganda's 

Poverty Eradication Action Plan. 

2001 The World Bank agreed to spend $47.5 million over the next five years 

on Uganda's AlDS prevention and treatment programmes. According to 

UNAIDS estimates, national HIV prevalence had fallen to around 5% in 

2001. 

2004 The non-governmental organisation National Guidance and 

Empowerment Network released a report, saying that Uganda's HIV 

prevalence was actually 17% - more than four tinies the official rate. Experts 

claimed that the study was inaccurate, but admitted that the HIV problem in 

Uganda may still be much worse than official statistics indicate. 

2005 critics accused the US of encouraging a shift in Uganda's HIV 

prevention policy towards promoting abstinence only, and away from 

promoting condoms. A severe national condom shortage was reported. 

(Berry & IVoble, 2006) 



2.5.5.2 WHY HAS PREVALENCE FIGURES DROPPED? 

According to the best statistics available, HIV prevalence in Uganda fell 

dramatically during the 1990's. Such a steep reduction in HIV prevalence has not 

been seen in countries neighbouring Uganda, and is something that many would 

like to emulate. 

A declining prevalence indicates a lower proportion of positive people in the 

population. This could result from a fall in the number of new infections 

(incidence) or from a rise in the death rate among HIV-positive people, or from a 

combination of both factors. 

2.5.5.3 NEW INFECTIONS 

It is likely that the number of new infections peaked in the late 1 9809s, and then 

fell sharply until the mid 1990's. This is generally thought to have been the result 

of behaviour change. Increased abstinence, a rise in the average age of first sex, 

a reduction in the average number of sexual partners and more frequent use of 

condoms are all likely to have contributed. 

In the late 80's and early go's, condom use rose among unmarried sexually 

active men and women, and since the mid 199O1sl condom promotion and 

distribution in Uganda has increased dramatically. It is thought that this has 

helped to keep down the number of new infections in recent years. 

2.5.5.4 DEATHS 

There is no precise data on the number of AIDS-related deaths that have taken 

place. The reasons for this are several, and include lack of healthcare facilities 

able to diagnose either HIV or AlDS cases in patients, and many deaths having 

gone unrecorded, or recorded as the results of opportunistic infections. 

It has been suggested that an increase in the AlDS death rate may have been 

largely responsible for the drop in the number of people living with HIV that 



occurred in the late 1990s (though not for earlier declines). Such a rise in deaths 

would be a natural consequence of the earlier rise in HIV incidence. In the 

absence of widespread antiretroviral treatment, any rise in the number of new 

infections will almost inevitably result in an increase in the death rate a few years 

later, as people reach the end of their survival period. 

It is clear that a huge number of HIV positive people have died in Uganda since 

the epidemic began, and a sufficiently high number of deaths could certainly 

result in a decrease in HIV prevalence figures. However, it should be noted that 

many other countries in sub-Saharan Africa experienced rapid increases in HIV 

incidence at the same time as Uganda, and, although they are similarly likely to 

have experienced large numbers of AIDS deaths, have not yet seen any 

substantial decline in prevalence. This suggests that the decline seen in Uganda 

wasn't a natural occurrence, but rather that it was the result of something that 

was done differently in Uganda. 

The approach used in Uganda has been named the ABC approach - firstly, 

encouraging sexual Abstinence until marriage; secondly, advising those who are 

sexually active to be faithful to a single partner or to reduce their number of 

partners; and finally, espec,ially if you have more than one sexual partner, always 

use a Condom. A number of factors helped to encourage people to take up these 

strategies. 

2.5.5.5 COMMUNICATION 

It seems that the message about HIVIAIDS has been effectively communicated 

to a diverse population by the government and by word of mouth. Ugandan 

people have themselves to thank, in large part, for the reduction in HIV 

prevalence. Much of the prevention work that has been done in Uganda has 

occurred at grass-roots level, with a multitude of tiny organisations educating 

their peers, mainly made up of people who are themselves HIV positive. 

Considerable effort was made towards breaking down the stigma associated with 



AIDS, and frank and honest discussion of sexual subjects that had previously 

been taboo, was encouraged. There is a high level of AlDS awareness amongst 

people generally (Berry & Noble, 2006). 

An important pioneer in communication about AlDS was Philly Lutaaya, a 

popular Ugandan musician who announced in 1989 that he was HIV positive. 

Through his music and educational tours Lutaaya spread understanding, 

compassion and respect for people living with HIV, and encouraged others to 

come forward to confront the disease. Although he died just months after 

publicising his HIV status, Lutaaya continues to inspire positive responses to 

AlDS in Uganda. 

Very early in the course of the epidemic, the government recruited Ugandan 

people to help themselves in the fight against HIVIAIDS. One of the first 

community-based organisations to be formed, was THE AlDS SUPPORT 

ORGAhIIZATION (TASO). The AlDS Support Organization, was founded in 

1987, when there was still a great deal of stigmatization for people with HIV. The 

founders met informally in each other's homes or offices to provide mutual 

psychological and social support. Cohesion among these individuals was 

strengthened by the fact that they were either directly infected with HIV or 

implicitly affected because their very close familial associates were infected. 

TASO now provides emotional and niedical support to niany thousands of people 

who are HIV positive and their families. It also works with other smaller 

organisations to educate the public about discrimination and the dangers of 

HIVIAIDS. 

2.5.5.7 SIMPLE MESSAGES 

In the early stages of the epidemic, the government responded swiftly, giving out 

simple messages about abstaining from sex until marriage, staying faithful to 

one's spouse, and using condoms. The key message was "Zero Grazing", which 



instructed people to avoid casual sex. More complicated messages about risky 

behaviour and safer sex were not spread until later, when there had already 

begun to be a decline in HIV figures. 

2.5.5.8 POLITICAL OPENNESS 

Since 1986, when Uganda's health minister announced, that there was HIV in the 

country, there has always been political openness and honesty about the 

epidemic, the risks, and how they might best be avoided. In that same year, the 

president toured the country, telling people that it was their patriotic duty to avoid 

contact with HIV. This was a brave approach, as many politicians are reluctant to 

talk openly about sexual issues, but the openness paid off. 

The president encouraged input from numerous government ministries, NGO's 

and faith-based organisations. He relaxed controls on the media and a diversity 

of prevention messages - including "Zero Grazing" - spread through Uganda's 

churches, schools and villages. This frank and honest discussion of the causes 

of HIV infection seems to have been a very important factor behind the changes 

in people's behaviour that allowed prevalence levels to decline. 

This contrasts sharply with countries like South Africa, which have lacked such 

poli,tical leadership in the fight against the epidemic. Uganda's entire population 

was mobilised in the fight against HIV and were made aware of the 

consequences that risky behaviour could have for their country. It is largely due 

to the Ugandan people, motivated by their leaders, that the epidemic appears to 

have been so well addressed (Berry & Noble, 2006). 

2.5.5.9 WHAT WE CAN LEARN FROM UGANDA? 

Pro-abstinence-only organisations are increasingly using Uganda as an example 

to indicate the success of their methods. But this is inappropriate, since the 

multiplicity of prevention methods used in Uganda mean that the decline in HIV 

prevalence was certainly not due to abstinence-only messages. Uganda's 



success was based not only on encouraging abstinence ~"~ntil marriage but also 

on encouraging fidelity thereafter and condom use. It involved pragmatic 

discussion of risky sexual behaviours, strong governmental leadership, and 

condom distribution. The open and frank discussion of the sexual means of HIV 

transmission that took place is certainly not a feature of the pro-abstinence-only 

agenda. 

Plans drawn up by some faith-based groups tend to be ideological rather than 

evidence-based and can neglect the other important aspects of HIV prevention. 

Promoting sexual abstinence until marriage without looking at these other issues 

is a recipe for failure, and Uganda's exaniple cannot be allowed to be misused in 

this way. 

Unfortunately, there is no easy solution to an HIV epidemic. Uganda may have 

decreased its HIV prevalence but there have been many deaths in the country, 

and will be many more yet. There is no simple way to reducing the number of 

new infections - a number of different interventions are required. Foremost 

among these are a balanced ABC approach, committed political leadership, a 

willingness to discuss openly the ways in which HIV transmission can be 

prevented, and a vigorous response from communities across the country. 

There are now so many people living with HIV in Uganda, and in Africa as a 

whole, however Uganda must be singled out as the best and leading African 

country in the fight against HIVIAIDS. Credit must also be accorded to Uganda's 

political leadership for being politically open and honest about the epidemic, for 

telling the country that it was the patriotic duty to avoid contact with HIV. They 

even declared this disease as number 1 enemy for their country. Their efforts, 

commitment and dedication, really saved millions of lives, and for that, they 

deserve credit. 



2.5.6 SUB-SAHARAN AFRICA 

According to Tarantola et a/., (1999) 13.3 million adults were living with HIV in 

Sub-Saharan Africa by mid-1996, representing about 60% of the world's total. 

The highest national HIV prevalence rates in adults are found in Sub-Saharan 

Africa. Three broadly defined geographic areas, which include countries with 

severe epidemics and others with epidemics at their intermediate stages, 

account for almost 90% of all current HIV infections in adults and adolescents in 

Africa. Within these three areas, 18 countries have at least 100,000 people living 

with HIV. CentralIEastern Africa, Cameroon, Ethiopia, Kenya, Rwanda, Sudan, 

Uganda and Zaire have 37% of all current HIV infections on the continent. A 

similar proportion is contributed by a second group of countries in Southern 

Africa: Botswana, Malawi, Mozambique, South Africa, Tanzania, Zambia and 

Zimbabwe. Finally, West African countries, including Burkina Faso, Cdte 

d'lvoire, Ghana and Nigeria, contribute about 15% of the total number of adults 

and adolescents living with HIV in Africa. 

In Kenya, Malawi, Rwanda, Tanzania, Uganda, Zambia and Zimbabwe (countries 

where HIV began to spread widely in the early 1980s), more than 10% of women 

attending antenatal clinics surveyed in urban areas have been found to be HIV 

infected, with rates that may exceed 40% in some surveillance sites. In these 

populations, transmission of HIV occurs mainly through heterosexual contact, 

beginning in early teen years and peaking before age 25. Following similar 

patterns of spread and intensity, HIV epidemics have recently expanded in 

Botswana, Lesotho, Swaziland and South Africa. The observed high rates of HIV 

in women of reproductive age have resulted in high numbers of HIV-infected 

newborns. Of the 3 million infants born in the world with HIV infection since the 

beginning of the pandemic, over 90% have been born in Africa. Many of these 

children typically develop AIDS and die within a few years (UNAIDS and 

WH0,2000). 



In other sub-Saharan countries (mostly in West and Central Africa), HIV 

epidemics are currently passing through their intermediate stage where between 

1 and 10% of women attending urban antenatal clinics are HIV infected. A few of 

these countries still have relatively low levels of HIV prevalence, but these have 

begun to rise in several countries such as Nigeria and Cameroon, which earlier 

had been relatively spared. 

HIV-2 is primarily found in West Africa, but HIV-2 infections also have been 

confirmed in African countries elsewhere, including Angola and Mozambique. 

The highest prevalence of HIV-2 infection is found in Guinea Bissau and in 

southern Senegal. In contrast to the increasing spread of HIV-1, the prevalence 

of HIV-2 has remained rather stable in West Africa. This is thought to be the 

result of the higher transmissibility of HIV-1 compared to HIV-2. The likelihood of 

transmissio~i of HIV-1 through heterosexual intercourse is estimated to be about 

three times higher per exposure than for HIV-2. In addition, prenatal 

transmission rates of HIV-2 are reported to be significantly lower (less than 4% 

for HIV-2 compared with 25 to 35% for HIV-1) (Tarantola et a/, 1999). 

Under circumstances that are not yet fully understood, epidemics may suddenly 

explode, with rates of infection increasing several-fold within only a few years, as 

has been observed recently in Botswana and South Africa. HIV prevalence in 

pregnant women in South Africa has grown dramatically. From 1993 to 1995, 

HIV prevalence increased from 4.3 to I I %, and from 9.6 to 18%, in the provinces 

of Free State and KwaZulu Natal, respectively. Population mobility, patterns of 

sexual behaviour, societal factors and prevalence of sexually transmitted 

diseases (STD's) are likely to influence the potential for such explosions. 

The presence of STD's suggests a marked risk of concurrent HIV infection for at 

least two reasons: (1) the modes of transmission of HIV and other STD's are 

similar; and (2) the role of STD's in facilitating the transmission of HIV has been 

clearly established. In addition, STD's are affecting young adults, especially 



women, with other direct serious consequences. For women, these 

consequences include pelvic inflammatory disease, cervical cancer, infertility and 

postpartum endometritis. For infants, maternal STD's may lead to low birth 

weight, neonatal syphilis and gonococcal ophthalmia. The lack of circumcision in 

males has been shown to add to the risk of acquiring STD's. The World Health 

Organization (WHO) estimates, that in 1995, 65 million new cases of curable 

STD's occurred in Africa. 

2.6 POPULATIONS AFFECTED 

The transmission of HIV in adults and young people in sub-Saharan Africa 

occurs essentially through heterosexual contact. Rates of HIV infection among 

sex workers are now as high as 80% in Nairobi and 55% in Abidjan. HIV 

antibody testing of blood donations remains incorr~plete in most countries in sub- 

Saharan Africa. Transfusions continue to play a role in the spread of HIV to 

those most likely to receive them: women of reproductive age and children 

(Gershy-Damet, 1997). 

Within each country, HIV epidemics have progressed with different velocities in 

val-ious population groups. Early in the evolution of the epidemics, urban 

populations and rural communities located along highways were more rapidly 

affected. Among them, young adults with multiple sexual partners acquired high 

rates of infection. Urban and trading centres generally continue to have 

substantially higher prevalence of HIV infection than rural areas. But this pattern 

is by no means universal: Population displacement, armed conflicts, proximity to 

highways, or intense migration and population mobility for economic reasons 

strongly influences the spread of HIV. 

As a result of a combination of these factors, some rural communities of Kenya, 

Tanzania and Uganda have higher infection rates than those observed in 

neighbouring urban populations. In some countries where HIV epidemics were 



initially found in urban areas, rates of HIV infection in some rural populations 

have increased steadily over recent years. In other countries, perhaps with 

poorer transport networks, this has not been the case. 

As epidemics mature, they tend to spread into younger populations, especially 

young women. The rates of newly acquired HIV infections are highest in the 15- 

to 24-year-old group among both females and males in most of sub-Saharan 

Africa. Tlie peak of new infections occurs several years earlier in young women 

than in young men. In Masaka, Uganda, for example, HIV prevalence in 13- to 

19-year-old females is over 20 times higher than in males of the same age. Most 

of the infections in 15- to 19-year-olds are in females, although as young men get 

older, their prevalence increases as well (UNAIDS and WHO, 2004). 

Apart from possible biological factors, there are at least two reasons for the 

disproportionate risk of young women acquiring HIV infection early, including: (1) 

an earlier age of sexual initiation of girls (in Masaka, the median age at first 

sexual intercourse is 15 for females and 17 for males); and (2) the patterns of 

sexual mixing, wherein young women tend to have sex with older men in the 

context of marriage or in exchange for money or advantages, whereas young 

men tend to have sex with young women. But for many women, the major risk 

factor for HIV is the behaviour of their spouse or regular sexual partner. 

Monogamous women are at a disadvantage in protecting themselves against HIV 

when spouses are engaged in high-risk behaviour. 

2.7 POPULATIONS ON THE MOVE 

Major political, social, and demographic changes have occurred in sub-Saharan 

Africa over the last few decades and have resulted in important population 

displacement, migration, and rapid urbanization. The improvement of 

transportation and communication networks, the increased exchange of goods, 

and the creation of large-scale development programs, have stimulated the 



movement of young men and women within and across national boundaries. 

Open conflicts, environmental degradation, natural disasters, and low-intensity 

wars have also led millions of Africans to leave their places of residence and, in 

some situations to turn to s~~rvival  strategies that have increased the practice of 

unsafe sex. Consequences of political and civil unrest and subsequent 

population displaced from Ethiopia, Mozambique, Rwanda, and Liberia are 

examples. In addition, the movement of troops from West Africa to Angola and 

Mozambique has been linked to the spread of HIV-2 to these countries 

(Asamoah-Odei et a/. , 2004). 

Migration from rural areas to urban centres or industrial sites have led to high 

concentrations of predominantly male communities and increased participation in 

commercial sex. Professional groups characterized by mobility, for instance, 

,truck drivers, traders, and military personnel, have also been associated with 

higher risk of HIV infection. Population mobility facilitates the spread of STD's 

including HIV. 

2.8 HIV EPIDEMIC IN SOUTH AFRICA 

South Africa continues to have the highest number of people living with HIV in 

the world (Department of Health, 2004). An estimated 5.3 million (4.5 million - 

6.2 million) people were living with HIV in 2003 in South Africa - 2.9 million of 

them women. Up to this moment, according to the findings, there is unfortunately 

no sign or indication yet of a decline in the epidemic. Total HIV prevalence 

among pregnant women was 27.9% in 2003, compared with 26.55% in 2002 and 

25% in 2001. The latest data suggests an increase in the prevalence levels of all 

age groups, except for pregnant women older than 40 years of age (Medical 

Research Council, 2004). However, prevalence levels among pregnant women 

aged 15 - 24 years have continued to rise from 23.1% in 2001 to 24.3% in 2003. 

The survey reveals significant regional variation, with prevalence among 

pregnant women exceedirrg 30% in three provinces (Free State, I'vlpumalanga 



and KwaZulu Natal reaching 37.5% in the latter), while ranging between 13% and 

17.5% in Western Cape, Northern Cape and Limpopo. 

Since 2001, HIV prevalence has risen in all but two provinces - Free State and 

Gauteng (Ministry of Health South African Government, 2004). 

With such an alarming prevalence figures emerging and so many people dying in 

their productive years, people who provide labour to their country and who are 

building families - one wonders how such deaths are going to affect socio- 

economic environment of the country. 

The next chapter will focus entirely on the level of knowledge, attitudes and 

perceptions of the Municipality's health workers and the community towards the 

HIVIAIDS pandemic, both the infected and affected. 



CHAPTER 3 

HIV KNOWLEDGE, AWARENESS, ATTITUDES AND PERCEPTION AMONG 

LOCAL MUNICIPALITY WORKERS AND 'THE COMMUNITY 

3.1 INTRODUCTION 

The first two cases of AIDS were reported in South Africa in 1982, but it was not 

until 1987 that cases of HIV infection in the entire comm~~nity began to be 

recorded. Dr Ruben Sher, Head of the National AIDS Advisory Group, warned 

that although the spread of HIVIAIDS was just beginning, it was accelerating at 

an alarming rate. Reports have indicated that 4.7 million people are HIV positive 

in Soutli Africa alone. In addition, the Human Science Research Council's report 

on HIV prevalence in South Africa, indicated that 11.4% of the South African 

population was HIV positive in 2002 (Shisana & Simbayi, 2002). According to the 

Women's International Network News (2001), the number of HIV infections in 

South Africa may escalate to 6.1 million by 2005 and 7.5 million by 201 0. 

HIV/AIDS has thus become an endemic that is continuously being manifested 

countrywide, affectirlg all levels of human existence. It has become the new 

scourge of the times, largely taking the place of political struggle. 

This survey was conducted to measure HIV/AIDS-related knowledge, attitudes 

and perceptions of Midvaal local municipality's workers and community. Before 

embarking on the methodology applied and the findirlgs of the research, the 

following story is one of the main reasons why the researcher chose to do 

research around the impact of HIV/AIDS. 

Four years ago, the researcher became the director of a department in a local 

municipality. Before commencing with the associated duties and responsibilities, 

the researcher met with a very energetic superintendent of a certain section 



within the engineering department. While discussing the strengths and 

weaknesses of ,the workers falling under his section, he said in passing "Joe, who 

is my right-hand man, and the best employee in my section as far as 

commitment, .dedication and efficiency towards his work is concerned, has a 

problem that I am not at liberty to share with you or anybody. Maybe when he is 

ready and prepared, he will be able to tell you, but I am afraid he may not." That 

comment piqued my curiosity and I could not wait to meet and know Joe. 

As part of the induction process, the different departments within the municipality 

were visited; the most interesting section though, was the section where Joe was 

working. As part of the process, personnel records of Joe's section were 

reviewed and it was found that Joe had been with the Council for + 28 years and 

had a rather thick file. Evaluations described him as a warm, intelligent, 

energetic, outgoing person who established close working relationships with his 

co-workers. He also established good rapport with clients and families. 

Evaluations emphasized, that he was a strong-willed person who pursued his 

goals with great determination and courage. He was a leader who led by 

example and practiced what he preached. 

All avenues to get closer to Joe so as to win his trust, were investigated. As the 

relationship grew stronger, the information contained in his personal file was 

confirmed with most if not all the evaluation outcomes. The single most 

impressive and outstanding attribute about Joe, was his commitment to his work 

and the cor~imur~ity he was serving. Joe's behaviour, movenients and attitude 

were observed and monitored for almost a year. 

It was after 5 14 months when Joe requested to share something very important 

with the researcher. He said to the researcher, that the only other person, who 

knew about his problem, was his superintendent. Joe confessed that he was 

infected and living with HIV. He went further to explain how he got infected. He 

said he had contracted the virus from a blood transfusion several years ago, but 



did not do anything by then, as less attention was given to HIV then, than it is 

today and because there were no structures in place to could have assisted him. 

He said it was late in his wife's last pregnancy when he learned that he was HIV 

positive and that his wife and younger child, a toddler, were also infected. 

This was too heavy to bear, as it was the first time that anyone had ever 

disclosed their HIV status to the researcher. The horror of this disease left the 

researcher feeling assaulted and overwhelmed. It was unbelievable that Joe, his 

wife and youngest child, are infected. It felt like the whole world had come to a 

standstill. There was a feeling of emotions, confusion and empathy. There was 

a desperate call to respond with sympathy and concern. 

Joe seemed apprehensive about the anticipated reaction which let the 

researcher feeling the importance of being a source of support to Joe, his 

shoulder to cry on and his pillar of strength. Joe told him, that the researcher is of 

the opinion that "when days are dark, friends are few". Joe was informed that he 

will never walk alone, that he will always have a friend who will be with him and 

his family, every step in their journey of their HIV infected lives. 

Joe seemed comfortable and satisfied that his confidence would be respected. 

He had specifically requested that certain persons must not be told of his 

condition. It was agreed, that his right to privacy would be respected and he was 

promised that his condition or status would never be divulged or discussed with 

any of his co-workers. However, it later became evident that Joe's secret was 

not completely hidden. Some of his colleagues knew about his secret, although 

most did not. Those who new, whispered in corners and shared their opinions of 

what was going on with Joe. Like any "group secret", Joe's secret had become 

part of daily life in his section. Those who did not know Joe's secret, speculated 

about what might be wrong with him. Why was he losing weight? Why did he 

get sick so often? 



Joe strove to maintain a facade of health. He was very sensitive to any comment 

his co-workers might make about his colour, weight and so forth. He became 

easily fatigued, but continued to push himself to finish the workday. One day Joe 

was found in his office with his head down on the desk. He was advised that if 

he was feeling that ill, he should go home, yet psychological support was given to 

him, that he c o ~ ~ l d  work as long as he was able to. 

Despite assurance that he could work as long as his health permitted, he felt that 

he would soon be asked to go on leave. He all of a sudden felt that he did a 

blunder by disclosing his HIV status. He began to suspect that his illness would 

be used as a reason to get rid of him. The researcher decided that he had no 

choice other than allowing Joe to focus his anger and frustration toward him, 

hoping that doing so would help Joe bear his burden. It wasn't easy. At times, it 

was difficult to be around Joe, the air felt bristled with hostility. The researcher's 

self-image as a fair and understanding manager was assaulted and his guilt, 

compassion, anger and narcissistic injury, made him dread meeting with Joe. 

Finally, it was decided that if Joe was viewed as a client, without actually 

assuming the role of therapist, it would be easier to withstand being the object of 

his frustrations. Thus, attempts to understand the dynamics of our relationship 

were made. On top of everything, there was an understanding that much of his 

animus towards the researcher was a displaced anger, which helped .the 

researcher to be more tolerant. 

Several weeks later, Joe's condition worsened and rumours ran rampant. He 

went to each co-worker, telling them about his HIVIAIDS-related illness. Each 

responded with shock and compassion. However, some workers reacted and 

responded quite differently. They were extremely angry that they had not known 

sooner, so that they could have taken "proper precautions". One co-worker who 

used to drive in the same van with Joe, felt that it was "dangerous" to share 

space with someone with AIDS, and argued that "...medical science is not exact 



and there might well be ways that the virus could be spread other than those 

presently known.. ." 

The effects of Joe's condition on staff became more and more apparent. Some 

felt compassion for his s~~ffering and admired his courage. Others felt he no 

longer belonged in a work setting and they were fearful for their own health. 

Some of them stopped sharing the telephone with Joe and would not eat treats 

that Joe bought or brought along from home. One staff member did not want to 

use liis desk after hearing that Joe had used that desk. AIDS had created 

conflicting feelings among staff, based on each person's background and 

personal fears. 

Joe was hospitalized a week later and died in his sleep in his hospital bed. 

The experience was very difficult and painful to the researcher. There was an 

attempt to counteract the anger, resentment and frustration of Joe, as well as the 

fears, g1.1ilt and shame of the staff. The researcher, in turn, felt inadequate and 

depressed. There was a regretful feeling from the researcher of not having had a 

long-term plan of action within the workplace, rather than a repertoire of day-by- 

day interventions. 

The reason why the researcher mentioned Joe's story, is to highlight some 

practical experiences that he went through regarding the level of knowledge, 

attitudes and perceptions by employees of a local municipality around HIVIAIDS. 

This experience further led to the review of management's level of intervention 

towards HIVIAIDS within an organisation. 

In this chapter, the writer intends to report on the survey he undertook to 

measure the HIVIAIDS knowledge, attitudes and behaviour of a local 

municipality's employees and members of the local community. 



In South Africa, the Public Service, including local municipalities, is the largest 

employer, with approximately 1.1 million employees (Department of Public 

Service and Administration, 2002). 

According to that report, women constitute 51% of the Public Service, which is 

only one per cent short of their proportion in the total population. The number of 

people living with HlVlAlDS in South Africa has escalated at an alarming rate. 

Reports have indicated that 4.7 million people are HIV positive in South Africa 

alone. According to the Women's International Network News (2001), the 

nurr~ber of HIV infections in South Africa may escalate to 6.1 million by 2008. 

HlVlAlDS has thus become an endemic that is continuously manifested 

countrywide, affecting all levels of human existence. As mentioned previously, 

the public Service is the largest employer in the country and is inclusive of local 

municipalities. It is then obvious that those that will be affected and infected, will 

definitely include the workers of a local municipality. It is obvious that such 

alarming figures of HIV infections in South Africa will definitely include municipal 

employees. It is against this background that it becomes imperative to 

understand how a local municipality's employees, both the infected and affected, 

perceive the HlVlAlDS pandemic. The qualitative approach was used, the 

primary method of date collection being in-depth interviews. These interviews 

were conducted with forty nurses, starting from the Nursing General Manager, 

Nursing Facility Manager and Primary Health Care Nurses, the local 

municipality's HlVlAlDS Co-ordinator, the Social Worker, NGO1s1 and the youth. 

As the heading of this chapter states, the researcher undertook this survey with 

the central question to be examined revolving around the perceptions, attitudes, 

knowledge and behaviours among the local municipality's employees and 

community members. The findings from Health Workers did not differ that much 

from Van Wyk's (2005) findings in terms of HlVlAlDS perceptions, attitudes and 

awareness among undergraduate students. The similarities are profound in both 

the researcher's and Van Wyk's respondents' knowledge of HlVlAlDS in that the 



majority of the respondents (99%) believed that AIDS is a killer disease and all 

agreed to the principle of having protective intercourse. Interviews took about +I- 

25 minutes per person to complete, although in some cases it took more than 25 

n-~inutes, mainly because some people who were interviewed, started by being 

hesitant to give answers and one had to convi~ice them of the anonymity that 

would be kept. 

The first to be interviewed, were the nurses who work at the local clinics and 

those who work at hospital. The nurses were given top priority in terms of 

interviews, for the simple reason that they are in more regular and prolonged 

contact with people suffering from HlVlAlDS than is ally other person in other 

working environment. Beside that, nurses, more than any other profession in the 

society, are to an increasing extent becoming engaged on almost a daily basis in 

caring for People Living With HlVlAlDS (PLWHA). 

The survey also found out, tha't because of the exacting and demanding nature of 

the care provided by nurses to PLWHA, many nurses are expedencing 

occupational stress, fatigue and "symptoms of occupational burnout". 

This occupational stress was caused to escalate, because of the nurses' further 

fear of HIV transmission from accidental occupational injury and exposure to HIV 

infected body .fluids. 

Nurses are expected to give and provide unqualified quality care to patients, 

regardless of their illness. This they must do, irrespective of whether they feel 

ethically bound to act discriminately towards other patients' illnesses. 

Other contributing factors which were found to be contributing towards the 

behaviour of nurses in regard to HIVIAIDS sufferers were the fact that the health 

sector was such a fragmented system that was characterized by deteriorating 

capital infrastructure and insufficient medical equipment; including the low wages 



and heavy workloads. These were found to really typify the occupational milieu 

of nurses. 

On top of all these factors, the survey found, that the negative perception that the 

nurses harboured, may have been further fuelled by the South African 

Government's slow response to the HIVIAIDS pandemic. They felt that the 

government was exonerating itself from taking responsibility towards efficient 

provision of care to HIVIAIDS sufferers and leaving them to bear the brunt and 

be responsible to provide such care. They were worried and concerned that the 

clinics and hospitals were swelling of HIVIAIDS cases. 

It is mainly within the context of frequent interaction between nurses and 

HIVIAIDS patients, that those nurses' perceptions of and attitudes toward those 

infected with HIV were deemed to be of profound importance. 

3.2 THE IMPACT OF HIVIAIDS ON HEALTH-CARE WORKERS AND 

HEALTH CARE FACILI1'IES 

As community health workers that take primary responsibility for the treatment, 

management and prevention of disease in our society, health workers are at the 

forefront of the fight against HIVIAIDS pandemic. The big difference between 

health workers and the general public is, that health-workers provide health-care 

to people who are HIV positive. This means they are exposed to HIVIAIDS as an 

occupational health and safety hazard. They are not only in danger of physical 

infection by the virus but also exposed to a wide range of psychological and 

emotional stresses associated with the disease. Therefore health-workers run 

the risk of exposure to HIV, not only from their occupation, but also their family 

members, when assaulted or raped. 

Being at the forefront of treating people infected with HIV gives health-workers 

the opportunity and the important responsibility to develop and sustain a culture 



of care that is free from fear, denial, stigma and discrimination. This can be 

achieved only if health workers are confident that they are protected from 

exposure at work and is achievable if vigilant preventive measures become 

integrated into an active culture of Occupational Health & Safety. 

In order to achieve this objective, health-workers need to be active agents in 

shaping workplace protocols, policies and programmes directed at preventing 

HIV exposure and infection in the workplace. Furthermore a culture of care 

should also engage the multiple psychological, social and cultural aspects of the 

disease. By buildiug a culture of care for themselves, health-workers can provide 

improved care to others. It is within this matrix, that research was used to explore 

the impact of HlVlAlDS within a municipality. 

When health-workers Were interviewed about HlVlAlDS in their respective 

facilities, the vast majority of responses revealed negative experiences. Health- 

workers reported high rates of infection, increasing deaths and escalation of 

opportunistic illnesses. The averdge family structure is disintegrating, resulting in 

child-headed families. As a result, poverty is increasing as breadwinners die or 

become too sick to work. Stigma is rife and people living with HlVlAlDS or 

infected with HIV, are in most instances disowned from their families. 

Other responses include the following. 

High levels of mistrust, shame and denial. 

Fear amongst people living with HIV and those living with people infected 

with HIV. 

Women are more exposed and vulnerable due to rape and gender 

discrimination. 

Increase in funerals and indigent burials. 

Subsequent to this question, the discussions lead to the problem of accessing 

social grants, if HIV positive. The general consensus amongst health-care 



workers was, that it would be better if patients co~.~ld access these grants before 

they come sick; furthermore health-workers are in a position to advise on this, as 

they know the patients. 

In some municipal areas people have become confident about their rights and 

less concerned about stigmatization. They come for testing or counselling without 

hesitation. Lay counsellors are being trained and working within community 

clinics. 

3.3 THE IMPACT OF HIV ON WORKLOAD IN CLINICS 

Clinics that offer primary health care has been swamped with HIV related cases 

and this has a huge impact on workload at these institutions. Some municipal 

clinics are being used as test sites for antiretroviral treatment and some clinics 

are in the process of obtaining antiretroviral accreditation, but the primary 

responsibility of municipal clinics is preventative programmes, voluntary 

counselling and testing, prevention of mother-to-child transmission, and for the 

treatment of opportunistic infections. 

The impact of these responsibilities is felt first in an increase in workload on 

facilities that are already suffering from a staff shortage. The heavy workload 

creates stress amongst health-workers and as a result, health-workers feel the 

emotional and psychological impact of dealing with the trauma, despair and 

suffering that accompanies HIV and related cases. 

More probleiiiatic, is the high degree of risk of being exposed to the virus due to 

poor occupational health & safety conditions. The risk is increased by the 

pressure created by long queues, inadequate training and awareness around 

HIV, and the absence of needle-prick protocols in HIV workplace policies. 



A question came up to ask if all primary health-care facilities are experiencing the 

same increase in workload and if not, why some areas are not as affected by the 

pandemic. A logical explanation was, that rural areas are not aware of the impact 

of HIV because sufferers are hiding their HIV status. A logical conclusion can 

also be given in that it might be due to the fact that voluntary counselling and 

testing services are not well-established in r~.~ral areas. 

In addition to stress and emotional and psychological trauma, one other serious 

problem health-workers are faced with, is not dealing with grief. The increased 

workload doesn't allow for health-workers to come to terms with dealing with the 

death of patients. This can lead to ongoing grief that prevents health-workers 

from processing their experiences and feelings and ultimately health-workers 

deny these feelings which result in depression. Another emotional problem 

highlighted in this study is that of powerlessness when confronted with the 

helplessness of patients' situations: their illness, their medical treatment, their 

financial problems, their isolation and rejection by families and their struggle to 

accept their condition. 

One of the most common emotional problems still faced by many health-workers 

and infected individuals alike is stigma (Insideout Research, 2003). Stigma can 

be defined as a mark of social disgrace that is put on someone who is thought to 

have done something culturally or morally wrong. In short, it is the researcher's 

opinion, that people fear HIV, so they try to deny that it is possible that it can 

happen to them and therefore, make the wrongful assumption that it only 

happens to certain groups of people, resulting in a feeling of superiority over less 

privileged communities, as the prevalence is highest amongst these groups. 

Stigma prevents people from talking openly about HIVIAIDS. It creates a silence 

that is obstructing awareness and educational campaigns and programmes to be 

effective. It further prevents people from revealing their status, seeking testing 

and counselling and taking preventative measures, as it might appear to be 



indicative or admission that one is HIV positive when engaging in these activities. 

Stigma further isolates and victimizes HIV positive people and can tear families 

and communities apart. 

From this research, it is clear that several types of stigma occur. 

There is the stigma that HIV positive people feel, comes from the 

community and which prevents them from being tested or seeking 

treatment. 

There is the stigma that HIV positive patients feel, comes from health 

workers who are discriminatory or aggressive. 

The stigma that clinic staff feels comes from one another within the 

workplace. 

These types of stigma contribute towards mistrust to the development of effective 

HIV treatment, management and prevention programmes (Insideout Research, 

From the above-mentioned, it is evident that stigma plays a major, significant role 

in HIVIAIDS. 

3.4 MEASURES IN PLACE TO PREVENT THE SPREAD OF 

OCCLIPA'rIONAL HIV IN THE MClNlClPAL HEALTH CARE FACILITIES 

The outcome of the survey conducted, indicated a number of areas where the 

workplace should improve its operations when dealing with HIV/AIDS. Where 

provision is made in HIV procedures and policies to deal with needle-pricks it is 

typically reactive and not preventative. Secondly, procedures and polices that are 

in place tend to be inaccessible to many employees and is usually written in 

academic terms which, even when accessible to employees, is not understood 

by all employees. In most instances, staff members knew what to do when a 

needle-prick had been endured. The question was raised of what health-workers 



thought about HIVIAIDS policies in their workplace and the response indicated 

problems of accessibility and application. Although the staff was not involved in 

the decision-making process, they trusted unions to have taken extra caution 

around issues contained in programmes and policies. Some of the general 

comments included. 

that policies are locked away in files or placed on notice boards 

these policies are not popularized 

workshops and participation are needed from staff, and 

workers should be involved in the policy process so as to ensure the policy 

is worker-friendly and that all workers are informed and understand the 

policy. 

The majority of respondents indicated, that they have a protocol in place in the 

event of a health-worker being exposed to HIV in the workplace. In most 

instances the staff indicated, that they are aware of the protocol and that they 

feel confident enough to report an accident. However, some expressions of 

caution and doubt on this issue were also gathered. This entailed some staff 

members responding by saying that some staff members will not report on their 

status, because they are afraid of the results being known by management and 

that they might lose their jobs. Other issues of doubt included stigmatization and 

others who didn't want to know their status. 

The predominant depiction of the study showed, that efforts of the employer with 

regard to preventative HIV measures are haphazard and inconsistent. Some 

initiatives have been taken, but many remain only on paper. If HIVIAIDS polices 

exist, they are centralized to the municipality, which means they are generally not 

directed at the specific conditions and needs of different departments or clinics. 

Where policies exist, staff is not familiar with the contents. This is either because 

they were not involved in drafting the policy or no education took place. 



From a health-worker's point of view, participants argued, that staff do not do 

enough collectively to address the impact of HIV on themselves within their 

workplace. They tend to operate individually, handle difficulties individually and 

respond to HIV only when an accident has occurred or when an incident 

necessitates a response. The general feeling amongst health-workers is that they 

would like to organize themselves to change this situation, but are simply too 

busy. 

3.5 RESEARCH DESIGN AND METHODOLOGY 

The study was based on the theoretical assumptions of symbolic interactionism. 

Symbolic interactionism is the assumption that human beings act toward things 

on the basis of the meanings that the things have for them and that the meaning 

of such thirrgs is derived from, or arises out of, ,the social interaction that one has 

with one's fellows (Anon, 2006). 

For the purposes of this study, the researcher has chosen to use symbolic 

interactionism as the main paradigm. This will allow the respondents in the study 

to express their opinions and the researcher will interpret the findings based on 

the opinions and viewpoints held by the participants. In this study, nurses were 

given opportunities to verbalise how they interpreted and experienced the social 

world around them, i.e. an environment where they were in close contact with 

people infected with HIV. 

3.5.1 ETHICAL CONSIDERATIONS 

Because of the sensitivity around any discussion that has to do with HIVIAIDS, 

all parties were assured that the clinics, hospital and individual participants would 

remain anonymous and that their privacy would be completely respected. The 

study was undertaken on a voluntary basis. The quoted material in the 

discussion below, is taken from verbatim transcripts, with participants' names 

changed so as to ensure anonymity. 



3.5.2 PARTICIPANTS 

Different groups of stakeholders participated in this research study. They are 

categorized as follows: 

General workers - These are unskilled workers who provide general 

services such as refuse removal, road and parks maintenance and 

cleaners. 

Semi-skilled workers - These include municipal employees who are 

engaged with services such as driving, special services such as 

apprentices and admin clerks. 

Skilled workers - Those with professional q~~alifications form higher 

learning institutions e.g. technicians, doctors, social workers and nurses. 

Community members - These consisted of adults (both married and 

single) and youths (both male and female). 

The number of participants who took part was 300 in total. Of these 300, 200 

included both general workers and members of the community and 100 were 

skilled and semi-skilled employees. Two types of questionnaires were compiled, 

each targeting a specific group. 

Of the two hundred general workers and conimunity members who participated, 

60% were males and 40% females. The majority (75%) were municipal general 

workers and the remaining 25% were community members. The majority of 

participants (80%) in this category were between the ages of 35 and 52. The 

remaining 20% were youths. 

Sotho-speaking participants were the majority and made up 60% of the group, 

while the other participants with an African language as mother tongue, 

constituted 30% of which the Zulu speaking percentage made up lo%, Tswana 



(15%), Xhosa (4%) and Pedi (1%). The remaining 10% of participants were 

English (3%) and Afrikaans (7%). 

52% of participants in this category are married, 35% single, 9% divorced and 

4% widowed. 98% were Christians and 2% practiced other or no religion 

practices. 74% were semi-literate, 20% literate and 6% illiterate. 

A different questionnaire was completed by hundred participants, which fell in the 

semi-skilled and skilled category. This category consisted of 65% females and 

35% males. The majority (72%) are health workers (nurses) and the remaining 

28% other officials. 90% of the participants in this category were Black, 9% 

White, 0,5% Coloured and 0,5% Indian. 

Most of the participants (85%), in this category were between the ages of 31 and 

50 years. The main language groups were Sotho (65%), Zulu (12%), Tswana 

(3%), Xhosa (7%), Afrikaans (2%) and English (1 %). 98% of these participants 

were Christians, 1 % practices other or no religious practices and the remaining 

1% were Hindu. The majority (60%) of participants completed their diplomas, 

36% have completed certificate courses and 4% completed higher institution 

degrees. 

3.5.3 MEASURING INSTRUMENT 

Two separate questionnaires were developed by the researcher and bears no 

reliability and validity as they are newly developed. The questionnaires targeted 

two categories, one of general workers and-community members which focuses 

on knowledge and awareness, the other questionnaire was for skilled and-semi- 

skilled workers and dealt with perceptions and attitudes towards HIVIAIDS. In 

addition to the questionnaires, face-to-face interviews were conducted with 

participants. All interviews were conducted in English. 



3.5.4 FINDINGS 

Most of the findings from this research did to a large extent correspond with 

earlier studies which were done elsewhere in the world, including the findings by 

Smit (2005). In her article, in the Journal of Advanced Nursing, Smit (2005) is 

reporting about the perceptions and experiences of nurses caring for people 

living with HIVIAIDS (PLWHA) in the public sector in South Africa. The article 

identifies seven themes that nurses experience in their daily interactions when 

caring for and treating people living with HIVIAIDS (PLWHA). The themes 

identified are: occupational-related stress, emotional stress and fatigue, anger 

and frustration, empathy, helplessness, fear and self ful,filment. The general 

themes from this research corresponds with the findings of Smit (2005), although 

the perceptions, attitudes, knowledge and awareness varies. 

Of the nurses interviewed by the researcher, 85% reported to have developed 

emotional stress and fatigue, this emanates from their futile struggle to assist 

people living with HIVIAIDS to practice a safe and healthy lifestyle, in that their 

efforts fail, and will continue failing until a cure is found for this disease. 65 % of 

nurses indicated that the emotional relationship established with people living 

with HIVIAIDS is especially draining, when someone dies, as the prolonged 

efforts towards healthy living is stifled by fact that their efforts will enhance living 

quality, but never fully cure this dreaded disease. Smit (2005) indicates that apart 

from feelings of physical weariness, nurses are even more concerned about their 

experiences of emotional stress and exhaustion. For many, the process of dying 

as a result of HIVIAIDS and dealing with the manner in which their patients 

responded to their own suffering, is extremely emotionally draining and too huge 

to bear. 

75% of participants indicated that they feel helpless against the struggle. This 

feeling of helplessness is further aggravated by the lack of supporting structures 

for nurses in the public health sector, there are very few support groups or 



debriefing sessions whereby nurses can relate their concerns and problems or 

talk about the associated stresses and feelings regarding caring for people living 

with HIVIAIDS. The fact that the needed support from the workplace is absent 

contributes to 5ooh of participants, having occupational related illnesses and 

stress, which results in a de-motivated and de-moralised workforce. 65% of 

participants are of the opinion that their workplace should do more in terms of 

caring for care-givers. 

Coincidentally, only 25% of the respondents indicated that the helplessness 

experienced, results in anger and frustration, which hampers them from providing 

a comprehensive health service to the HIV-infected. The anger and frustration 

sprouts from the perceived inability of individuals to realise the impact this 

dreaded disease has on family and community lives. Those infected do not 

receive the necessary support from their families and furthermore, when talking 

to those affected, many are still of the opinion that the disease is only affecting 

certain designated groups e.g. the poor, the illiterate and those who follow 

promiscuous lifestyles. -The inability of government to address these perceptions 

through awareness and educational campaigns adds to the anger and frustration 

experienced by those at the forefront of treating people living with HIVIAIDS. The 

majority of participants (75%), are however, still prepared to fight the irr~propriety 

and ignorance suffered by those affected and infected by the disease. 

As the majority (95%) of professionals, from the semi-skilled and skilled category 

are conversant and well educated on HIVIAIDS and related issues, they feel 

empathic towards those infected and affected by this disease, toward those who 

are victims of societal and cultural beliefs regarding the use of condoms and 

monotony, and also the innocent who are infected due to their partners 

carelessness or those indecently assaulted and infected by this disease. 5% of 

participants from this category indicated that if people still don't realise the 

devastating effects of this disease, they must bear the brunt themselves if they 

become the victims. 



The study has furthermore shed some light on the feelings of health workers 

(nurses) regarding the total lack of Occupational Health and Safety structures 

within their workplaces. The findings indicated that the majority of nurses (85%) 

would prefer that HIVIAIDS care centres, should be privatised arguing that the 

transformation of primary health care facilities and services is adding additional 

strain on their efficacy as professionals. This is supported by a study conducted 

by McDonald (2005) in that Health workers felt a lot of frustration, uncertainty and 

insecurity regarding the transformation and restructuring of primary health care 

services. 

Of the semi-skilled and skilled category, 95% of participants indicated that they 

are still fearful of contracting the HIV-virus at their workplace, this despite having 

the necessary knowledge about preventing the transmission of HIVIAIDS. 80% of 

participants indicated that even though there are procedures and policies which 

govern the treatment of the infected and exposure to tlie HIV-virus, many of such 

procedures are not being adhered to. Health workers also raised the concern of 

fear due to the fact that they are at the frontline of caring for people with 

HIVIAIDS and other infectious diseases, and are therefore, always exposed to 

dangerous illnesses that are transmitted through the air and body fluids of such 

patients. 

The research also found that the ergonomics are not up to standard, when 

dealing and caring for patients. Generally, primary health care facilities are over 

crowded with patients awaiting treatment, and with staff shortages, many (65%) 

of the primary health care workers feel that they are unable to cope with 

providing even a basic essential service to patients. Workings under such 

conditions not only affect the physical functioning of health care workers, but also 

affect their emotional and psychological well-being. 

Furthermore, the findings of this research revealed, that the stigma still exist 

amongst community members and general workers whenever the issue of 



HIVIAIDS is being discussed. The majority of participants from the general 

worker and community category (75%) cited that, if they were to be HIV-positive, 

they are still not at ease to disclose their status as they fear the scrutiny they will 

suffer from other community members due to the ever present stigma associated 

with HIVIAIDS. It will also appear that although most individuals (94%) from this 

category are well informed and educated in terms of HIVIAIDS, many (50%) still 

perceive that they are not directly affected by the disease. 

Most of them, are aware and fairly knowledgeable of the mode of spread of 

HIVIAIDS but are not concerned or worried of the possibility of contracting or 

being infected. To them HIVIAIDS is a distant disease belonging to other people. 

They alluded to the fact that "once you have had sexual intercourse with a 

partner without being infected, possibilities of being infected while continuously 

engaging in unprotected sex with the same partner were very minimal if non- 

existent at all". Most of them know how to use condoms and are frequently using 

them but mostly when engaged in sexual intercourse with a strange or different 

partner than the "steady" one. Their knowledge of preventative measures was 

fairly high. What was striking in the findings on this category of participants was 

that, most of them, that are members of the community and general workers, 

both female and male, indicated that they do not have a steady or a single sexual 

partner, instead most confirmed to having more than one sexual partner. This 

situation was a worrying factor to the researcher, because besides the findings of 

high knowledge of preventative measures by participants, this behaviour was 

indicative of no correlation between that high knowledge and the execution of 

precautionary measures such as condoms and single partners. Most blamed 

their non-usage of condoms to alcohol influence. They claim that most of the 

time they are engaged in unprotected sex, it is when they are under the influence 

of alcohol. The study also reveals that community members and general workers 

of the municipality are eager to have further HIVIAIDS training and exposure to 

more awareness campaigns. 



The findings also reveal the low level of awareness around HIVIAIDS and the 

law. Most are not aware that they are not legally to be discriminated against by 

virtue of living with HIVIAIDS. They do however, feel dejected by Government as 

people living with HIVIAIDS. They are aware of the fact that stigma and unfair 

discrimination against people living with HIVIAIDS remain common in the society. 

The findings further reveals that this is a threat to human rights violation and it 

makes many people afraid to be tested for HIVIAIDS and fearful to disclose tlieir 

HIV status, even to close friends and fam~ly. This means that, with a few brave 

exceptions, there is still little openness about HIV. It is therefore very essential to 

expose and bring to the attention of community members and municipal unskilled 

workers the importance of Fundamental Rights, Employment Equity Act, Labour 

Relations Act, Occupational Health and Safety Act and all other relevant parts of 

legislation that protect the individual's rights. This will help in making workers 

aware that workers with HIV infections should be treated the same as any other 

worker, and should never be discriminated against. 

Amongst the youth who participated, the finding reveals that there is a 

remarkable lack on life skills education. This, according to Advocates for Youth 

(2006), is an interactive educational method that enables youth to adopt and deal 

effectively with the demands and challenges of life. It enhances young people's 

ability to take responsibility for making healthier choices, resisting negative 

pressure and avoiding risk behaviours. This Life skills education programs which 

include reproductive health information, will finally improve youth's sexual and 

reproductive health, including delaying the onset of sexual intercourse. 

Many of the general workers (65%) are unaware of HIVIAIDS workplace 

programmes or centres where they can obtain information around HIVIAIDS and 

other opportunistic diseases. Furthermore (40%) of participants in this category 

indicated that they are not comfortable in speaking, openly about their status, to 

the workplace HIV representatives. 



In conclusion, it would appear that if primary health care facilities are to be 

operated at optimal level, many changes have to be effected to address issues at 

hand. These research findings corresponds with other studies, and would mean 

that drastic steps have to be taken at either local, provincial or national level to 

address these issues. The situation currently is fragile and may collapse if 

intervention is prolonged, and may lead to health workers' morale fading due to 

their experienced feelings of helplessness, fear, anger and frustration. 

These feelings are aggravated by the fact that nurses and other professionals 

who are aware of what has to be done, do not have a platform or the necessary 

support to air their views and concerns. Notwithstanding these structures that 

aren't in place, the issues of non-adherence to policy and procedures in terms of 

health and safety and workplace processes add to the affliction suffered by these 

care givers. According to the findings, the fact that these polices and legislation 

are not adhered to, adds to the threat of contracting serious occupational 

diseases as well as other illnesses which may be contracted from patients. 

One of the positive findings of this research is the fact that there are still health 

care workers willing to accept the pitfalls and perforni their expected duties under 

the mentioned circumstances. Their feelings of empathy accompanied by the 

self-rewarding experience when treating people living with HIVIAIDS reflect the 

valued and important role that health care workers do and it is hoped that these 

feelings will blossom and motivate others to overcome the low morale when 

attending to HIVIAIDS infected people. 

Government is still necessitated to improve their national awareness and 

educational programmes, as it was found that communities and general workers 

are still not yet fully aware of the impact HIVIAIDS has on them. 



3.5.5 RECOMMENDATIONS 

Based on the findings of this study, the following recommendations are 

suggested to deal with the issues raised. 

Government is necessitated to improve their awareness and educational 

HlVlAlDS campaigns, to not only focus on prevention and transmission, 

but also focus on how HlVlAlDS impacts and influences on the community 

and the workplace. 

Local and Provincial Government, managing primary health care facilities, 

should attempt to improve the working conditions and working 

environment facing health care workers. 

UNICEF developed a very informative list of life skills education programs which 

the researcher finds befitting to implement within the local municipality's 

environment. Its main objectives are to prevent the spread of HIV among the 

young people, including ST1 prevention and unwanted pregnancy (Advocates for 

Youth, 2006). These objectives included key areas of focus which are helpful in 

the optimization of the program's quality and outcome. They are summarised as: 

Participant: here one is to respect youth's abilities, beliefs and feelings, 

ensure that the program objectives, materials and teaching methods are 

appropriate to the culture of young people and the communities in which 

they live. Furthermore there has to be focus on the risks that youth 

actually confront and give recognition to what youth can and cannot do 

with respect to such risks. This will help in addressirlg young people's 

motivation for behaviour change. Finally youth are to be encouraged to 

learn from one another thus integrating the knowledge and experience of 

everyone participating in the program. The environment for such 

programs must be safe and supportive for all youth because these young 

people need the care and protection of mentors they can trust. Finally 

there must be continuity and sustainability of these programs. They must 



continue in an orderly sequence and progress over time. Sexual and 

reproductive health messages to the youth should continue regularly in a 

timely fashion and from credible sources. There must be persistence from 

education and other health promotion effort to ensure that successive 

cohorts of youth achieve sexually healthy ad~~lthood including protecting 

themselves from HIV, unintended pregnancies and STl's. Holistically this 

program's objectives must focus on the main goals which include to 

encourage sexually experienced youth to decrease the incidence of 

unprotected sexual intercourse and to reduce the number of sexual 

partners, or delay onset of sexual intercourse to increase youth's ability to 

resist pressure and finally to increase the youth's self-esteem by 

promoting a more positive and hopeful view for the future. 

3.6 SEXUAL BEHAVIOUR 

The survey also focused on the sexual behaviour of some members of the 

community. This survey captured a smaller and probably a more specialised 

sample of women. Of the total number, 48 percent reported to have had their first 

sexual intercourse. Although selection factors must surely have played a part in 

the respondents' willingness to cooperate in such a tedious interview, these 

results underscore that there are indeed people within the local municipality 

who are sexually very active and who engage in behavio~~rs that place them at 

increased risk of HIV infection. 

The researcher's goal required explicit and detailed information on sexual 

behaviour. At the same time, the survey's respondents were quite diverse, both 

in respect of their behaviour and sensitivity to many of the questions posed. To fit 

the line of questioning to reported behaviour, the questions were tailored to 

specific subgroups of respondents defined by maritallpartnership status and 

sexual behaviour in recent years. 



Firstly, the respondent's marital status (married, divorced, separated, widowed or 

never married) was determined. If the respondent indicated that he or she was 

not currently married, they were asked about their current involvement in some 

other type of primary relationship, defined as having "...someone with whom 

you are intimately involved and feel particularly closed to ..." When the 

respondent was married, the researcher enquired about the gender of the 

partner, the duration of the relationship, and the degree to which the relationship 

was exclusively monogamous. The researcher refrained from asking detailed 

sexual behaviour questions of respondents who said that they had never 

engaged in sexual relations or that they no longer did so. 

Those respondents, who had a sexual partner in the past five years, were asked 

a series of questions about their recent sexual experiences. These included any 

vaginal intercourse with a condom, any vaginal intercourse without a condom, 

oral sex with or without condom and anal sex with or without a condom. 

Respondents reported both partners having sex outside the relationship. Of 

those reporting one or more sexual partners, less than 1 percent reported having 

had a partner who was a prostitute. A much larger proportion of men reported 

that they had stopped going to prostitutes as a result of the AIDS epidemic. 

Respondents, who reported to have at least one sexual partner, were asked 

about specific sexual practices. Among the (recently) sexually active respondents 

who were asked about specific practices, nearly three-quarters had engaged in 

ur~protected vaginal intercourse. Despite public knowledge and concern about 

HIV infection, condom use is infrequent. Condoms are used by roughly a quarter 

of those engaging in vaginal intercourse. Unprotected sex occurs for the most 

part in the context of being married or in other primary relationships. Being in a 

primary relationship apparently confers the availability of a sexual partner that 

makes frequent sexual activity a possibility. At the same time, those without a 

primary partner reported more than one sexual encounter on average. 



Condom use was twice as frequent among those in exclusive relationships with a 

primary partner as among those other types of relationships. Possibly, those in 

"open" relationships have a high awareness of the need to take more precautions 

against diseases while one is sexually active with more than one partner. 

However, it is equally plausible, that those i n  non-exclusive relationships use 

condoms more frequently for contraceptive purposes. 

According to Peltzer (2003), there has been a pervasive misconception amongst 

Blacks that condoms are for single, young people who are not committed in 

relationships. A misconception that leads to a situation where 'married men who 

are having extramarital affairs, do not consider it fit to use a condom when having 

sex with their wives. Many married men still see themselves as not being at risk 

of contracting the virus, even though they are engaged in unprotected sexual 

practices with multiple partners. 

In addition to asking about specific sexual practices without condoms, 

respondents were also measured on how often they used condoms. Nearly 60 

percent reported that they never used condoms, whereas less than 12 percent 

reported that they use them all of the time. 

TABLE 1 : PERCENTAGE DISTRIBU'TION OF RESPONDENTS' FREQUENCY 

OF CONDOM USE 

FREQUENCY AND USAGE 
I 

PERCENTAGE 

Know how to use a condom 

Use condom with strangers 

Use condom with partner (not married) 



3.7 WHY PEOPLE DO NOT USE CONDOMS 

Those respondents who did not use condoms all of the time, were asked their 

reasons for not using them. The foremost reason for not using condoms, was 

the respondents' belief that neither they nor their partners were at risk of AlDS 

because they are faithful to one another. 

The other reasons were the established perception that sex is usually less 

enjoyable with condoms, condoms are not readily available when one needs it, 

condoms break or leak, and they do not know how to use it properly. 

The reason that struck me most, was the huge number of respondents when they 

responded, by saying that to them it is embarrassing to buy condoms or ask for it 

at clinics. They said providers of such condoms perceive them as being 

promiscuous and some were embarrassed by their age. "...What is such an 

elderly doing with condoms...?" would be the question that would always be 

heard to be whispered. 

Narrowing the gap between condom need and use is a major municipal health 

challenge. Efforts to increase condom use are a good social, economic and 

health investment. More condom use would reduce rates of HIV infection and 

slow the spread of AlDS so that err~phasis could shift from dealing with the 

consequences of AlDS to meeting other health needs. Despite the AlDS 

epidemic, many people practice risky sexual behaviour, even when they know 

that condoms prevent infections. It is unlikely that all sexually active people will 

always use condoms when needed. Powerful social norms encourage men to 

take sexual risks, such as visiting commercial sex workers, and at the same time 

discourage condom use. Traditional gender roles keep women from talking about 

sex or asking for condoms. Wives may know that their husbands have sex 

outside marriage but can't suggest condoms for fear that their husbands might 

abuse or reject them. The researcher discovered, that some people knew little 



about condoms, others disliked them, while others co~l ld not afford or obtain 

them easily. Others believe, wrongfully, that they face little or no risk of 

pregnancy or sexually transmitted infections (STl's). 

Social and cultural norms, particularly gender norms, often discourage people 

from using condoms even when they risk contracting STl's. Norms encourage 

men to take sexual risks and also discourage women from questioning their 

partner's sexual activity. In most cultures, men have more power than women to 

choose condoms. Yet even when they know that unprotected sex can be 

dangerous, men often do not protect themselves or their partners because of 

peer pressure against condoms. Conversely, men are more likely to use 

condoms when they think it is the social norm. 

The researcher found, that in some places condoms suffered from an image 

problem. Some people have a negative view of condoms because of perso~ial 

experiences with them, but more often the problem is a bad reputation, false 

rumours, and myths. People often associate condoms with uncleanliness, illicit 

sex, infidelity, and immoral behaviour. Many people who are at risk of contracting 

HIVIAIDS or another STI, think that they face little risk and thus have little 

motivation to use condoms. For others, the risks of AlDS appear vague and 

distant and thus not worth worry cornpared with the inconvenience and loss of 

sexual pleasure that they associate with condoms. For example mine workers 

who had unprotected sex with commercial sex workers, typically perceived the 

risk of developing AlDS some time in the future as less real and thus much 

smaller than the large risks they faced in their jobs on a daily basis. Politically, 

they believe that colidoms are a White man's ploy to curb black population 

growth (Tshivhase, 2003). 



3.8 SEX AND DRUGS 

The use of alcohol or drugs in conjunction with sexual activities may indirectly 

increase the risk of HIV transmission by lowering inhibitions and making people 

less cautious. Although, whether this is a major factor in tlie general population 

remains unclear. The respondents were asked when exactly do they consume 

alcohol while engaged in sexual activity. Almost 60 percent reported using 

alcohol before or during sexual activity. Most argued, that alcohol gives them 

more strength, desire and confidence. They argued, that it even prolongs the sex 

session. They alluded to the fact, that most of the times when they have 

consumed alcohol prior to sex, they forget or seldom use condoms. They say 

alcohol reduces their fear for infection. 

Other open-ended, semi-structured interviews were conducted with youth 

between the ages of 18 and 25. Participants were from an informal township 

within the local municipality, which is home to the majority of the local 

municipality's working class semi-urban population. Participants were 

approached via a local non-government organisation which provided AlDS 

education to the community. 

In the course of listening to these young people speak about their experiences 

with AlDS education and their responses to the HIVIAIDS epidemic, I became 

aware of some attitudes and reported behaviours which were entirely 

unexpected, and quite opposite to what AlDS educators would hope for. 

Although the study found, that the majority of the respondents knew what steps 

to take to prevent the spread of HIV infections, it was astonishing to discover that 

the difference in male-female power relations was the main reason for continued 

high-risk sexual activity. Elucidating this dynamics even further, it was 

discovered among mostly girls, that a number of socio-cultural and economic 

factors may override fears and concerns about unprotected sex and the 

possibility of acquiring AIDS. These included pressure from both partners to 



prove fertility, culturally conditioned lack of .decision-making power, economic 

dependence on men, and having sex for social acceptance and affirmation of 

love. 

Regarding some basic attitudes and perceptions about AIDS, the findings during 

the interviews largely corroborated similar studies, which identified good basic 

knowledge and fear of AlDS among South African youth, along with a sense of 

fatalism, many misconceptions and continued engagement in high-risk sexual 

activity. 

Fear of AlDS and talk of AlDS abound among young people in this township. 

AlDS has become a household word, which seems to have been accepted as a 

fact of life. However, it is the rare individual who actually wants to have hislher 

HIV status confirmed. Many are convinced that they are possibly already 

carrying the virus based on their previous engagement in high-risk sexual 

activities, while most are satisfied knowing that they may or may not be infected. 

But, either way it "...did not really matter ..." The general feeling was, that it 

would be just a matter of time if they were not already infected, and they were 

quite confident that many, if not most of their peers in the community, had 

already contracted the virus anyway. However, living with a probably, but 

uncertain belief that one might be harbouring the dreaded HIVIAIDS virus, was 

perceived by the vast majority to be preferable to knowing that one was HIV 

zero-positive. 

Having had an HIV zero-positive status confirmed, was believed to be the most 

horrible thing for the person concerned, because it would cause himlher to "...do 

awful things ..." Things informants claimed, would go beyond the realm of 

normal activity. Medical personnel are said to be the real culprits responsible for 

rapid spread of HIVIAIDS in townships, because they are the ones giving out this 

diagnosis, and therefore "...causing people to do these awful things ..." To be 

infected with the HIVIAIDS virus, or even to suspect that one might be, was said 



to set into motion a whole complex of behavioural changes that are played out in 

a sexual arena. 

Rather than resigning to a future of protected sex or total abstinence, a confirmed 

HIV zero-positive might precipitate a quite opposite response. Knowing that one 

is infected with the AIDS virus, was accepted as a death sentence, but also as a 

passport for sexual licence. Young people express the desire to share the 

burden of disease and this is believed possible by spreading the virus to others. 

In the words of a 25-year-old participant: "...To know that one has the 

HIV/AIDS virus, is to feel spiritually dead - you lose hope. You know you 

will be rejected, you know you are going to die. All you can do is go off 

and spread it. It's the only hope knowing that you won't die alone. It is the 

one thing you have to lean on really. Why should they be left having fun if I 

must die? At least 1 know my boyfriends won't be enjoying themselves 

when 1 am gone. 1 can't feel good about that. We will be sick together and 

we will die together. The boys are spreading this everywhere, so we must 

spread it back to them. You see them at parties picking up as many girls 

as they can. Why? They don't want to die alone. Neither do we.. .!" 

When she was asked whether she was aware that she was spreading infection 

intentionally, when knowing her HIV status is a crime, this was her response: 

"...Yes, it is true that spreading this intentionally is a crime, but what else 

can I do? I was not born with this thing; it came from someone, 

somewhere, so I must send it back. That way I won't die alone ..." 

The most striking and poignant remark was that made by the African medical 

doctor who works at a local clinic. When asked if he thought having an HIV 

positive status confirmed, could cause people to want to spread the infection, he 

responded by saying that he had stopped confirming such status, unless it is 

requested by the infected, which they seldom do. In his words: "...They just 



go out and spread it anyway. Even if they say they are not, they are just 

telling a lie. It is how they cope after knowing their positive status. 1 have 

decided not to tell them anymore.. . " 

3.9 CONCLUSION 

The following sub-headings below depict the overall conclusion around 

knowledge, attitl~des and perceptions among health-workers, municipal 

employees and the community. 

3.9.1 STUDY LIMITATIONS 

Limitations to this study are, that it focused on one specific hospital within the 

local municipality, mainly because it is the only hospital within the municipality 

that has an ARV roll-out programme. 

The findings can, therefore, be interpreted only with reference to this particular 

sample. The study depended on personalized self-reported data, which might 

have been influenced by a social desirability bias. It does, however, make a 

contribution with regard to nurses' perceptions to people with HIVIAIDS 

The fact that the balance of power in many relationships is tilted in favour of men, 

as depicted in this chapter, can have life or death implications. It was obvious, 

that women and girls in particular, often lack the power to abstain from sex or to 

insist on condom use, even when they suspect that the man has had other 

sexual partners. This sentiment is again echoed by Dunkle et a/., (2004). In a 

study among women attending antenatal-care clinics, it was found, that women 

were more likely to be HIV positive in relationships where men wield 

considererably more power and control than the former do. 



In brief, as the pandemic escalates in local municipalities, affecting larger 

segments of the populationlcommunities, the socio-econoniic and demographic 

impact of HIVIAIDS is likely to exacerbate the burden on individuals and 

communities, with women paying a price beyond the immediate toil and distress. 

This threatens the local municipalities' development and stability as a whole. 

According to UNAIDSIWHO (2004), the AlDS epidemic is affecting women and 

girls in increasing numbers. Globally, just under half of all people livirrg with HIV, 

are female. 

Social norms are other factors that impose a dangerous ignorance on girls and 

young women, who often are expected to know little about sex and sexuality 

(Khan et a/.,  2004). The writer found out, that HIV-prevention efforts do not take 

into account the gender and other inequalities that shape people's behaviours 

and limit their choices. Many HIV strategies assLlme an idealized world to make 

empowered choices, and can opt to abstain from sex, stay faithful to one's 

partner or use a condom consistently. In reality, women and girls face a range of 

HIV- related risks that men and boys do not - many of which are embedded in the 

social relations and economic realities of the municipality in general. These 

factors are not easily dislodged or altered, but until they are, efforts to contain 

and reserve the AlDS epidemic, are ~lnlikely to achieve sustained success. 

Multiple partner relationships, underscored by "gifts", were found to be a key 

survival strategy for many poor women and girls. Driven by poverty and desire 

for a better life, many women and girls find themselves using sex as a commodity 

in exchange for goods, services, money, accommodation or other basic 

necessities - often with older men. Such "transactional sex" involves non-marital 

sexual relationships, often with multiple or older male partners, that reflect men's 

superior economic position and access to resources, women's difficulties in 

meeting basic needs, and the cultural value placed on men having niul.tiple 

sexual partners (Jewkes and Wood, 2001). 



Special attention must be paid to preventing HIV infection within marriages. 

Women need greater powers and skills to help decide the terms of sexual 

relationships, and at the same time, ,the HIV risk of ,their male partners niust be 

reduced. 

There is, therefore, a dire need for continued and increased support, including an 

expansion of HIVIAIDS prevention and control programmes to effectively combat 

the pandemic that is becoming a huge threat to the whole local municipality, 

destroying every attempt towards development. 

HIVIAIDS is not driven only by gender inequality - it entrenches gender 

inequality, putting women, men and children further at risk. Defining and 

stigmatising those "at r isk as men who have sex with men, sex-workers and 

drug-users have until recently obscured the increasing infection rate among 

people generally thought to be "safe", includirlg married and older women. The 

dominant risk factor is now heterosexual sex, according to Link and Phelan 

(ICRW, 2002). It is estimated, that almost 50 per cent of those living with 

HIVIAIDS, are women. As individuals and in their social roles as mothers and 

carers, women are now disproportionately affected by HIVIAIDS. 

3.9.2 CAUSES AND IMPACTS 

Traditional health-based approaches have been, and continue to be inadequate, 

ignoring the social, cultural, economic and human rights dimensions. A focus on 

sexual and reproductive rights for women and men is an irr~portant corrective 

measure. A yet broader human rights framework is needed to address the range 

of inequalities that drive HIVIAIDS - including poverty, and recognises the rights 

of those that contracted HIV through ways other than sex. 

The denial, blame and stigma surrounding HIV have silenced open discussions, 

delayed effective responses, and added to the burden of those living with 



HIVIAIDS. Women's sexuality is particularly subject to stigma and control. 

Indeed, the social construction of sexuality - who should or should not express 

one - including men who have sex with men, young people, people with 

disabilities, and those beyond their reproductive age, means they are often 

denied appropriate sexual health information and service. 

When it comes to decision-making in relationships, men are expected to 

dominate and women to be passive. Unequal parties are not in a position to 

negotiate when they have sex, how often and how they protect themselves from 

sexually transmitted infections (STl's) and HIV. The double standard of 

condoning multiple sexual partners for men, and the expectation that men should 

know more about sex, put them and their partners at risk and prevents them from 

seeking sexual health advice. 

The relationship between HIV, gender and poverty, is complex. Pressing 

concerns for short-term survival may lead poor women to engage in survival sex 

which paradoxically can expose them to the long-term risk of illness and death 

through HIV infection. Poverty also limits people's access to sexual health 

information, prevention technologies and treatment. Whilst tl- is is true for women 

and men, gender inequality shapes different experiences of poverty and 

increased pressure on women and girls to take on the role of a social safety net, 

caring for sick relatives and securing a livelihood as earning family members 

become sick and die. This is one of the invisible impacts of HIVIAIDS. 

3.9.3 APPROACHES 

Unfortunately, many approaches to combat the spread and impact of HIVIAIDS 

have failed to take gender differences and inequality into account. Some have 

reaffirmed ideas of female passivity and niale dominance in decisions on sex and 

reproduction. Others respond to the different needs and constraints of women 



and men, but fail to challenge the gender status quo. Interventions should both 

seek to errlpower women and transform gender relations. 

Starting from the everyday realities of people's lives and with their priorities is a 

must. The International Community of Women Living with HIVIAIDS (ICRW, 

2002) addresses the question 'What do HIV-positive women want?' and the 

Sonagachi Project in India support the self-defined priorities of sex workers, 

including negotiating safer sex with their clients. Both programmes are led by 

women themselves. Genuine participation in defining both problems and 

solutions, is fundamental to achieving empowerment. 

Women and men living with HIV, can lead lives of dignity and enrichment when 

they are supported by the societies and conimunities they live in, rather than 

stigmatised. As one HIV- person woman in Mexico said, "...I know I am a 

woman of worth ..." Such positive reinforcements are the result of concerted 

efforts by individuals, communities and organisations, such as ICW. 

However, 'empowerment' is in danger of remaining just rhetoric if the unequal 

power in gender relations at a personal, collective, institutional and broader 

societal level is neglected. Transformation of the unequal power in gender 

relations is at the heart of the Stepping Stones participatory approach to HIV, 

which works with both women and men in developing their communications and 

relationship skills. Impacts have included a decline in domestic violence and 

better communication between women and men on sexual matters. 

3.9.4 CULTURE AND RELIGION 

Culture and religion have a profound effect in maintaining the gender status quo 

and up-holding social norms and expectations of men and women, and can 

create some of the most significant barriers to effective HIV prevention. A key 

example, is the stance of the Catholic Church on the use of condoms. For the 



most part, the position taken by organised religion on sexuality and HIVIAIDS is 

extremely conservative and seldom challenged, yet many people trust their 

church and turn to its leaders in times of crises. Culture and religion will continue 

to increase men and women's vulnerability to infection, as long as they continue 

to represent sex and sexuality as a taboo subject. 

However, there are increasing examples globally of how religious organisations 

can address HIVIAIDS in a progressive way to reduce vulnerability. For 

example, different religions have had to deal with, and re-frame their positions on 

the issue of condoms. Within some organisations in the Catholic Church, there is 

a move to give individuals full information about all means of HIV prevention 

which is based on scientific proof, including the use of condoms. In Indonesia, a 

project training Islamic preachers focused on compromising on principles in the 

interest of social welfare, arguing that whilst sex outside of marriage is a sin, it is 

a greater sin if done without a condom (CAFOD, 2001). 

The complex nature and magnitude of the HIVIAIDS epidemic requires a co- 

ordinated response that occurs at all levels, encompasses different approaches, 

such as service delivery, capacity building, research and advocacy, and is 

incorporated into all sectors. 

The effectiveness of responses to HIVIAIDS, depends on our ability to deal with 

the inequalities that both drive and are entrenched by the epidemic. We must 

open up debates around issues of sexuality and address gender equality in 

sexual relationships, and challenge the stigmatisation and discrimination faced 

by those living with HIVIAIDS. Those most affected, should both define the 

problem and identity the solutions. Through collective action at all levels, from 

local to international, we can harness the energy to translate this challenge into a 

co-ordinated action. 



The next chapter will focus mainly on the impact of this dreaded disease on a 

municipality's resources, including production and service delivery. 



CHAPTER 4 

THE IMPACT OF HlVlAlDS ON MUNICIPALITIES RESOLIRCES, INCLUDING 

PRODUCTION AND SERVICE DELIVERY 

4.1 INTRODUCTION 

HlVlAlDS has become the biggest threat to the welfare of the South African 

workforce, which is the most valuable resource of the economy. As the epidemic 

continues to escalate and spiral, more and more of the workforce is being lost, 

often contributing to organizational instability and decreased productivity. 

South Africa faces one of the world's most severe HIVIAIDS pandemics. 

Whereas the disease was initially regarded as a serious health crisis, it is now 

clear, that the epidemic also holds economic consequences for business, and 

especially municipalities. HIV infected individuals and households, which the 

municipality serves, will be the first to experience the economic impacts of AIDS. 

4.2 THE ECONOMIC IMPACTS OF AlDS ON HOUSEHOLDS 

The impact primarily stems from its impact on household income, particularly in 

the case of lower income households, which are often inadequately insured. The 

financial impact may well be exacerbated if another member of the family has to 

stop working to care for the sick. Moreover, HIVIAIDS typically strikes more than 

one member of the household. Therefore, many households may become 

dependent on an old age pension or other social support grants. AlDS may well 

worsen poverty and exacerbate the skew income and wealth distribution in 

municipal areas, as poor households appear to be more vulnerable to the 

epidemic and have fewer resources available to cope with the disease. 



The AlDS pandemic will affect household spending patterns, as HIVIAIDS 

infected households will be burdened by higher health costs, transport costs to 

and from health-care facilities and funeral expenses. As a result, municipalities 

will see an increase in indigent residents, which will have a serious impact on 

budgeting processes. Furthermore, AlDS deaths will impact on private residential 

investment, as it will be constrained by the slower growth in the population. As a 

result of the pandemic the mentioned impact on municipalities can be related to 

the private business sector as supported by the findings of the BER (2004). 

According to UNAIDS (2004), women pay a price beyond their immediate toil and 

distress when it comes to the impact of HIVIAIDS on households. This is further 

compounded and supported by UNICEF & UNAIDS (2003) findings, whereby it's 

estimated that 90% of AlDS care happens at home and women bear a 

disproportionate burden of those responsibilities. In South Africa a three-province 

survey found, that almost three-quarters of HIVIAIDS affected households were 

female-headed (LINAIDS, 2004), with more than 40% of affected households 

having reported, that the main caregiver had taken time off from work or school 

to care for an AlDS patient. Entire families are affected when women are diverted 

from other productive tasks. Unfortunately, the current social welfare systems in 

the country, are too flimsy too relieve these burdens as a result of the many poor 

households, and particularly the women in those households who have very little 

possibility of accessing external support that could shield them against the brunt 

of the epidemic's impact. Families and communities can not rely on women's 

fortitude and resilience alone to provide sustainable safety nets. This should 

serve as a challenge to government to come up with a system that will atterr~pt to 

decrease this burden on women-headed families. 

AIDS-related illnesses and deaths of managers, employees and their family 

members could have a significant impact on municipalities. It is expected that 

mur~icipalities will need to increase their contributions to pension, life, disability 

and medical benefits on account of the AlDS pandemic. In addition to these 



direct cost increases, indirect costs to municipalities may also rise. These costs 

include recruitment and training costs, cost of increased labour turnover, lost 

skills, worker absenteeism due to illness or compassionate leave for workers to 

attend funerals and to care for sick family members, lower labour productivity due 

to physical disability, stress and reduced morale caused by the illness or death of 

friends, fellow employees and relatives, legal fees and time spent on negotiations 

between labour and management, as well as the costs involved in ensuring 

occupational health and safety standards. The vulnerability of different 

municipalities will differ and vary, depending on factors such as the labour 

intensity of the municipality, the risk profile or susceptibility of its workers, the 

skills of affected employees and the ease of substitution between workers, as 

well as the structure of employee benefits. 

The HlVlAlDS pandemic, as mentioned, will put tremendous strain on the 

municipality. One of the most visible consequences of the pandemic will be an 

increase in the number of people seeking medication. The proportion of 

HlVlAlDS victims will likely turn to municipal health care facilities for medical 

care. The financial strain on the municipal health sector could be severe, not only 

as a result of the sheer number of people seeking health care, but also because 

health care for AIDS patients is more expensive than for most other conditions. 

An important challenge for the municipality will be the increased financial burden 

stemming from higher health care and other social spending such as foster 

grants and institutional care for orphans. 

The brunt of the impact is likely to be felt years from now and projections of the 

economic impact of HIVIAIDS are subject to limitations on, inter aha, the ability to 

estimate the current scope of the pandemic, projecting the course of the 

pandemic into the future and estimating the economic consequences of the 

demographic, productivity and health care cost implications of the pandemic. 



Research shows the impact of HlVlAlDS on municipalities in respect of the 

following factors (Figure 6). 

Lower labour productivity and/or increased worker absenteeism. 

Higher labour turnover. 

Loss of experience and vital skills. 

Higher recruitment and training costs. 

Higher employee benefit costs (e.g. medical aid, pension, life and disability 

insurance, funeral benefits). 

Figure 6 (on page 104) indicates that in terms of lower labour productivity and 

increased absenteeism, the municipality has suffered a 39% loss. There has 

been an increase of 22% in ernployee benefits which coincides with higher labour 

turnover rates. The impact of HIVIAIDS on experience and vital skills shows a 

loss of 30%, while training and recruitment costs see an increase of 25%. 

The effect of the epidemic is felt not only in the workplace, but in family and 

societal levels as well. It is, therefore, imperative that the impact of HIVIAIDS be 

understood at the following three levels. 

1. At the individual or employee level. (Human impact) 

2. At the enterprise, organisation or workplace level. 

3. At the macro or societal level. 

These three levels will be separately and comprehensively interrogated so as to 

contextualise, firstly the physical impact that HlVlAlDS has on a human being, 

which in this case is the council's employee or member of the community. 

Secondly, it will highlight the impact of HIVIAIDS at the workplace that is within 

the municipality. Finally, the research will explain the impact of this epidemic in 

society, which is served by the municipality. 



Figure 6: Impact of HlVlAlDS on the municipality 

Percentage of municipalities reporting that HlVlAlDS 
has had the following impacts 

Higher employee benefit costs (e.g. 
medical aid, pension, life and 
disability insurance, funeral 

benefits). 

, Higher recruitment and training 
costs. 

Loss of experience and vital skills. 

Higher labour turnover. 

Lower labour productivity and/or 
increased worker absenteeism. 

Source: BER, 2004 

4.2.1 THE IMPACT OF HlVlAlDS AT A PERSONAL OR EMPLOYEE LEVEL 

As already mentioned, the impact of HIVIAIDS is felt not only in the workplace. 

However, workers spend a significant amount of time at work, thus making the 

workplace an appropriate and important setting for HlVlAlDS programs. Within 

the workplace, which in this case, refers to a municipality, the impact of HlVlAlDS 

has been and continues to be experienced in many areas such as the following. 

P Personal 

P Organizational 

P Societal. 

According to Barker (2007), HIVIAIDS has an irr~pact on a number of elements of 

the labour market, such as the size of the population and the labour force, 

inequalities and productivity. It has probably become the most devastating 



disease humankind has ever experienced, and unfortunately, the impact is 

particularly severe in South Africa. 

4.2.1 .I PERSONAL IMPACT 

The following influences on a person need to be discussed. 

Fatigue. 

In this instance the performance decline by employees living with HIVIAIDS 

towards their respective tasks, is hugely conspicuous. They can hardly perform 

the normal duties to the set or expected standards. Every time they are 

questioned about their lacklustre performance, they would attribute it to getting 

tired quickly. Some of these employees are trying their best to outdo fatigue, but 

their bodies unfortunately cannot take the toll, because of this endemic condition. 

Thus, fatigue results in the work not being completed, the end-result thereof 

being huge service backlogs. 

Most employees who are infected with HIVIAIDS, besides complaining of fatigue, 

go through tough and difficult experiences such as physical pain, fear of death, 

loss of friends, lowered morale, poor work performance and de-motivation. These 

employees eventually find themselves in bad situations such as dismissals, 

separations, repatriations or retirements, rejections by their co-workers and 

society, and finally death. 

Physical pain. 

This has been found to be one of the most difficult stages that one has to go 

through when infected with HIVIAIDS. Employees of the municipality infected 

with the HIVIAIDS disease, are presented with the different types of physical 

pains. The following were the most conspicuous physical pains. 

neurological 

gastro-intestinal 

skinldermatological 



= lymph 

musculo-skeletal. 

Neurological. 

Most of the terminology was explained to the researcher by the medical staff 

during the research. This is the type of pain that is associated with the nervous 

system (Naidoo et al, 2002). Here, err~ployees were suffering from peripheral 

neuropathy that manifest itself with the feeling of pins and needles, nurr~bness or 

a burning sensation at the bottom of the feet. In advanced cases, the infected 

employees ended up with difficulty in walking and ultimately became unable to 

wear shoes. The most common neurological pain, was found to be headache. 

Most infected employees conlplained of severe headaches, which resulted in 

such employees being unable to perform their tasks, due to unbearable pain, 

including blurred vision and dizziness. 

Gastro-intestinal: 

The physical pain related to gastro-intestinal problems included the following. 

Oral ulcers and anorectic ulcers, while others were genital and skin ulcers. 

One other noticeable physical pain which was very touchirlg to the 

researcher, was the evident debilitation and immobility which lead to severe 

muscular pain and pressure ulcers. Most of these infected employees who 

were victims of the physical pain, were found to be less productive in terms 

of performance. Such conditions affected their overall performance and 

eventually, their productivity. The researcher will subsequently explain why 

and how the HIVIAIDS infected employee's condition and lacklustre 

performance affects the municipality's resources and productivity. 



4.3 THE IMPACT OF HIVIAIDS ON THE MUNICIPALITY 

(ORGANIZA'I'IONAL LEVEL) 

HIVIAIDS will, according to Swartz & Roux (2004), affect each and every 

municipality in South Africa. The disease will decrease life expectancy, increase 

the infant mortality rate, intensify the need for health care, fuel poverty, widen 

existing inequalities between rich and poor residents, increase the proportion of 

orphans, and alter the existing age distribution. In summary, the disease will 

most likely escalate socio-economic and health needs, while simultaneously 

underrrliliirrg municipalities' capacity to provide for such needs. The rates base 

will be severely cut down, as an increasing number of poorer households 

struggle to pay for services. At the same time, a combination of rising needs, less 

money and the loss of skilled staff, will place added pressure on already 

stretched-out resources. This will further undermine the capacity of municipalities 

to carry out their core functions of local service delivery. 

When all the possible consequences of AlDS are taken into consideration, it is 

evident that AlDS will not solve South Africa's ~lnemployment problem; the 

financial impact on municipal resources will be felt long before the demographic 

effects of AlDS are felt. The municipality was found to be experiencing serious 

problems due to the scourge of HIVIAIDS. The following areas, were those 

where the irr~pact of HIVIAIDS was mostly felt. 

(a) Morbidity. As the infected employees became ill, they will take and will 

continue to take, additional sick leave, thereby disrupting the smooth 

operation of the municipality's departments. This disruption is then further 

amplified when the more qualified and experienced employees become 

absent, leading to a situation where it becomes extremely diffic~~lt to find a 

suitable temporary replacement for such competent staff. The researcher 

found, that different academic institutions, including the Department of 

Labour, were approached to provide temporary replacements for the 



absent or sick qualified staff, but in most cases, the municipality ended up 

not getting the right replacement. This was a huge burden for the 

municipality: firstly because they would then be expected to operate 

either with short-staff or incompetent replacements; secondly, this 

situation would give rise to huge service backlogs. 

For tlie municipality, the most important costs associated with HIVIAIDS, are 

monetary, including medical and death-related benefits, which add to personnel 

expenses. HlVlAlDS also has implications in terms of the recruitment and 

training of new employees replacing those lost to AIDS. These costs include not 

only the direct financial costs but also various indirect costs, such as managerial 

time devoted to hiring and training new staff, and the productivity losses incurred 

while the newly-hired are learning their jobs. 

When we look ahead, increased mortality means, that the municipality needs to 

train more staff for each of a number of specific tasks so as to ensure that a 

sufficient number of employees with these skills will always be available; at the 

same time the financial returns to these investments in training decline, because 

the new hires or new recruits are themselves at greater risk of dying. This 

section will discuss all these issues, including the effects of HlVlAlDS on worker 

performance, whereby it is found that absenteeism rises and productivity 

declines well before the death or retirement of an employee, due to AIDS. 

(b) Mortality or retirement. Whereas the total number of deaths per year was 

about 400 000 in 1995 and was expected to decline slightly in the absence 

of HIVIAIDS; it is estimated that AIDS-related deaths are impacting 

significantly on the number of deaths in South Africa (Departnient of 

Health, 2005). It is estimated that the annual number of deaths in South 

Africa increased from 400 000 in 1995 to about 700 000 in 2001, and that 

it is expected to increase even further; to about 1, l  million by 2008, 

outstripping the annual number of births in South Africa (Bureau of Market 



Research 2004). According to Barker (2007), it is difficult to ascertain the 

direct impact HIVIAIDS has on mortality rates. Where other research 

indicate an increase in the mortality rate, ,there is no evidence that the 

cause is HIVIAIDS, as there are no statistics available, due to the fact that 

mortality data are collected as based on information contained on the 

death notification forms, which give the direct cause of death, such as 

tuberculosis, influenza and pneumonia. Many of these diseases are 

HIVIAIDS-related but can't statistically be tied to a direct correlation 

between HIVIAIDS-deaths and HIVIAIDS-related deaths. 

The momentum of population growth in the case of structures of the youthful 

population, could give rise to a situation where a population continues growing, 

even when faced with the dramatic changes in death and birth rates. Currently in 

South Africa, even in the face of a rapidly growing number of HIVIAIDS-related 

deaths, a large number of female youths are entering the reproductive age and 

giving birth. Even if such a large group of females have fewer children, than their 

predecessors, their larger number will keep the birth rate high, despite lower 

fertility rates. 

According to the Department of Health (2005), the fertility rate is anticipated to 

drop significantly, due to women dying during their reproductive years and to the 

adverse effect of HIVIAIDS on fecundity levels. It is expected, that the country's 

total fertility rate will decline from 2,6 in 2005 to below the replacement level of 

2 , l  by 2020. 

A further implication of HIVIAIDS around mortality and specifically in conjunction 

with lower levels of fertility is that the proportion of the South African population 

under the age of 20 years, is expected to decrease significantly during the next 

two decades. Whereas about 47% of the South African population was aged 

below 20 years in 2003, the proportion of the population under the age of 20 



years is anticipated to constitute about 37% of the population in 2015 - a 

dramatic drop of 10%. (Bureau of Market Research 2004). 

In a poster presentation entitled "AIDS - then, now, tomorrow", Dorrington (2004) 

indicates that the life expectancy of South Africans is set to decline from about 

63% in 1993 to about 40% by 201 0. With a life expectancy of 40 years by 2010, 

a 15 year-old will have only about a 20% chance of reaching the age of 60 years, 

all this bearing in mind, that the retirement age is 65 years. 

The above findings therefore, indicate, how the impact of HIVIAIDS affects the 

municipality as an organisation. It indicates, that it is going to be difficult to invest 

in employable people, as most will already be infected and remain with a very 

short lifespan. 

Furthermore, Bollinger and Stover (1999) are of the opinion, that HIVIAIDS is 

different from other diseases, in that it impacts on people in their most productive 

years and is 100% fatal. Their findings were proven by the writer to be precise 

and correct in that, during the research within the municipality, such opinions 

were conspicuous. The two major HIVIAIDS in- pacts in the mul-~icipality as an 

organisation, were found to be relating to the reduction in labour supply and 

increased costs. 

According to UNAIDS (2002), AIDS is now the leading cause of death in Sub- 

Sahara Africa. Growing numbers of women and men are living with HIVIAIDS 

and have to deal with a multitude of complex mental, emotional, social and 

financial issues. The impacts of HIVIAIDS are social, economic, political and 

demographical, as well as personal. HIVIAIDS affects all women and men, 

regardless of class, race or sexual orientation. However, these factors always 

influence how HIVIAIDS impacts on both their lives and the municipality (labour 

supply). 



Much has been written about the impact of HIVIAIDS, but there has not been 

much success in rneasl- ring the human impact of HIV, especially in relation to 

gender. Despite this, there is ample evidence that women are affected 

disproportionately. This disputes the fact, that they are the people who are 

responsible for giving birth to the very men and women that the municipality will 

look for in terms of labour supply or replacement. A key impact of HIVIAIDS, is 

the entrenching of gender inequalities and other factors that drive the epidemic. 

Despite the clear importance of HlVlAlDS for municipalities, many are weighed 

down by internal resources and capacity problems and the sentiment, that 

national and provincial goverr~ments are not doing enough to support the 

developmental role. These institutions are, in fact, further weakening 

municipalities and are placing additional demands on them (SA Cities Network, 

2006). Municipalities are likely to be the focal pint of the fight against the 

HlVlAlDS epidemic for some time to come. It is thus of paramount importance for 

both government and civil society as a whole to channel resources, both human 

and financial, towards the initiatives undertaken by municipalities. 

4.4 SOCIAL INIPACTS 

The impact of HlVlAlDS on women has been referred to as 'triple jeopardy1 

(Bennett, 1990). This addresses the key gender roles that women are generally 

expected to fill: productive, reproductive and community. HIVIAIDS affects 

women as individuals, mothers and caregivers in these socially defined roles. 

The socially defined roles of men and boys will also condition the impact of the 

epidemics on them. 

Women as individuals are affected by HIVIAIDS, but in programmes focusing on 

HIVIAIDS, they are often represented as mothers and carers only. A study in 

Durban, South Africa, focusing on the experiences of women living with HIV who 

were pregnant, highlighted the extent to which women's empowerment has been 



neglected. Women interviewed, had limited understanding of and information 

about AlDS and other STl's. Many of the women acknowledged that their 

partners were not monogamous, but had not had the opportunity and space to 

think through, analyse and personalise what this could mean for them. Women 

stayed in these relationships mainly through fear of violence and because of 

financial dependence on men. This was exacerbated by the fact, that many of 

the women were unemployed. Sexist customs and practices such as the 

payment of "lobola" (bride wealth) and "inhlawulo" (payment of 'damages' to 

women's family for pregnancy) were dominant themes in the study (Tallis, 2002). 

Women who are mothers with HIVIAIDS, are affected in three ways. Firstly, 

many mothers of young adults are fearful of their children becoming infected with 

HIV but often lack the skills to discuss sexuality openly with them. Secondly, 

more and more mothers have to care for their young and adult children, as well 

as the partners of their children when they become sick. Finally, for a mother 

who is HIV-positive, there is the risk of transmitting HIV to her child during 

pregnancy, birth or after birth through breast-feeding. The latter may occur if a 

mother is unaware of the risk or not in an economic position to afford formula 

feed. 

Women bear the burden of AlDS care. This is true in both the formal and 

informal sectors. The majority of nurses and social workers (the formal care 

sector) are women. In a developing country, the bulk of AlDS care happens in 

the community, informally, with women caring for their partners and children. 

Grandmothers often have to take care of their grandchildren whose parents are 

unable to care for them or who have died (Tallis, 2002). Many women living with 

HIV also have the added pressure of being ill themselves and having to provide 

care for their partner and 1 or sick child. For a woman living with HIV, such an 

increase in workload often means that she does not have time to adequately care 

for herself and attend to her own needs (Bennett, 1990). As noted by Tallis 

(2002), home-based care is a middle-class concept, as it assumes that the 



resources (including human) are available in the home, but this is usually not the 

case. The contribution of women in prevention and care is seldom recognised 

and quantified. 

Research has also shown, that health-seeking behaviour differs between men 

and women. Women's health-seeking behaviour is more often than not 

determined by reproductive roles either that of a pregnant woman or of a mother 

with a sick child. Factors which impact on health-seeking behaviour, include 

money, time attitude of health-care workers and mobility. Research also shows, 

that men often receive better care than women. Men are more likely to have 

access to better health-care through private sectors, for example access to 

workplace clinics or access to medical benefits which increase the quality of care 

available. 

The social impacts do not affect adults only, but children as well. A growing 

trend is to take children, especially girls, out of school to care for the sick and 

help with other household duties. 

For example, in Swaziland school enrolment has fallen by 36 per cent, due to 

HIVIAIDS, with girls most affected. This impacts on their education and future 

prospects. Although withdrawal from schools is often associated with girls, 

studies show, that in certain cases boys are also drawn from schools when 

relatives become ill or die. However, it is more likely that they will be expected to 

supplement family labour on farms or in income generating activities (UNAIDS 

and WHO, 2002). 

4.5 ECONOMIC INIPACTS 

All the social impacts mentioned above, also have economic impacts, for 

example, when women fall ill or have to look after relatives, they have less time 

to work on productive activities which benefit them, their families, and 



communities as a whole. There is also the critical economic impact on women 

and the household when they lose the primary wage earner. Women and their 

children will then be expected to fulfil a greater economic role in supporting the 

farnily. Although the economic impacts of HIVIAIDS are well documented at both 

the macro and micro levels (Whiteside and Sunter, 2000) the full economic 

impact on women has not been quantified. This is because their work in the 

home, the community and in productive work outside the formal sector is still not 

considered seriously by economics. 

4.6 POLITICAL IMPACTS 

There is now a realisation that the impact of HIVIAIDS on political processes 

must be anticipated and planned for. This is evident in the growing number of 

research initiatives in Southern Africa, where the impact of HIVIAIDS on political 

stability and the ability of officials to govern, is being examined. This area of 

investigation is still relatively new but poses a major challenge to development 

and human well-being, especially in the regions where incidence and prevalence 

rates are high and development indicators already low and falling. Much of the 

focus to date has been on developing political will and political commitment to 

address HIVIAIDS and not on analysing the political factors driving the epidemic 

and addressing the impact of HIVIAIDS on the political processes and stability. 

4.7 DEMOGRAPHICAL IMPACT 

HIVIAIDS are impacting on the major demographic processes, that is, mortality 

and fertility, which could lead to changes in population growth and size. AIDS is 

killing men, women and children who typically have the lowest mortality rates and 

this again impacts on life expectancy. Development gains are being eroded. 

There has been little research to quantify the gender imbalance that will occur. 



The impact on fertility is less well understood. However, the impact is being felt in 

three ways. Firstly, there will be fewer births if women die before reaching the 

end of their child-bearing years. Secondly, women living with HIVIAIDS, are less 

fertile. Lastly, the use of prevention methods such as male and female condoms, 

will also reduce fertility (Whiteside and Sunter, 2000). The fertility reduction is 

also contributing to reduced labour supply. This is a threat to the municipality's 

survival, because it will eventually affect the sustained labour supply which 

originates from the very first moment a woman gives birth. -The other great threat 

around this, is the possibility of women giving birth to HIV-infected babies who 

may die long before the production stages. 

4.8 LABOUR SUPPLY 

With regard to labour supply, the loss of young adult employees who are in their 

prime productive year, has a severe impact on the overall economic output of the 

municipality and by implication, also on society or community. The Global lnsight 

(Quattek, 2000) uses as its base the demographic changes that are likely to 

occur in South Africa during the next decade as a result of HIVIAIDS. According 

to their model, Global lnsight anticipates that, by 2010, the South African 

population will be about 7 million less than it would have been in the absence of 

HIVIAIDS, that the prevalence rate in South Africa will increase from about 

11,6% in 1999 to 16,g0h by 2006 and the ratio of AIDS-related deaths to every 

100 normal deaths will increase from about 57,6 in 1999 to a high of 255,5 in 

1020 (Quattek, 2000). According to Global Insight, the HIV prevalence rate of 

economically active population (EAP) is expected to exceed 25% by 2006, which 

is substantially higher than the HIV prevalence rate of just below 17% for the 

population as a whole. Global lnsight also projects that, by 2007, about 12,5% of 

the highly skilled economically active population (EAP); 22,5% of sk~lled EAP 

and 32,5% of the semi-skilled EAP, will be HIV positive. A graphic presentation 

of the major findings of Global lnsight with regard to HIV prevalence rates 

amongst EAP, is shown in Figure 7 on page 116. 



Figure 7: HIV-prevalence rates among the economically active population by 

skills level 
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The impact of the death or retirement of an infected employee is similar to 

morbidity, although the problems are permanent. The loss of an employee 

requires an appropriate replacement to be selected and trained. For highly 

qualified staff, this is often difficult, particularly in a municipality where there are 

huge skills shortages. The training and recruitment for such replacements then 

become costly and sometimes disruptive to organizational operations (Barker, 

2007). 

4.9 HIVIAIDS IMPACT ON 'THE ORGANISATION (WORKPLACE) 

The following sub-headings identify and explain the irnpact HIVIAIDS has on ,the 
workplace. 



4.9.1 ABSENTEEISM 

As the HlVlAlDS epidemic advances, increase in sick leave due to HIVIAIDS, will 

lead to absenteeism. So will HIVIAIDS-related deaths whereby employees 

attend such funerals, which sometimes involve their family members, friends or 

colleagues. This specific type of absenteeism results in the municipality being 

unable to render required or expected services, simply because there is no 

labour to render services. 

4.9.2 INCREASED NUMBER OF SICK EMPLOYEES AND STAFF MORALE 

As infected employees become ill, they will take additional sick leave. This will 

disrupt the operations of a municipality as an organisation. This disruption will be 

amplified when the more qualified and experienced employees are absent, as 

finding a temporary replacement is much more difficult. The epidemic has a 

negative impact on morale. There is a fear of infection and death, which may 

lead to increased suspicion of others, as well as resistance to shouldering the 

additional responsibilities for colleagues who are off sick, away from work or 

newly recruited and not yet fully functional. 

4.9.3 BENEFITS 

Employers and employees feel the impact of HlVlAlDS as the cost of employee 

benefits increase. 

Death payments, early retirements, funeral payments and pensions paid to 

families after the contributor's death, also lead to an increase in the cost of 

group cover. This is partly offset by a reduced demand for normal pension. 

Medical aids are the most obvious areas on which the epidemic has a 

noticeable impact. The cost of treating HIV and related illnesses becomes 

substantial. 



According to the Bureau for Economic Research (2006), the death benefit 

premiums have increased from 1,9% to 2,5% of the wage bill (a relative increase 

of over 30%), and disability benefit premiums have increased from 1,5% to 1,8% 

between 2002 and 2004. Together with declines in employer contributions and 

increased administrative costs of HIVIAIDS, these escalating costs have 

contributed substantially to a decline in retirement provisions from 12,4% to 

10,8%. These figures confirm the fact that the cost of treating HIV and related 

illnesses is substantial. The treatment of HIV symptoms still has a significant 

impact on costs. 

In a study conducted in South Africa and reported by Bollinger and Stover 

(1999), it was found that the levels of benefits per employee - including medical 

costs and medical contributions, where about 7% of the payroll in 1995 and were 

expected to rise by 19% by 2005. This increase has been confirmed by Bureau 

of Market Research (2004) where it was found from available figures, that the 

average annual cost of HIVIAIDS which was about R20 000 per employee, has 

since increased by 19%. 

4.9.4 WAGE COSTS 

According to Global Insight (Quattek, 2000) HIVIAIDS is projected to give rise to 

a 45% increase in wage costs by 2010, resulting in a serious inflationary impact. 

This means, that the municipality as an organisation cannot be spared from 

these wage costs as it is one of the big employers who are expected to pay 

wages to employees. 

According to an irr~pact study conducted by HN Management Services in 1998, 

several observations and estimates were made. HIV is likely to put significant 

upward pressure on medical schemes' contributions over the next 8 to 10 years. 

It is not certain whether HIVIAIDS has been adequately considered in the 

structuring of retirement and disability benefits. The amount of lost work days due 



to HIVIAIDS, will be eq~~ivalent to a large amount of human resources. HIVIAIDS 

death will result in an increase of 2,3% in employee turnover by 2008. The 

HIVIAIDS pandemic could exacerbate current skills shortages and lead to new 

ones. HIVIAIDS is likely to substantially increase training needs and there is the 

potential for "wasted investment" or "fruitless expenditure" in training employees. 

Who subsequently develop HIVIAIDS. A summary of the costs of HIVIAIDS in 

the municipality, follows in Figure 8. 

Figure 8: Cost impact of HIVIAIDS on the Municipality 
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4.1 0 THE IMPACT OF HIVIAIDS ON SERVICE DELIVERY 

HIVIAIDS affects the accumulation not only of human capital, but of physical 

capital as well. For example, as expenditure is shifted towards HIVIAIDS- 

related activities, aggregate savings is likely to decline, leaving fewer 

resources available for investment; at the same time, increased production 



costs and deteriorating economic prospects make investment in the affected 

municipality less attractive. Through increased mortality and its economic 

repercussions, HIVIAIDS also increases economic risk, and this too, 

contributes to deterioration in welfare. 

An employee of a municipality is still a member of a community. He or she is 

a parent and in most cases has a house. The focus is around a co~.~ncil 

employee who is infected by HIVIAIDS and the impact thereof on the society 

in which that employee lives, including hislher household. 

HIVIAIDS has profound effects on the economic situation of those households 

it afflicts. Income declines as breadwinners fall ill and die and as other 

household members are obliged to take time off from other productive 

activities to care for sick relatives. At the same time, households have to 

reallocate their spending to devote a much greater share to health-care just 

like the mur~icipality that experiences the challenge of the impact of HIVIAIDS 

on its employees. This greater share i~icludes not only drugs and doctors' 

fees but also supplies for home-care. 

The impact of HIVIAIDS also extends beyond those households directly 

affected, to the many other households that intervene to provide them with 

support. When a household affected by HIVIAIDS dissolves, merr~bers of the 

extended family frequently take care of the surviving children. One would 

then ask how this then affects the municipality. 

Firstly the municipality is going to be affected when it comes to the indigence 

clemency. The indigents are those community members or families whose 

combined salary is less than R1 100. These are the people who are to be 

exempted from paying rates and taxes. In other words, they become the 

burden of the municipality. They are to get free basic services, including 



water and electricity, while their refuse is to be collected. This in itself puts a 

huge pressure on the municipality's already depleted budget. 

Besides the indigent clemency, the municipality has to assist with indigent 

burials for those members of the community who are unable to bury their 

loved ones who mostly have died from this dreaded disease. The rate at 

which members of the community die from HIVIAIDS-related diseases, has 

increased drastically and leaves the municipality with a huge pressure 

(monetary) for such burials. 

As already mentioned, when a household affected by HIVIAIDS dissolves, 

members of the extended family frequently take care of the surviving ch~ldren. 

The loss of a household member can have long-term effects on the well-being 

of other members through the cost of treatment and especially, if the children 

have to take time off from school for financial reasons or to care for sick 

relatives. 

Beyond this very general description of the impact of HIVIAIDS, it is important 

to acknowledge the ability of a household to cope with the illness or death of 

a member. Most households within the municipality are in a worse position to 

cope with the income and expenditure shocks associated with HIVIAIDS - 

because of low income. This situation then stretches the municipality's 

resources to access social support for those low income households whose 

members are affected by HIVIAIDS. HIVIAIDS has increased the total 

dependency ratio, mainly because the increase in deaths among the working- 

age population raises the relative size of the young population. The increase 

in child-dependency is closely related to the fact that the number of orphans 

increase as their parents succumb to HIVIAIDS. The mur~icipality, in this 

case, will have to increase the grants of childcare support groups, including 

the building of extra orphanages. It will have to employ people who will 

provide care for such orphans. Thus in itself, adds more pressure on the 



resources of the municipality, both economic and human. However, the 

impact is affecting mostly the municipality's health-related goods and 

services. As households affected by HIVIAIDS lose income and have to 

reallocate resources towards care, children are at higher risk of malnutrition. 

When this happens, the m~~nicipality will have to come with a contingency 

plan to provide food for such children. 

4.1 1 BURDEN ON STAFF TURNOVER 

Research has indicated, that of all the AlDS related deaths in South Africa, 

70% of those deaths are of people in the age group of 24-45. This means 

that the most economically active group in the population is the hardest hit; 

this has implications for the economy, the state and privately owned 

organisations. AIDS-related deaths will without a doubt affect the economic 

growth of the country. In a study that aimed at investigating how the AlDS 

epidemic affects economic growth, the Bureau for Economic Research 

(2006) found, that AIDS-related deaths will have a very negative impact on 

developing countries, including South Africa. The following are several 

channels through which the AlDS epidemic can potentially influence 

economic growth. 

AlDS decreases life expectancy and hence, the incentive to invest 

The AlDS epidemic creates a huge number of orphans. In all likelihood, 

human capital accumulation by orphans faces more obstacles than if 

parents were present 

Potentially large medical costs associated with treatment of AlDS patients, 

can divert public resources from productivity enhancing public expenditures 

such as education or infrastructure developments. 

Firms might be reluctant to hire and invest in training of workers if there is a 

high likelihood of workers dying of AIDS. 

To the extent that AlDS is more prevalent among highly skilled workers and 

that highly skilled labour is complementary to capital, the AlDS epidemic 



can influence the rate of return on investment and in turn, savings and 

capital accumulation (Corrigan et a/., 2005: 107). 

The elements mentioned above, are by no means exhaustive, but they are 

aimed at highlighting some of the major repercussions that countries will 

experience as a result of the growing AlDS epidemic. As a developing 

country, South Africa is not immune from these effects. According to Barker 

(2007), in the next 5 years there will be an increase in lost productivity and 

production costs, because there has been a steady increase in absenteeism 

as a result of AIDS. Of the adults whom AlDS will affect, over 90% will be 

between the key productive ages of 20-50years. Although AlDS will lead to 

a large loss of labour, a I-~igh proportion will be semi-skilled or unskilled 

workers that can be replaced. Highly skilled workers will be affected to a 

greater degree than less skilled workers or unemployed persons, as they 

command the higher salaries that enable them to purchase sex and they are 

also more mobile. Production costs will also be increased because of the 

higher costs of group life insurance, pensions and medical aids (Barker, 

2000:53). 

There are also macroeconomic effects; the consequences of AlDS over the 

medium term, have not been as devastating, although they may pose serious 

threats to ongoing economic growth if the infection rates continue to increase. 

Regarding the long-term effects, it has been estimated that the GDP growth 

rate in Sub-Saharan Africa between 1995 & 2025, could be cut by 1.47 

percentage points, largely due to the costs of diverting savings into treating 

AlDS patients (Barker, 2000:53). In South Africa, Quattek (2000), estimates 

that there could be a decline of about 4,7% in the real gross domestic growth 

due to increasing infections. This will result in lowered disposable household 

incomes and as such, decreased expenditure. In a research report compiled 

by the Bureau of Market Research in 2004, it was indicated that there will a 

decline in total final consurnption expenditure on durable goods by 2015, due 

to HIVIAIDS (BMR, 2004). 



Case et a/. (2002), using data from 19 Demographic and Health Surveys 

conducted in 10 countries in Sub-Saharan Africa including South Africa, show 

that orphans tend to live in poorer households than do non-orphans and that 

school enrolment rates for orphans tend to be lower than those for non- 

orphans. These findings are consistent with estimates by the United Nations 

Children's Fund (UNICEF, 2003), which suggest, that dependency ratios (a 

crude proxy for income per capita) in households caring for orphans, are 20 

percent higher than for non-orphans households, and that enrolment rates for 

orphans are 13 percent lower than for non-orphans. 

The Bureau of Economic Research (2006) projects that the n~~mber  of AlDS 

deaths could exceed the number of normal deaths by the year 2006 and 

estimates, that life expectancy could drop from 55 years in 2000 to 39 years 

in 2010. 

The sharp increase in the number of AlDS deaths among adults will lead to a 

dramatic rise in the number of orphans. According to the Bureau of Economic 

Research (2006), the number of orphans under the age of 15 will increase 

from the current approximately 250 000 to close to 1 million in 2005 and 2,5 

million in 2010. HIV prevalence among the total labour force is projected to 

reach 26% by 2015, while AlDS prevalence could rise to 4,4%. Semi- and 

unskilled workers are most susceptible to the epidemic. HIV infection rates 

for semi- and unskilled workers, as well as for skilled workers, are projected 

to peak above 25%. Even for the relatively less infected highly skilled labour 

force category HIV prevalence rates are projected to reach 18% by 2015. 

Furtherniore, the low une~iiployment rate for highly skilled labour implies, that 

there is a small "reserve pool" of highly skilled labour in South Africa. This 

means that it will become more difficult to replace a skilled worker in the event 

of an AlDS death than is the case with an unskilled worker. This then leaves 

a huge burden on the municipality in terms of scare or specialised skills 



replacement. Additional to this, there is a huge financial demand on 

municipalities to train newly appointed staff before they can become 

competent and effective replacements. In other words, the municipality has to 

provide resources (financial) to achieve the objectives of training and 

replacement. 

According to Ludidi (2006), the health-care industry will be severely affected 

by the devastating effects of the epidemic. The recent introduction of ARV 

treatment in public health-care centres, has meant that the health department 

should now be awarded a greater share of the budget in order to sustain 

rollout programs that have already started. This has, however, had a 

negative impact on the economy, as it meant that government now has to 

reduce the budget for other departments that are crucial in facilitating the 

economic growth of the country. The rise in AlDS patients who require 

hospital care meant, that the majority of public hospitals are clogged with 

AlDS patients, thus reducing effective health care for the public. 

Business analysts and economists alike argue, that it will become 

increasingly difficult for the government to keep up with the demands of 

social grants, particularly those necessitated by the high AlDS mortality rate 

(Moodley 2006). The one conclusion that can be reached is, that AlDS will 

not only plunder South Africa into an economic quandary, but will also result 

in the attrition of basic needs, due to channelling resources towards 

controlling its spread. 

4.1 2 CONCLUSION 

Despite many attempts at mitigating its impact on society and economic 

functionality, HIVIAIDS emerges, today, as one of the biggest challenges 

facing a local municipality. The sheer pace and impact with which the 

disease is felt across families, communities and in the workplace are 

overwhelming. 



The extension of the HIVIAIDS impact on economic productivity, social 

coherence and ability of local government to deliver basic services, especially 

to the poor and marginalized, continues to leave a devastating niark in its 

path. Inevitably, all other developmental and non-developmental issues are 

rapidly adding to the extent to which growth and development are being 

compromised across the whole municipality. 

Particular focus must be paid to .the irrlpact of the scourge on the municipal 

workforce and how this has severe implications for a productive municipality. 

As stated before, not only does the impact have negative implications for 

service delivery and economic development consequent to high levels of 

absenteeism, but also on institutional stability. 

The greater number of individuals and families living with and affected by 

HIVIAIDS, the greater the inability of municipal institutions to manage 

revenues appropriately and optimally. A municipality in general, is caught in a 

dilemma to provide services, on the one hand, and the responsibility to 

continue to do so in a sustainable way by strengthening its revenue collection 

capacity in the face of a declining ability to pay by those living with HIVIAIDS. 

The AIDS epidemic affects everyone, every family, every individual, every 

social institution and indeed every municipality, big or small. With infection 

rates still on the increase, municipalities must gear up to deal with the effects 

of HIVIAIDS so as to maintain high productivity and service delivery levels 

whilst avoiding discrimination of those infected or affected. Our response 

should not exclusively be of an AIDS-centric nature, but should focus on the 

threat that the epidemic holds for developmental local government and 

service delivery. 

HIVIAIDS pose one of the greatest challenges to development local 

government. The socio-economic impact of HIVIAIDS is already visible in the 



South African population, due especially to the economic impact of HIVIAIDS 

in business and the highest HIV prevalence per capita in the world, with an 

adult HIV prevalence rate of between 20% and 25% (Department of Social 

Development, 2004). 

The epidemic is robbing us of some of the best political leaders, managers 

and a great number of workers at all levels of local government. HIV-related 

absenteeism, loss of productivity and the cost of replacing workers lost to 

AIDS, threaten the municipality's ability to deliver services. It is clear that no 

one sector alone can make a significant inroad in the fight against the 

epidemic. A true and meaningful partnership involving all sectors, i.e. 

government and private, is essential to address the problem. Local 

government must realise that its very survival depends on how effectively it 

joins forces with other partners to tackle the problem. Since it is obvious from 

this chapter, that the impact of HIVIAIDS is felt in areas such as labour supply 

in terms of replacements, the health-and social-related costs, and service 

delivery, it becomes obligatory for the municipality to provide an excellent 

environment to implement a comprehensive HIVIAIDS programme and policy 

reform. 

South Africa today is faced with an AIDS epidemic of gigantic proportion that 

is characterised by increased morbidity and mortality, particularly amongst the 

economically active section of the population. If the impact of the epidemic is 

to be contained, all spheres of government, both the public and private 

sectors and civil society, need to acknowledge that no section of our 

community is immune to the epidemic. HIVIAIDS must, therefore, become 

everyone's business and we can not afford to adopt a "business-as-usual" 

approach (Foundation for Professional Development, 2006). 

The next chapter will highlight ,the number of programmes that have been 

developed to guide and facilitate various responses to HIVIAIDS and will 



focus on managenlent's response towards the impact of HIVIAIDS. It will 

also focus on the interventions and roles of all affected stakeholders. 



CHAPTER 5 

MANAGEMENT'S RESPONSE TO HIVIAIDS 

5.1 INTRODUCTION 

A local municipality's management as a supporting structure for HIV infected and 

affected employees and the community as a whole, carries the responsibility to 

take a pro-active approach to assist in combating and managing the HIVIAIDS 

pandemic. The impact on the social and economic circumstances of the infected 

and affected, tied to the cultural beliefs of the individual, consequently impacts on 

the work performance of the employee and in most instances lead to higher 

turnover figl-~res and a lack of skilled employees. Consequently, as the employee 

forms part of the community which the municipality serves, the impact stretches 

further and influences the community too. It is, therefore, imperative that 

management as the governing body, be involved in the creation of sustainable 

strategies that will assist not only employees affected by HIVIAIDS, but the entire 

community as well. 

Although municipalities have made significant progress in their responses to 

HIVIAIDS, some shortcomings and challenges have been identified. According to 

research done by the SA Cities Network (2005), shortcomings were identified. 

These shortcomings include the lack of capacity in local government structures; 

this is partly due to newly identified needs of local government, which go beyond 

the traditional role of municipalities. Secondly, there has been a lack of strategic 

planning around HIVIAIDS. Furthermore, local government's ability to deal with 

this pandemic, has been hampered by financial and technical constraints. 

Another related factor is, that a fully multi-sectoral approach is often retarded by 

an ovel-ly health sector-oriented program. 



5.2 MUNICIPAL INTEGRATED DEVELOPMENT PLAN (IDP) 

Local municipalities have not only a responsibility towards the employees, when 

dealing with HIVIAIDS, but also to the community it serves. The municipality's 

strategy, therefore, has to encompass comprehensive services and programmes 

suitable for both the employees, as well as considering the needs of the 

community. It is this researcher's opinion, that in order to overcome obstacles 

and challenges facing municipalities at employee and community levels, 

HIVIAIDS-management should be part of the performance management 

agreements of managers employed in all local government institutions, including 

those of municipalities, and that specific emphasis be placed on HIVIAIDS 

programs when the lntegrated Development Plan (IDP) for a local municipality is 

drafted. 

The compilation of the lntegrated Development Plan is an intensive interactive 

and participatory process, which requires the involvement of a number of 

stakeholders, including input from the community through the respective wards 

contained in a municipal jurisdiction. The IDP process provides guidance to all 

management and operational spheres of local government on service delivery, 

corporate management and stakeholder participation. It addresses the different 

role-players such as external service providers, the private sector, community 

and faith-based organisations (FBO's) and consultants. 

By incorporating HlVlAlDS into the IDP document, municipalities will be 

addressing related issues and problems such as a limited understanding of 

HIVIAIDS as a development and governance matter. The onus, therefore, lies 

with the municipality to provide a holistic HIVIAIDS health-care (wellness) 

program for all the relevant stakeholders. This can be achieved through providing 

public education on health care for HlVlAlDS and -rB; voluntary counselling and 

testing for HIV, support groups for people who test positive for HIV and primary 

health-care clinic services, which include diagnosis, assessment or 'staging' 



treatment of TB and other infections. The wellness can also include hospital 

admission as extremely necessary, including step-down beds for convalescence 

and TB and terminal care; specialised AIDS sections in large clinics and 

hospitals which also provide antiretroviral treatment (ART) and nutritional 

supplements for people with TB or Aids. DSD provides extra food, as necessary. 

Furtherniore, home-based care and TB treatment support services by no- 

government organisations (NGO's) in communities. 

Additionally, by including HIVIAIDS in the IDP document, management will have 

the necessary tools available to respond in a befitting manner to HIVIAIDS. 

According to SA Cities Network (2005) there are three approaches to facilitate 

the mainstreaming of HlVlAlDS into the IDP. They are the following. 

5.2.1 EVENT-CENTRED APPROACH 

This approach ensures a needs-driven, systematic planning of the 

mainstreaming processes within the municipality. 

Key elements of this approach include the following. 

Focused and consultative analysis of the current and future situation, on the 

development impacts of HIVIAIDS at the workplace. 

Participatory strategic discussions and decision-making by all internal and 

external stakeholders. 

A process of thorough and integrated planning with all role-players. 

Mainstreaming of targeted interventions and projects into the overall IDP 

activities and processes of the municipality. 

5.2.2 CONSULTATIVE OR PARTICIPATORY APPROACH 

This approach is based on the principles of inclusiveness and representation of 

all internal and external stakeholders in the mainstreaming of HlVlAlDS into the 



wellness of the municipality. The key elements of this approach include 

providing structured involvement and participation by all internal and external 

stakeholders in the mainstreaming process. It also includes providing selection 

criteria for stakeholder inclusion and monitoring the levels of participation during 

each step of mainstreaming. 

5.2.3 STRATEGIC APPROACH 

This focuses on the strategic planning, leadership and management of 

mainstreaming HIVIAIDS into the wellness of the municipality. This strategic 

approach involves prioritisi~g key or targeted mainstreanii~ig interventions in 

order to present a comprehensive and integrated approach to the management 

of the development impacts of HIVIAIDS on the municipal workplace. It also 

includes a directed and focused analysis of the current and future situation 

towards the mainstreaming process. This strategic approach focuses on 

conducting a gap analysis to identify strategic and targeted mainstreaming 

interventions. Identifying alternative mainstreaming processes and strategic 

options to sustain the mainstreaming of HIVIAIDS into the wellness of a 

municipality are also suggested in the approach. Emphasis also falls on strategic 

resource allocation so as to facilitate mainstreaming of HlVAlDS into the 

wellness of the municipal workplace through IDP activities and processes. 

By following these approaches, HIVIAIDS can be mainstreamed into the IDP and 

form part of a municipality's operational budgeting process. Management's 

response to the pandemic should focus not only on establishing structures to 

support and assist the infected and affected employees but also on 

accommodation of the community. This should be guided by implementing the 

following principles that should inform all HIVIAIDS responses. 



5.2.3.1 RESPONSIBILITY 

Every person, government institution, private enterprise and medium must be 

aware of his or her responsibility and must exercise it in an active and 

sustainable manner. 

5.2.3.2 ENGAGEMENT 

Every person is affected, directly or indirectly, and therefore, should respond with 

commitment, concern, courage and hope for the future. 

5.2.3.3 PARTNERSHIP AND CONSENSUS-BUILDING 

All persons, couples, families, communities and nations must work together with 

compassion to build and share a common vision. These partnership must be 

reflect and actively promote solidarity, inclusion, integration, dialogue, 

participation and harmony. 

5.2.3.4 EMPOWERMENT 

The empowerment of every person, but particularly of the poor, the uneducated 

and children, is essential and must guide all actions. Empowerment requires 

recognition of the right to knowledge, information and technology, freedom of 

choice and econon-~ic opportunity. 

5.2.3.5 NON-DISCRIMINATION 

Every person directly affected by the pandemic, should remain an integral part of 

his or her community, with the right of equal access to work, housing, education 



and social services, with the right to marry, with freedom of movement, belief and 

association, with the right to counselling, care and ,treatment, justice and equity. 

5.2.3.6 CONFIDENTIALITY AND PRIVACY 

Every person directly affected by the pandemic, has the right to confidentiality 

and privacy. It can be breached only in exceptional circumstances. 

5.2.3.7 ADAPTATION 

Every person and community should accept change and adapt to social and 

cultural conditions in relation of new challenges of the pandemic in order to 

respond effectively. 

5.2.3.8 SENSITIVITY IN LANGUAGE 

Language should uphold human dignity, reflect inclusion, and be gender- 

sensitive, accurate and understandable. 

5.2.3.9 ETHICS IN RESEARCH 

The interests of research subjects or communities should be paramount. 

Research should be based on free and informed consent, be non-obtrusive and 

non-coercive, while the result should be made available to the community for 

timely and appropriate action. 

5.2.3.10 PROHIBI'I'ION OF MANDATORY HIV TESTING 

HIV testing without informed consent, should be prohibited. HIV testing should 

also not be a prerequisite for access to work, travel or other services. 



5.3 FOCUSING ON EMPLOYEES 

Awareness campaigns aimed at education as well as training interventions based 

on the needs identified from employees, should be management's focal point 

within the municipal workplace structure. This is achievable through strategies 

available to assist management. According to Mashego (2006), these strategies 

will assist management with the implenientation of a functioning HIVIAIDS 

workplace wellness program. These strategies would include the following. 

Risk-profiling of council 

Impact assessment 

HIVIAIDS policy 

Succession planning 

Commitment to the established HIVIAIDS workplace program instituted by 

the local municipality. 

5.3.1 RISK-PROFILING OF COUNCIL 

It is important to do an evaluative analysis before embarking on an intervention 

method when it comes to combating HIVIAIDS in the workplace. Management 

need to identify the actual risk to employees. This means, that management 

should ascertain where to focus time, resources and money. This strategy 

coincides with the impact assessment strategy, as it identifies the means for the 

assessment. The best approach when performing a risk-profiling exercise, is to 

have anonymous testing done for the total staff component, this will provide 

management with statistical evidence as to what the need of the employees are 

albeit awareness, prevention or management of the illness. This will assist 

management in formulating programs and training interventions, of which the 

impact can be empirically assessed. It will also allow management to set 

measurable and achievable outcomes. 



5.3.2 IMPACT ASSESSNIENT 

Municipalities should contextualise the statistical impact of the pandemic in order 

to assess the potential risk to a sustainable developmental local municipality and 

governance. The statistical data provide information as to the impact of HIVIAIDS 

on mortality, as HIVIAIDS kills mainly young adults in the economically active 

age group. It also provides information on the impact of HIVIAIDS on infant and 

child mortality, primarily as a result of transmission from infected mothers to their 

children. The impact of HlVlAlDS on fertility, with declines attributed to infected 

women dying before they reach the end of their childbearing age as well as to 

physiological factors associated with HIV disease, is also provided. The irr~pact of 

HIVIAIDS on life expectancy, which is affected by the deaths of children and 

young adults and the impact of HIVIAIDS on population size and growth, which is 

linked to changes in dependency ratios: the ratios of, among others, the non- 

working age population to the working population. The skewed dependency 

ratios relate particularly to increasing numbers of elderly people who will require 

care and support. The impact on the number of orphans is also provided for by 

statistics. 

5.3.+3 HlVlAlDS POLICY 

Management should compile and implement an HlVlAlDS policy that will inform 

and assist all stakeholders as to the rights of infected employees, amongst 

others. The policy should also make provision as to the available treatment 

programs, including beneficiaries en.titled to this treatment. It should further 

provide clear guidelines as to supporting structures available to infected and 

affected employees. This will create an acceptable environment whereby 

employees feel free to test (to know their status), knowing that there is a support 

structure in place when they test positive. This policy has to be communicated 

and understood by management, employees and the community alike. 



The following recomniended activities can be followed pertaining to the 

irrlplementation of an HIVIAIDS policy when dealing with stigmatisation, but can 

also be globally applied to touch on all aspects associated with HIV such as 

support programs, awareness campaigns, procedures for disclosing, etc. 

Conduct an HIVIAIDS policy analysis. 

The policy analysis should focus specifically on the extent to which they 

address the HIVIAIDS stigma. The analysis should also assess whether 

policies either produce or reinforce the HIVIAIDS stigma. Once this has been 

conducted, policies should be amended or sections should be added to the 

existing policies in order to address the HIVIAIDS stigma. 

Inform errlployees of HIVIAIDS stigma-mitigation policies. 

The policy relating to stigma should be brought to life through presentations, 

roadshows and workshops. Employees need to be aware of the policies in 

place in order to allow them to feel supported and in order to understand the 

consequences of discriminatory behaviour. 

Mainstream HIVIAIDS stigma-mitigation policies. 

Provision should be made in the HIVIAIDS policy to provide for stigmatisation 

factors and should be included in, for example, the content of communication 

strategies and strategic plans. This will ensure that stigmatisation is taken 

seriously and is addressed within the workplace. 

Monitor the implementation of policies. 

All HIVIAIDS policies should be monitored in order for the policy to be 

effectively implemented and not just contained in paper. This will ensure 

policy credibility. 

5.3.4. SUCCESSION PLANNING 

Due to overtly active mortality rates associated with HIVIAIDS, turnover figures 

increase drastically. Turnover is defined by Robbins (2003) as the voluntary or 

involuntary withdrawal from an organisation. In the instance of HIVIAIDS, the 

involuntary withdrawal creates a shortage of skilled employees. This gap 



enforces a strain on management to keep up service delivery and finding suitable 

employees with the necessary skills to fill the void. Consequently, the result is 

under-skilled employees performing duties that require specific skills or 

qualifications, which then ultimately results in increased complaints and an 

overall decrease in service delivery. This impacts drastically on business costs. 

Specifically, according to SA Cities Network (2005) on recruitment, training; the 

more sk~lled and unskilled employees lost due to HIVIAIDS, the more time and 

money to spend on recruiting and training new staff. Another challenge will be to 

deal with higher pension fund and insurance premiums; the more employees that 

are lost due to HIVIAIDS, the more likely premiums will increase. There will also 

be in an increase in administration; as more employees become affected by or 

infected with HIV, the greater the administrative work. Finally, medical care will 

also be impacted as the infection of more employees will result in the increase in 

an organisation's medical aid premiums. 

It is, therefore, management's responsibility to do the necessary succession 

planning and to put in place structures which will reduce costs to the company. 

Management should ensure that coaching and mentoring programs are 

implemented so as to constantly have a pool of multi-skilled err~ployees at hand 

to fill the void created by HIVIAIDS. 

5.3.5 COMMITMENT TO PROGRAM 

In order for these strategies to be implemented effectively, tlie groundwork 

should be in place and susceptible to accommodate employees' needs. It should 

be management's prerogative to be committed to the program and to put in place 

structures which will assist not only at the managerial level but also the worker 

level. It is, therefore, recommended by Mashego (2006), that management 

establishes a functioning workplace program in order to assist in the 

implementation of these strategies. 



The workplace program should be implemented and run by a workplace 

committee. The committee should be representative of the workforce. These 

have to consist of committed employees, who are willing to discuss and educate 

fellow employees around issues of HIVIAIDS. The representatives should further 

be in a position to provide information as to what the needs amongst employees 

are. This will enable management to streamline HIVIAIDS programs according to 

those actual needs, which will result in productive and positive outcomes of the 

HIVIAIDS program. The core function of the workplace committee will be to 

ensure that the three fundamental cornerstones of an HIVIAIDS program, namely 

prevention, care and non-discrimination, are enforced through conducting 

training, educating employees about stigmas, and removing false beliefs 

pertaining to HIVIAIDS. Notwithstanding the above, the workplace committee 

should also focus its attention on the creation of awareness campaigns, 

promotion of voluntary counselling and testing (VCT) and the promotion, the use 

and the distribution of condoms. 

These strategies should be implemented to build and enforce the good work that 

municipalities are already involved in, it is important for workplace committees to 

develop detailed, sustainable plans to sustain interventions over the next few 

years. Such plans can provide a focus for better coordination at the municipal 

level. 

5.4 FOCUSING ON THE COMMUNITY 

Giving special attention to the community, mur~icipalities will have to incorporate 

a multisectoral approach which provides the community with services needed to 

manage the pandemic. According to SA Cities Network (2005) the multisectoral 

Aids response must incorporate HIV prevention, health-care for Aids, children's 

services and access to poverty alleviation interventions. It also has links to other 

cross cutting strategies for children, youth, women and poverty alleviation. 

Furthermore, this must co-ordinate .the efforts of civil society and government 



through local Aids Councils, Aids Corr~mittees and Aids Forums linked into 

existing structures, including mayoral committees and ward committees. 

The writer concurs with the Gauteng AIDS Programme, which stipulates the 

following services to be provided by local municipalities, in variances based on 

budget and operational constraints. 

5.4.1 SOCIAL MOBILISA'TION AND COlVlMUNlCATlON 

Advertising through radio and newspapers 

Supply of pamphlets, posters and stickers to the public 

Creating awareness through organisations of civil society and media 

partners 

5.4.2 EDUCATION FOR BEHAVIOUR CHANGE 

Behaviour change addresses HIV prevention, health care and social support 

for affected families and children 

The life skills curriculum and Aids projects in most schools 

NGO peer education programmes in special risk settings, including all 

hostels, prisons, sex workers, and many informal settlements 

Educational drama 

Workplace education in the public and private sectors 

Other educational activities, including youth 

Mass education door to door by trained volunteers. 

5.4.3 HEALTH SERVICES FOR PREVENTION 

Mass supply of free male condoms 

Supply of female condoms to women at high risk 

All clinics to treat sexually .transmitted infections 



Ante natal clinics to provide the services to reduce HIV infections in new- 

born babies 

Clinics to provide voluntary testing with counselling 

All clinics specialising in the care of rape survivors to provide preventative 

treatment with antiretrovirals 

Clinic services are to be free and accessible to all South African citizens, 

indiscriminately. 

5.4.4 COMPREHENSIVE HEALTH-CARE 

Clinics to provide the voluntary counselling and testing service 

NGO support groups for people infected with HIV 

All clinics within the municipality to provide diagnosis and treatment for 

common infections, including TB 

Some clinics should assess the stage of HIV infection or Aids 'illness: a 

doctor's assessment, including a CD4 blood test 

Special clinics to provide Aids care, including anti-retroviral treatment 

NGO's to provide home-based care for people who are too ill to get to the 

clinic 

Clinic services to be free for all indigent people. 

5.4.5 CHILDREN'S SERVICES 

Children affected by Aids, should access the services provided for all 

children in need 

Social workers should deal with children who are abused, abandoned or 

neglected, and place them in foster families, adoption or children's homes 

Local NGO's should provide services for children in need 

Child carers from NGO's ought to visit children at home 

Drop-in centres caters for children after school 



Free schooling for children with food and uniforms for the poorest 

Child support and foster care grants 

5.4.6 POVERTY RELIEF MEASURES 

o Aids-affected families should access the services provided for all poor 

households 

Subsidised services: housing, water, electricity and refuse removal 

Free health-care at clinics 

NGO services for children in the home and home-based care should be free 

Social grants: old age, disability (for people who are really sick with Aids), 

child support and foster care grants should be availed. 

Donations by families, neighbours, community organisations and 

businesses: volunteer services, food, clothing, school items etc, should be 

encouraged. 

Help with growing food in food gardens. 

Both employee and cor~mur~ity programmes can be successful only if the 

groundwork is set in place to sustain future projects and build on already 

established programs. 

5.5 STRATEGIC PLANNING 

The following sub-headings will focus on the strategic approach that the 

mur~icipality should institute in its attempt to address the eradication of the 

HIVIAIDS epidemic. 



5.5.1 MANAGEMENT'S RESPONSIBILITY 

The potential for local governments to make a contribution varies. Some 

interventions .fall directly within the municipality's mandate, i.e. free basic 

services. Some interventions car1 be undertaken only in partnership with CSO's. 

Some interventions require liaising with provincial and national government and 

"making a case" with the relevant sphere of government. Some interventions 

arise from the potential for co-operation with the private sector and donors. It is 

probable that most interventions require some combination of the above. SA 

Cities Network (2006) presents six areas of intervention which has to coincide in 

order to ensure that wellness programs, specifically H IVlAlDS programs are 

implemented and sustained successflllly. This includes the following. 

5.5.1 .I LEADERSHIP 

Leadership from mayors and councillors, and from senior management, is 

necessary and indeed for different reasons. Political leadership is critical to 

shaping policy, influencing attitudes, doing away wi.th stigma, mobilising human 

resources and finances, and ensuring a sense of urgency. Leadership from 

senior management is critical if HlVlAlDS is to be mainstreamed in planning and 

given effect in practice. Obtaining the participation of community leaders and the 

private sector, is also essential for strategic direction, planning, the generation of 

resources and the implementation of many programmes. A key role is to be 

played by leaders representing institutions such as churches, trade unions, 

business associations and sport and cultural bodies. 

According to lnsideout Research (2003), there exists an erosion of employees' 

confidence in management's leadership and its effective HlVlAlDS management. 

Employees are of the opinion, that senior management is merely interested in 

keeping up appearances, as opposed to trying to effectively implement genuine 

change. Furthermore, it is reported that senior management rarely support 



employees living with HIVIAIDS and as a result, employees express a generalist 

sense of alienation from senior management. 

It is the researcher's opinion, that the above-mentioned perceptions could result 

from the following. 

Insufficient support and commitment from senior managers to HIVIAIDS 

issues. 

A perceived ignorance and lack of interest in HIVIAIDS issues from senior 

management. 

The responsibility of management on the HIVIAIDS strategy, is often shifted 

to Human Resources, with limited involvement from other units contained in 

the municipality. 

Insufficient communication between HIVIAIDS coordinators and senior 

management. 

Other research provides the following interventions that could assist 

management to be effective and pro-active in its fight against HIVIAIDS. 

Educational programmes 

This intervention will include programmes such as peer education, distribution 

of HIVIAIDS pamphlets and posters. Hosting educational programmes based 

on employee needs, will be an added advantage, as management will 

address issues directly linked to the need of employees. 

Awareness programmes 

Creating awareness is one of the most effective ways to tackle HIVIAIDS. 

This not only visualises the disease but keeps the disease on employees' lips. 

There are a number of other interventions 'that can be used to create 

awareness, such as promotional items (t-shirts, stationary, red ribbon badges, 



etc). On a personal level, management can make use of external people 

living with HIVIAIDS (PLHA), to host discussions, or give information through 

to employees. PLHA can also be used as effective spokespersons for 

stigma-mitigation. 

Counselling services 

Management should establish voluntary counselling and testing programmes 

available to employees who wish to know their status, thus obtaining 

information from employees as to whom they will feel comfortable with. To 

test them, will ensure the success of such programmes. In some instances 

employees feel that confidentiality is compromised when health-workers from 

municipal clinics perform the voluntary counselling and testing. 

Prevention programmes 

The aim of prevention programmes should be specific e.g. condom 

distribution. Prevention programs can also be used to sensitise employees 

through making use of slogans such as 'Condomise', 'Know your HIV status' 

and 'HIVIAIDS kills1. What is more important however, is that management 

should move away from only providing information and condom distribution. It 

should focus its attention on addressing stigma. interventions should rather 

focus on changing attitudes related to the HIVIAIDS stigma, such as racism, 

sexism and classism. 

Support groups 

Establishing support groups will not only motivate employees to openly 

discuss their HIV status, but will also assist management in the fight against 

HIVIAIDS. Support groups should be aimed at employees living with 

HIVIAIDS, but also include those employees affected by the disease. 



Leadership should be orientated especially to the needs of vulnerable groups. In 

this respect it is important to note that while foster-care prograrrlmes are 

essential for the relief of poverty, so too are advocacy and legal aid organisations 

that seek to reverse gender inequality and to protect the rights and well-being of 

all affected by discrimination, stigma and violence. In this respect, it should be 

accepted that these institutions should not bear the primary responsibility for 

services that local government should provide and that their role includes 

monitoring government performance and ensuring that officials and elected 

political leaders are held accountable for fulfilling their mandates. 

5.5.1.2 PLANNING 

It has already been noted, that municipalities lack prevalence data for areas in 

their jurisdiction, such as informal settlements and that they especially lack data 

regarding household impacts and the form of household reconfiguration. This 

lack of data is a serious obstacle to effective planning and implementation. 

Any proposal regarding what local governments might do in respect of HIVIAIDS 

and poverty, would be incomplete without recommending that local governments 

mainstream mitigating the impact of HIVIAIDS on poverty, issues in their IDP's. 

5.5.1.3 SOCIAL CAPITAL 

Social capital was earlier described as compromising shared attitudes, norms, 

values and relationships of trust, comprising CSO1s and FBO's that promote the 

interests of prevention, care and support and mitigating the impact of poverty. 



5.5.1.4 HEALTH 

Local government primary health clinics must provide sustainable and essential 

prevention services, for example in the treatment of sexually transmitted 

diseases, and in the provision of antiretroviral drugs. Local government again can 

enhance the health of individuals and make a contribution to the prevention of 

HIV and opportunistic infections and also provide care through the delivery of 

housing and services, drawing from the housing subsidy, the municipal 

infrastructure grant and the equitable share subsidy for this purpose. Local 

government again can seek to enhance the health of individuals and people 

livirlg with HIVIAIDS through ensuring a nutritious diet. Food parcels are provided 

on an emergency basis by the provincial social development department. 

5.5.1.5 INCOME SUPPORT 

It is undoubtedly the case, that the forenlost need of people living with HIVIAIDS, 

and arising from the death of a11 income-earning adult, is dependency and 

money. Local governments have it within their capacity to provide income 

support indirectly through free basic services, paupers' funerals, economic 

development programmes and seeking out national programmes such as the 

Extended Public Works Programmes (EPWP1s). 

5.5.1.6 HOUSING & SERVICES 

There will be a need for municipalities to provide housing subsidies, for those 

families affected by the pandemic. There will also be a need to provide free basic 

services while prioritising informal settlements and run-down areas. 

Municipalities will also have to look at the issue of protection of property rights 

and creating sustainable communities. An additional set of interventions pertain 

to the ability of local governments to use housing services pro-actively for 

prevention and care purposes. It is possible to use housing and services to- 



prevent HIV infection, 

prevent opportunistic infections, 

lengthen the period between HIV infection and the onset of "full-blown" AIDS 

and death, 

provide care, and 

reduce the disruptive influence of illness and death on household cohesion 

and development prospects. 

Other key responsibilities associated with management's response to the 

pandemic, are the following assignments namely to- 

e establish multi-level structures and partnerships responsible for all ; 

aspects of the workplace HIVIAIDS response. 

show leadership and commitment to managing HIVIAIDS.; 

develop a workplace H IVIAIDS policy; 

conduct risk assessments; 

conduct planning for HIVIAIDS programmes, integrating this into 

departmental strategic planning; 

review human resource policies and processes; 

conduct HR planning and management, linked to maintaining and 

enhancing service delivery; 

manage employee benefits; 

budget for the cost of HIVIAIDS programmes; 

oversee and monitor departmental HIVIAIDS programmes; 

show a commitment to addressing HIVIAIDS in the workplace, through 

taking a strong stand on unfair discrimination in relation to HIVIAIDS; 

developing non-discriminatory workplace HIVIAIDS policies and setting 

aside resources (both financially and human) for their implementation; 

assist in creating a climate of non-discrimination by ensuring that 

employees with HIVIAIDS are given the necessary acceptance and 

support, and by dealing fairly with HIV-related discrimination and disputes. 



Management has to encourage individual employees to respond to the pandemic 

through participating in awareness, education and training opportunities, 

confronting and addressing their own underlying fears and prejudices, and 

making their needs known. 

The key responsibilities that fall on social partners (community) to respond to the 

pandemic, are to enter into collaborative partnerships with government 

departments and key non-governmental agencies in order to share information 

and expertise on HIVIAIDS and unfair discrimination. 

President 'rhabo Nlbeki states as follows. 

"The power to defeat the spread of HIV/AIDS lies in our partnership - 
as youth, as women and men, as business people, as workers, as 

religious people, as parents and teachers, as students , as farmers 

and farm workers, as the unemployed and the professionals, as the 

rich and the poor - in fact all of us. Today we join hands in the 

partnerships against HIV/AIDS, united in our resolve to save the 

nations. As partners against AIDS, together we pledge to spread the 

message. As partners against Aids we pledge to care. As partners 

against AlDS we pledge to pool our resources and to commit our 

brain power. Together, as partners against AlDS we can and shall 

win" (Department of Labour, 2002). 

The strategies mentioned are contained in four elements, which have to coincide 

and function together in order to make management's approach to HIV/AIDS 

successful. These elements inform and underpin the holistic approach to 

HIVIAIDS. These elements could be seen as the groundwork and include the 

following. 

Planning 

Labour law & HIVIAIDS 



Workplace policy and program, and 

Institutional audit. 

Planning 

According to Mashego (2006), a three-phase planning process is recommended 

in order to ensure optimal HIVIAIDS policies and programs. 

Phase One ldentify factors related to HIVIAIDS (Information gathering) 

The planning phase entails identifying factors which result in HIV infection; simply 

put, to break down the pandemic into its social, economic and cultural context. 

This is achieved, by identifying what is known and not known about the illness 

and what information is needed to create programs and policies. 

Phase Two ldentify obstacles and opportunities 

This phase focuses on the organisation at both worker level and management 

level. At the worker level, it identifies obstacles and opportunities relating to the 

context within which employees work and also the resources employees have 

access to. At the management level, it focuses on the obstacles and 

opportunities such as education and awareness of employees, health care, social 

development and impact analysis. 

Phase Three prioritise and roll-out plan 

The third phase of the planning element identifies priorities, so as to combine all 

the information contained in the phases one and two, into a draft roll-out plan for 

action. This approach has to be realistic, exploit inherent resources, and should 

receive support from both management and stakeholders. The action plan should 



encompass the three cornerstones of an effective response to HlVlAlDS namely, 

prevention, care and non-discrimination 

5i5.1.7 LABOUR LAW & HlVlAlDS 

The South African Constitution (Act 108 of 1996) is the supreme law of the 

country and all other laws must comply with the constitutional provisions. The Bill 

of Rights within the constitution, sets out a number of provisions which protect 

the rights of employees. As a result, the government has within the last five years 

amended certain laws and introduced a number of new pieces of legislation in 

order to ensure that our labour laws are consistent with the constitution. Currently 

there are five key pieces of labour legislation in S o ~ ~ t h  Africa, which include the 

following. 

The Employment Equity Act, No. 55 of 1998 

The Labour Relations Act, No 66 of 1995: 

The Occupational Health & Safety Act, No. 85 of 1993 

The Compensation for Occupational Injuries and Diseases Act, No. 130 of 

1993 

The Basic Conditions of Employment Act, No. 75 of 1997 

Although the Employment Equity Act is the only legislation which specifically 

refers to HIVIAIDS, all other mentioned pieces of legislation make provision 

which has relevance to HIVIAIDS. The Employment Equity Act has two clauses, 

which specifically refer to HIVIAIDS, viz- 

A prohibition on unfair discrimination based on "HIV status" 

A prohibition on forced HIV testing without Labour Court authorisation 

Management should be aware of the relevant legislation pertaining to HIVIAIDS 

and further ensure that the council complies with the country's labour legislation. 



5.5.1.8 WORKPLACE POLICY & PROGRAM 

HlVlAlDS principles should be integrated into all aspects of municipal HlVlAlDS 

policies and programs. They need to be more than simply written principles. They 

must become guidelines and considerations for all actions taken by 

municipalities' management (SA Cities Network, 2005). Based on this, it is 

important to integrate HIVIAIDS into the IDP process. 

Figure 9 indicates how to integrate the policy and program. 

Figure 9: Integration of HIV policy into IDP 

I IDP I 

Source: SA Cities Network, 2005 

The working principles contained in the IDP and HlVlAlDS policies, determine 

,the work of .the HIVIAIDS committee. These principles should be reflected in the 

HIVIAIDS policy and should also be integrated into all planning undertaken by 

staff, with roles and responsibilities in respect of the workplace HlVlAlDS 

response. It is further noted, that the principles should reflect in the HlVlAlDS 

related partnerships; they must also be communicated to all relevant 



stakeholders in the municipality, and t-he application of the principles should be 

continuously monitored. 

In the workplace the HlVlAlDS policy should define an organisation's position 

and also set a foundation for the HlVlAlDS program. This policy should also 

provide a framework for consistency of practice, while expressing standards of 

behaviour expected of employees, supervisors and management. Furthermore, 

the policy should set standards for communication about HIVIAIDS and also 

inform employees as to the form of assistance available, while ensuring 

consistency with the goverrlnient and international statutes. 

Mashego (2006), gives an outline of what benefits a comprehensive workplace 

program has in store if implemented and managed effectively. It is important to 

note, that the workplace program should relate to both prevention and 

carelsupport activities, including the following. 

Awareness-raising activities such as displays, distribution of pamphlets, 

industrial theatre events, etc. 

Peer education activities such as group discussions on a range of topics, 

such as risk reduction. 

Condom promotion and distribution. 

The promotion of voluntary testing and counselling either as an on-site 

service or as a referral to a service in the community. 

Optimal management of sexually transmitted diseases (STD's), again as part 

of a workplace health-service or in the community. 

An infection control programme, specifically focusing on health-care 

providers and first aid. 

A wellness program for infected employees consisting of "positive living" 

elements and medical management. 

The researcher is of the opinion, that management finds that there are an ever- 

increasing number of social burdens being placed on them. Although the law 



does not require an employer to develop a workplace AIDS policy and program, 

to do so makes good business sense and makes for good labour relations. It 

provides a clear message to the workforce that the employer is committed to 

social issues, and promoting information to the employees regarding protection 

against possible infection. It further provides management with an opportunity to 

plan for the impact of HIVIAIDS, and it allows for the minimising of the impact of 

the pandemic (Mashego, 2006). The reason why HIVIAIDS should not be omitted 

from the IDP document, is for municipalities to have a picture of the overall 

irr~pact or magnitude of the pandemic. 

5.6 CONCLUSION 

These strategies and elements, including emulating Uganda's success story 

towards HIVIAIDS, should assist the municipality and the government in defining 

a successful programmatic response to the pandemic. It will also, through an 

institutional audit, provide statistical evidence of the impact planned interventions 

have on employees and the municipality as a whole. By enforcing these 

strategies and guidelines, management will be able to effectively control and 

manage HIVIAIDS within the workplace and the community at large. 

It is therefore imperative to closely heed President Mbeki's words as on p149. 

The holistic approach seems to be the best, if not the only approach that can be 

embarked upon to challenge the scourge of this dreaded pandemic. 

The next chapter will focus on the critical analysis, including shortcomings by all 

stakeholders and recommendations towards an improved strategy to combat 

HIVIAIDS within a municipality. 



CHAPTER 6 

CRITICAL ANALYSIS 

The main focus of this study was to evaluate the impact of HIVIAIDS on a local 

municipality. It gives an overview of comprehensive, scientifically researched 

information as to the history and origin of HIVIAIDS, the progression thereof, the 

current HIVIAIDS status within the South African Development Community 

(SADC) region, the epideniic in South Africa, knowledge, acceptance and 

perceptions of employees and members of the community, the impact of 

HIVIAIDS on the municipality's resources, focusing mainly on production and 

service delivery and finally, management's response towards HIVIAIDS in the 

workplace. 

The HIVIAIDS pandemic has impacted astronomically on life in both the 

community and the workplace. Statistical evidence provides proof, that tlie battle 

against HIVIAIDS is still a losing one. Concurrent with this statement, it seems as 

if most managers in both the public and private sectors still lack commitment to 

assist and fight this genocide monster. Fact remains, that HIVIAIDS is a subject 

discussed globally and yet it seems that in the face of what we know - what has 

been described, and discussed excessively in the past and the present - 
interventions, programmes, and treatment aimed at HIVIAIDS prevention and 

management are still failing, not only at a local level, but also globally. It is 

estimated that over 60 million people worldwide have lived with HIVIAIDS over 

the last 15 years and over 20 million of these have died (Shisana & Simbayi, 

2002). At the beginning of 2003, the infection rate in the world stood at 43 million 

and 25 million of ,these cases were in Sub-Saharan Africa (World Health 

Organisation, 2004). Globally Sub-Saharan Africa has been the hardest hit 

region with the South African Development Community (SADC) being home to 



over 24 million AlDS sufferers (UIVAIDS Report, 2004). South Africa has a global 

reputation of being the one country in the world with the highest number of 

people living with HIVIAIDS (HSRC, 2005). Today 5 million South Africans are 

HIV positive and 1 nlillion die every year due to AlDS (Statistics South Africa, 

2006). These shocking figures tell a story which can not go unnoticed, a story 

that carries a message of death, a story that can be ignored only to the detriment 

of the whole community. It is, therefore, befitting for the researcher to question 

the level of political leadership support and commitment towards HIVIAIDS. It is a 

known fact that both the positions of President Thabo Mbeki and the Minister of 

Health, Manto Msimang Tshabalala towards HIVIAIDS, is disgusting to say the 

least, this is confirmed by the recent comment made by the special envoy to 

Africa from the United Nations in their statement of government's response to 

HIVIAIDS as being "lethargic" (News24, 2006). 

The history of HIVIAIDS in South Africa has been characterised by a lack of 

political leadership, incoherent s.trategies, a lack of proper policies and an 

inconsistent provision of treatment for those who are infected. In 2001, the 

president of the country, with his dissident advisors questioned the link between 

'HIV' and 'AIDS'. It was argued, that a virus can not cause a syndrome and that 

there had to be alternatives for the body to acquire AIDS. Up to this day they 

have never come up with such an alternative to the internationally known one, 

which is HIV. It must be emphasised, that their view was futile and created 

confusion amorrgst the majority of South Africans. The insistence by the 

president that there has to be a casual link between poverty and AIDS, made 

people more confused about the real cause of AIDS. This is despite poverty not 

being scientifically proven to have a direct casual link with HIVIAIDS transmission 

(Aids Foundation; South Africa, 2004). 

The national minister of health has not implemented coherent strategies 

regarding the prevention, treatment and management of HIVIAIDS in South 

Africa. To add insult to injury, the ministry of health, in its attempt to reduce HIV 



infections with 50% by 201 1, is planning to legalise prostitution, as contained in 

the recommendations of the National HIVIAIDS plan. The ministry's argument is 

lead by the fact, that the criminalisation of sex workers is seen as a hindrance to 

curbing the epidemic. The plan revealed that a number of high-risk groups 

including sex workers, continue to face legal barriers to accessing HIV prevention 

and treatment services because of the criminalisation of their activity. 

Furthermore, the plan recommends that the laws criminalising prostitution should 

be amended so as to ensure non-discrimination and harm-reduction in sex 

workers (Njwabane, 2007). This is despite research proving that prostitution is 

one of the highest modes of the spread of this virus and the fact that women are 

financially dependent on men. One only hopes that sanity will preva~l and 

morality will rule and we will never see the ranks of casual sex workers swelling 

in numbers, because of legalisation of prostitution, which to others might mean 

legalising the spread of HIVIAIDS. 

According to UNAIDSNVHO (2004) HIV prevalence of approximately 15% has 

been detected among sex workers in Ekatarinaburg and 14% in Moscow. 

However, one of the most detailed studies to date was conducted in St 

Petersburg, where 81% of surveyed sex workers said they injected drugs (mostly 

heroin) at least once a day and, of these 65% had used non-sterile injecting 

equipment. Almost all the women said they used a condom the last time they 

sold sex and their HIV awareness ranked high. But when tested, 48% of them 

were HIV positive. Clearly, injecting drugs was the major risk factor. The study 

suggests that the chances of being infected with HIV were highest for those 

women who had the largest number of commercial sex partners. This could 

mean that the women most likely to be infected, were those with heavier injecting 

drug habits - they therefore tended to sell more sex in order to subsidise their 

drug needs. It is clear that combined with other factors, such as drug use, women 

who sell sex are at the highest risk of becomirlg HIV-infected. The same concept 

of commercialisation of sex workers also failed in Russia. Therefore, one would 



be naive to think that legalising prostitution will succeed in reducing HIVIAIDS 

prevalence in South Africa. 

Social grants -that the government have availed to the HIV infected, have created 

a perception within the community that a person will be remunerated for being 

HIV-positive and could possibly influence voluntary infection. Many unemployed 

people who are in need of money might, possibly, be tempted to use this 

opportunity to become infected. 

There are few lessons from e.g. Uganda, that South Africa must emulate if it 

wishes to turn the tide against the HIVIAIDS pandemic. 

Firstly, South Africa must establish a nexus between education and social 

networks that govern and inform people's behaviours. 

Secondly, HIVIAIDS should be seen as a behavioural and biomedical 

problem that needs a combination of solutions from the two fields in order to 

be overcome. 

Thirdly, a communication network must be established to address the social 

aspect of HIV prevention. 

Finally, there must be cooperation between government officials, religious 

leaders, civic organisations, medical fraternity, non-governmental 

organisations, including faith-based organisations, and all other relevant 

stakeholders. 

Tallis (2002) reiterates, that there remains a great responsibility on leaders in 

government, business and civil society to move beyond declarations to detail and 

that the response to HIVIAIDS in Southern Africa is a test of Africa's commitment 

to its own renaissance - the solution therefore, lies with the individuals affected 

and infected to make a difference in the current HIVIAIDS pandemic. This can be 

applied to the local municipal structure, in that the municipality, as well as the 

community, has to form a united front to transform the HIV disaster into an 

opportunity to prosper. 



6.2 AIDS PATTERN 

In order to critically analyse what was done in the past, as well as what needs to 

be done towards the future, one must reflect on the factors contributing to the 

emergiqg pattern of HIVIAIDS in South Africa as a country. From this, reasons 

and shortcomings can be exploited. Besides one is able to derive a sustainable 

way forward by addressing challenges so as to finally have an established, 

functioning strategy to fight HIVIAIDS at the local municipal level. Based on the 

information contained below, local municipalities can assess what they are 

currently doing, as well as come up with future programmes. According to Gilbert 

& Walker (2002), the following have influenced the pattern and severity of the 

HIVIAIDS pandemic in South Africa. 

Established epidemics of other sexually transmitted diseases 

Disrupted family and communal life, due in part to "apartheid", migrant labour 

patterns and high levels of poverty in the region 

A good transport infrastructure and high mobility, allowing for rapid 

movement of the virus into new communities 

Resistance to the use of condoms, based on social and cultural norms; 

The low status of women in society and within relationships 

Social norms that accept or encourage high numbers of sexual partners, 

especially among men 

Parallel norms that frown upon open discussions of sexual matters, including 

sex education for children and teenagers 

The high rate of infection in the general population, while the percentage of 

HIV-positive women are greater than that of men 

An additional unique feature, is the onset of infection for young women; this 

demonstrates the need to focus the attention on young African women. 

Further to this, it appears that there exists a relationship between low income, 

high unemployment and poor education with regard to HIV infection. In all of 

these dimensions women emerge as the worst-off. Poverty has been singled out 



as the main culprit responsible for the spread of HIVIAIDS in South Africa. In 

addition to poverty, social inequalities within the dispensation of provinces within 

South Africa, also contribute to an increased number of infections (Department of 

Social Development, 2004). Tallis (2002) supports this view and adds that 

HIVIAIDS exposes inequalities, and adds that in conjunction with social 

inequalities, there exists gender inequality too. 

Geographical locations have been identified as one of the categories of 

inequalities. Following the new political dispensation, South Africa has been 

divided into nine provinces with the aini of redressing some of the past 

inequalities and facilitating smoother administration and governance. However, 

the reality is, that there are striking inequalities between the provinces on various 

levels (Gilbert & Walker, 2002). 

Racial corr~position varies greatly between the nine provinces of South Africa; 

this is of particular significance, due to the confluence of class and race in part 

because of the legacy of "apartheid1'. It also acquires additional significance once 

examined in combination with socio-economic status by race, unemployment 

rate, and disposable income. 

Socio-economic status is a good indicator of the burden of disease. The lower 

the socio-economic status of a community, the more likely it is to be unhealthy. 

The gross disparities between racial groups where 94% of ,the White population, 

in contrast to only 14% of the African population, has a high socio-economic 

status, so is the unemployment rate which, according to the 1996 population 

census of 2000, is 34%. Furthermore, it is this researcher's opinion that 

HIVIAIDS is at its worst in regions where poverty and economic inequality are 

extensive and deep. Gender inequality juxtaposed to this is pervasive and 

access to public services is weak and uneven. 



6.3 AIDS AS A HUMAN RIGHTS ISSUE 

In addition to social inequality, HIVIAIDS is a human rights issue, due to the 

sexual connotations attached to the illness. It gives way to a sexual dimension of 

infection. Thus HlVlAlDS is linked to reproductive rights. The social and cultural 

dimensions of sexual and reproductive activity promote and entrench gender 

inequality and increase both men and women's vulnerability to HIV infection. 

Reproductive rights refer to rights that focus on and relate to the potential and 

ability to procreate (Tallis, 2002). 

Whilst reproductive rights are vitally important, they are by definition narrow, in 

that they address the rights of women of child-bearing age and men. It is 

important in the context of HIVIAIDS, that we also talk about sexual rights, a 

more inclusive term which focuses on the ability of men and women to make 

choices about the expression of their sexuality and their sexual lives, including 

who they have sex with, how, and the reason for having sex with the specific 

i~idividual. 

Sexual and reproductive rights are seen as rights and freedoms of and for 

women, men and couples. 

6.4 HlVlAlDS PANDEMIC 

The inability of government to manage these factors and inequalities, has lead to 

HIVIAIDS escalating into the monster it is today. The pandemic, therefore, can 

be divided into three separate epidemics, which combined, led to the Aids 

pandemic in South Africa. Tallis (2002) refers to three successive global 

epidemics. 

The HIV epidemic or the silent epidemic - is largely hidden and spreading 

rapidly through the country. 

The Aids epidemic - represents the visible consequences of HIV. 



The third epidemic - moves beyond the medical to the social and refers to 

the denial, blame, stigmatisation, prejudice and discrimination present in 

every country dealing with HIVIAIDS. 

In order to effectively address the three epidemics, it is vital to understand the 

factors that drive men and women's increasing susceptibility to infection, as well 

as to analyse the impact that HIVIAIDS is having on individuals, households, 

conimunities and society. Effective responses fall along the prevention-care 

continuum, within a human rights framework. The prevention-care continuum 

addresses the impact of HIVIAIDS for all people affected. This encompasses 

those not infected with the virus, people that have to cope after the death or 

deaths of family members, people living with HIV as well as those men, women 

and children who are sick from AIDS-related symptoms and illness. Using such a 

Franiework, requires comprehensive goals of integrated prevention, care and 

support for individuals and families affected by HIVIAIDS. Gender inequality is 

evident at all stages of the prevention care continuum, and affects among other 

things, the possibilities of prevention, access to appropriate materials, 

information and resources, the quality of care received, and chances of survival. 

Hence the need for the prevention care continuum to be placed within the human 

rights framework that directly challenges inequality. 

HIVIAIDS has opened up debates around issues of sexuality and has served to 

highlight the importance of gender equality in sexual relationships as well as the 

importance of equality and respect in all social relationships. What is needed is a 

clearer definition of what the social, as well as economic and political factors are 

in terms of cause and impact. 

The complexity and inter-connectedness of the three epidemics demand an in- 

depth analysis that deepens understanding about how the HIVIAIDS pandemic 

has been allowed to spread globally at such a rapid rate. 



6.5 OTHER CONTRIBUTING FACTORS 

There still exist issues that need to be addressed in conjunction with the afore- 

mentioned regarding the pitfalls of HIVIAIDS. The initial response today to 

HlVlAlDS still reflects HIV as a primarily health-oriented issue. Neglecting to 

reflect on the impact this illness has on other aspects of life and society as we 

know it. Tallis (2002) mentions, that when HlVlAlDS is viewed as a health issue, 

social, economic and human rights dimensions are ignored and that it impacts on 

both prevention and care strategies when talking about HlVlAlDS as a 

predominant health issue. With this in mind, SA Cities Network (2005) indicates, 

that with this perception, the onus is shifted primarily to health departments to 

deal with HIVIAIDS, whereas the pandemic affects all stakeholders. The 

approach should therefore, include all stakeholders to unite and fight the battle 

against HlVlAlDS together and then only might there be a possible sustainable 

solution. Tallis (2002) continues and states, that the health model views "health" 

as sornethirlg over which the individual has personal control. Thus the framework 

gives information and encourages a healthy lifestyle or makiqg 'healthy choices. 

The onus thus rests with the individual. However, this is not the case when 

talking about HIVIAIDS. It is this researcher's opinion, that as much, HlVlAlDS 

has to be classified as a health issue, the fact remains, that to a large extent, 

individuals faced with HIV got infected by other individuals neglecting their health 

choices, thus taking away from an individual the human right to living. 

Therefore HIVIAIDS should also be seen as a human rights issue as it takes 

away from people to express themselves freely, without prejudice or biased 

attitudes from others, and hampers their development to be a fulfilled individual. 

HlVlAlDS takes away from individuals to live out their dreams, due to stigmas 

and false beliefs from other members of society and even .from relatives. 



Sephuma (2006) states the following. 

"The HIV/AIDS pandemic is wreaking havoc on families, often depriving 

children of their parents and leaving grandparents to take care of orphans. 

It is recommended that there need to be an environment that supports and 

sustains families and fights all forms of stigma and discrimination. All 

nations and communities should actively discourage the stigmatisation of 

those living with HIV/AIDS among men, women and child abuse. They 

should promote primary and secondary education (fighting illiteracy), 

gender equality and economic opportunities for young women and men. 
v 

The government, private sector, non-governmental organisations and 

communities should invest in sexual and reproductive health care, HIV 

prevention and treatment". 

6.6 WAY FORWARD 

Today, in most countries there are laws and policies that intend to protect people 

from discrimination. Ten years ago, knowing one's status offered one very limited 

benefits in terms of treatment; today knowing one's status can be an entry point 

to care programmes and access to antiretroviral treatment. The government 

deserves praise, although there is still a lot to be done around the rolling out of 

ARV's. 

Despite these challenges, an overall change in the government's response can 

be seen, in that funding has increased and the access to key prevention and care 

services has improved. However, while recognising the changes that have taken 

place, and accepting the need for a change of emphasis in the approach to 

HIVIAIDS, it is important not to risk endorsing a new approach - even tacitly - 
that will open the door to HIV testing without counselling and do away with even 

lip service to the rights of people to privacy. Further success in relation to 

HIVIAIDS education to secondary school students, has increased and voluntary 

counselling and testing figures have doubled (UNAIDS, 2004). Despite these 



improvements, the statistics are still shocking when one considers that only 7 

percent of people living in developing countries have access to ARV's, HIV- 

prevention programmes still reach only 20 percent of those who need them; 

condom supply is only 4 percent of what is needed and only 10 percent of 

women have access to health interventions to prevent mother-to-child HIV 

transmission (UNAIDS, 2004). 

Studies indicate, that despite widespread public education, irrational fear of 

transmission based on inaccurate information, abounds among the lay public as 

well as professions in the medical field. Coverage of HIVI Aids information still 

remains uneven and in several respects unsatisfactory. Many of the social 

workers and medical staff dealing with HIV patients do not have the general 

knowledge about HIVI AIDS. This in turn, results in improper medical advice and 

treatment suggestions given to patients. 

In addition to this, many low-and middle-income groups still have difficulty in 

accessing treatment or don't receive treatment at all. Ultimately, Aids treatment 

will be affordable and sustainable only if HIV prevention is effective.Only then 

can the spread of Aids be halted. 

To come up with a sustainable program and roll-out plan for the future of 

HIVIAIDS programmes at a local municipal level, one has to establish where 

South Africa fits into the bigger, global picture. Deloitte & Touche (2002) 

identified gaps and shortcomings when comparing South Africa to other countries 

which have achieved some success in curbing the pandemic. These would 

include the existence of surveillance data, which permits companies and society 

in general, to develop effective responses to the disease, are poorly developed in 

South Africa. Very lirr~ited use has been made of KAP (knowledge, attitude and 

practices) studies in South Africa. The studies are primary tools in benchmarking 

and measuring initiatives and can provide valuable insight into formulating an 

HIVIAIDS strategy. It has been found, that there is a general absence of private 



sector specific mass media initiatives, while the use of peer educators is very 

limited. While there are some individual exceptions and certain industry 

initiatives, there is virtually no community-based care response and the 

approaches in South Africa are typically uni-dimensional and with the synergies 

possible from a more multi-faceted approach, absent. It has also been 

established that behaviour change as a key thrust, is strongly emphasized 

internationally. Domestic initiatives are too limited to seriously impact on 

behaviour. Also, internationally there is a far greater direct engagement with 

people living with HIV/AIDS. As with general behaviour change initiatives, this 

area is not effectively developed in South Africa. The treatment of sexually 

transmitted infections (STlls), which is pivotal to the success of most international 

strategies, is underdeveloped in South Africa. Much reliance is placed on public 

sector initiatives. However, many err~ployees and their dependants do not use 

public sector services and also, condom distribution via South African employers, 

is weak when measured by international standards. 

The gaps identified, have to be addressed at a local level, insomuch as the local 

municipality forms the cornerstone for provincial government. Implementing 

programs on a small scale at the local municipal level, such as the municipal 

community, can serve as a pilot study for greater and bigger strategies to take 

effect at the provincial level. Smaller projects and programmes can identify 

challenges which can assist with the smooth running of larger national 

programmes. In their report, Deloitte & Touche (2002) recommend, that 

organisations such as local municipalities can deal with matters falling within their 

direct control, such as having an effective ernployee strategy, co-ordinating 

activities with other employers and strengthening employer responses through 

establishing organisations with an employer-wide focus. 

Attempts to intervene in the spread of HIVIAIDS in South Africa, have not been 

very successful. There are a range of reasons for this, one of which has been the 

simplistic focus on changing individual behaviour patterns due to the early 



framing of HIVIAIDS as an individual health issue (Gilbert & Walker, 2002). 

Based on the above-mentioned, it is clear that some concerns need to be 

addressed in order to achieve the set out goal in combating HIVIAIDS in South 

Africa. This includes that the long term effects of social inequalities and their 

impact on the development of the HIVIAIDS pandemic need to be tackled on a 

national level. Educational efforts and preventative measures need to take 

cognisance of the social and cultural factors outlined previously. It is this 

researcher's opir~ion, that HIVIAIDS prevention will be successful only once the 

need of the people affected, are recognised and measures to address and 

overcome social and cultural beliefs, are set in place at a local government level. 

It only makes sense, that a municipality whose task it is to see to the well-being 

of the community it serves, has the responsibility to put these measures in place 

in a sustainable effort to combat this pandemic. Women's double burden of being 

sick and being primary caregivers is of particular relevance in the HIVIAIDS 

pandemic. 

In conjunction with the above-mentioned recommendations, the writer agrees 

with recommendations put forward by Tallis (2002), that sexual rights be 

infringed upon by both men and women, which embodies the right for one to 

have control over one's own body, have sex when, with whom and how one 

wants and not be forced to have sex. Individuals should also be able to make 

decisions about their own sexuality and in the process, have the freedom of 

sexual enjoyment. This freedom should, however, come with the responsibility of 

having to protect themselves from the risk of the consequences of sex, such as 

pregnancy, sexually transmitted infections and HIV, and individuals should also 

have access to non-judgemental, responsive services which help deal with 

sexual health concerns. 

Another important factor to consider, is to re-evaluate treatment programs to 

address the need of the individuals affected. Ongoing challenges and potential 

pitfalls are associated with establishing treatment programmes. These include 



the crisis of a shortage of medical personnel in public health systems and the 

need for government officials and their partners to have a plan and timetable to 

integrate antiretroviral (ARV) programmes. The need for ARV programmes run 

from the public health-service, to be integrated into the mainstream of medical 

care, and new models of treatment to be developed. These new treatment 

models have to take account of the demographics of health in South Africa and 

the need for much stronger public information campaigns about HIV and its 

treatment. Awareness campaigns ainied at combating the HIV pandemic, have 

failed tremendously; based on the fact that the "truth", hard information about HIV 

remains scarce. It is this researcher's opinion that the South African media, 

campaigning through local media sources and television advertisements, target 

the right people in the wrong way. This is evident from HIVIAIDS numbers 

escalating. The impact of these advertisements have been met with a small 

decline in certain groups, but the overall impact has to be assessed and 

corrective measures aimed at eradicating HIV prevalence, must be put in place. 

Visual material of people suffering from full-blown AIDS, has to be published if 

one is to make a real difference; people need to know the truth about how the 

virus kills. A vital part of information is missing in most ad-campaigns in local 

media. The main concern with awareness campaigns, is the belief of most 

individuals that they are still untouchable when talking about HIVIAIDS. For most, 

HIV remains an illness which affects only designated groups. The overall attitude 

towards HIVIAIDS campaigns launched nationally therefore, is one of pure 

ignorance and denial. HIVIAIDS campaigns need to step up HIV prevention and 

in particular, tackle the stigma. The truth about stigma is, that people derive their 

own conclusions based on limited information on a subject which, combined with 

other individual ignorance, can create a serious problem. It is therefore, of pivotal 

importance that awareness campaigns and education be accessible to all, so as 

to increase the knowledge of and finally eradicate the stigma associated with 

HIVI AIDS. 



The Aids epidemic affects everyone, every individual, every family, every social 

institution and indeed, every municipal authority, big or small. Despite many 

attempts on mitigating its impact on society and economic functionality, HIVIAIDS 

still emerges as one of the biggest challenges facing the country. -The sheer pace 

and impact with which the disease is felt across families, communities and within 

workplaces is overwhelming. The extension of the HIVIAIDS impact on economic 

productivity, social coherence and the ability of local government to deliver basic 

services, especially to the poor and the marginalised, continues to leave a 

devastating mark in its wake. Mur~icipalities in general, are caught in the dilemma 

to provide services on the one hand, and the responsibility to continue to do so in 

a sustainable way by strengthening their revenue collection capacity in the face 

of a declining ability to pay by those living with HIVIAIDS. The greater the 

number of individuals living with and families affected by HIVIAIDS, the greater 

the inability of municipal institutions to manage revenues appropriately and 

optimally. This in itself, poses a huge challenge on the mur~icipality and makes it 

clear that not one sector alone can make a significant inroad in the fight against 

the epidemic. A true and meaningful partnership involving all sectors that are 

both government and private, is essential to address this problem. This can be 

made possible by true political leadership that will put in place effective political 

programmes and coherent strategies that will assist in the attempt to eradicate 

the painful scourge that HIVIAIDS leaves behind. 

Attempts to intervene in the spread of HIVIAIDS within a municipality and indeed 

in South Africa, have not been very successful. There are a range of reasons for 

this, one of which has been the simplistic focus on changing individual behaviour 

patterns due to the early framing of HIVIAIDS as an individual health issue (Smit, 

2005). Another most important one, is the lack of political will which has 

characterised the epidemic in South Africa from the outset. The fact that our 

president (Mr Mbeki) seems to be more concerned with catastrophes in other 

countries and giving little attention to this catastrophe in his own country, is a real 

worrying factor. 



The fact that the Minister of Health (Manto-Msimang) is so unpopular because of 

her stance around this pandemic, cannot go unnoticed. There are numerous 

calls for her to resign because of the manner in which she approaches the 

HlVlAlDS pandemic; all are indicative of a total lack of political will from the 

government. 

The following concerns need to be addressed in order to try to combat the 

scourge of HIVIAIDS. 

The long-term effects of social inequalities and their impact on the 

development, need to be tackled on a national level. 

Educational efforts and preventive measures need to take cognisance of the 

social and cultural factors within our communities. 

All communitylfamily networks should be engaged in the process of building 

the social and cultural capital required for the planning and implementation of 

home- based and community-based HlVlAlDS programmes which will curb 

women's double burden of being sick and being primary caregivers (in the 

home and within the community). 

In conclusion, in order to counter the HlVlAlDS catastrophe, there need to be 

a strong public policy, established by a participatory process. The legal 

framework needs to be multi-faceted, coordinated, strong in enforcement, yet 

realistic in penalties. It needs to cover, as a minimum, basic rights to non- 

discrimiliation at work, dismissal based on HIVIAIDS, recruitment and 

employment testing, medical confidentiality, prevention and transmission 

risks, workplace accommodation and working time flexibility, early retirement 

options, medical and pension coverage, education campaigns, and a role for 

negotiation of these issues over and above the statutory framework with the 

representatives of workers' organizations and where possible, 

representatives of persolis living with HIViAIDS (PLWHA). 



All these require a concerted effort and political will on behalf of government to 

confront the epidemic in an unprecedented manner. 

Historically, gover~iment responses to national catastrophes are comprehensive, 

inter-ministerial committees are quickly established, high-level enquiries carried 

out, protective and preventive laws pushed through parliament, budget 

allocations made available, and rapid interventionlexpert forces created. 

Whether the cause is internal or external, man-made or natural, policy makers 

are spurred to react. 

Why is it, then, that the catastrophe of HIVIAIDS pandemic has not yet given rise 

to such overall policy reactions? The answer no doubt lies in the complex mix of 

the culture of silence surrounding the virus and lack of understanding of its socio- 

economic impact. 

The partnership between all stakeholders should be expressed through their 

collaborations and this can be achieved only if we could really comprehend 

Mbeki's declaration as coded before in page 149. 

In all our endeavours to combat the scourge of this dreaded disease, let us never 

forget to invite the grace of our Lord. In Him, we must always have faith. 





ANNEXURE I 

Dear Respondent 

I am a Masters student registered in the Vaal Triangle Campus of the North West 

University. I am currently conducting a study to contextualise the impact of the 

HIVIAIDS epidemic on ,the Municipality's workforce, productivity and general 

service delivery, including the assessment of the epidemic's potential risk to 

sustainable developmental local government and governance. 

Anonymity and confidentiality on all matters discussed is guaranteed. Your 

participation in this study is already appreciated. 

Regards, 

Lesige Benjamin Motsukunyane 



ANNEXURE I 

BIOGRAPHICAL INFORMATION 

AGE 

GENDER 

RELIGION 

MALE FEMALE 

LANGUAGE: 

CHRISTIAN HINDU 1 NON-RELIGIOUS I OTHER 

I YES I NO I 

MARITAL STATUS 

WIDOWED MARRIED 

EMPLOYED 

ANSWER THE FOLLOWING QLIESTIONS: 

STATEMENT ( AGREE 1 DISAGREE I NOT SURE 

COMMUNITY MEMBER 

YES 

LEVEL OF EDUCATION 

1 Save sex means you always use a condom I I I I 

SINGLE 

NO 

PRIMARY 

HIV positive mothers should breastfeed their babies 

If you kiss an HIV+ person you will get HIVIAIDS 

HIV+ couples do not have to use condoms 

Domestic workers should be tested for they work in close 
contact with the kids 
You can get AIDS by sharing the same workplace with HIV+ 
employee 
Having sex with a virgin will cure you if you are HIV+ 

DIVORCED 

SECONDARY TERTIARY 



Employees have the right to know the HIV status of an 
employee 
HIV+ people should not be employed 

HIV+ employees should not be promoted 

I can work side by side with a person who is HIV+ 

I the o r~han  ~roblem 1 1 1 1 

Woman who are HIV+ should be sterilized 
HIVIAIDS cannot be treated 
Babies of HIV+ mothers should not be saved as they will add to 

~~- 

HIV virus is'found in the saliva and tears of an HIV+ person 
Employers have the right to know employee's HIV status 
An employer can make an HIV test compulsory of a medical 
examination 

I 

1 An employer has the right to demand to know the cause of an 
employee's illness if HIV+ 
An employer has the right to ask an existing employee to have 1 
an HIV test. 
Employees who are HIV+ should not be eligible for promotion at 
work 

I I I 

Only a blood test can tell whether a person is HIV+ 



ANNEXURE 2 

Dear Respondent 

I am a Masters student registered in the Vaal Triangle Campus of the North West 

University. I am currently conducting a study to contextualise the impact of the 

HIVIAIDS epidemic on the M~~nicipality's workforce, productivity and general 

service delivery, including the assessment of the epidemic's potential risk to 

sustainable developmental local government and governance. 

Anonyrr~ity and confidentiality on all matters discussed is guaranteed. Your 

participation in this study is already appreciated. 

Regards, 

Lesige Benjamin Motsukunyane 



ANNEXURE 2 

Biographical Information 

GENDER 
MALE 

AGE 

MARITAL STATUS 

FEMALE 

RELIGION 

21 -30 

CHRISTIAN 

EMPLOYED AS: 

31 -40 41 -50 

HINDU 1 NON-RELIGIOUS I OTHER 

MARRIED 

LEVEL OF EDUCATION 

LANGUAGE: 

51 -60 

Answer the following Questions 
1. Do you feel helpless by treating People living with HIVIAIDS? 

61 + 

WIDOWED SINGLE 

EMPLOYED 

PRIMARY 

Yes NO 1 

DIVORCED 

YES 

If yes, why? 

NO 

SECONDARY 

2. Do you have a fear of contracting HIVIAIDS or any other opportunistic diseases while tending 
to patients? 

TERTIARY 

Yes NO 



4. Are you satisfied with Management's response to HIVIAIDS? 

3. Are you frustrated by your work environment? 

Yes 

If no, why? 

NO 

Yes 

5. Are you motivated to come to work? 

If yes, why? 

NO 

If no, why? 

Yes 

6. Do you have empathy for people living with HIVIAIDS? 

NO 

L Yes 

If yes, why? 

NO 

Yes 

8. An employer has the right to know an employee's HIV-status? 

7. Do you feel fulfilled when treating people living with HIVIAIDS? 

NO 

9. An employer has the right to ask an existing employee to have an HIV-test? 

Yes 

10. Is the Occupational Health and Safety Act effectively implemented in your workplace? 

NO 

Yes NO 



If no, why? 

11. An employer can refuse to employ a person on the basis of histher HIVIAIDS status? 

Yes NO 



ABSTRACT 

THE IlVlPACT OF HlVlAlDS ON A MUNICIPALITY 

INTRODUCTION 

HIVIAIDS has been with us for approximately 20 years and still continues to 

challe~ige us globally. Since HIVIAIDS debuted on the international stage, no 

nation has been left untouched by the personal, economic and social impacts of 

this pandemic. In particular, countries in the Southern African region are bearing 

the disproportionately high brunt of this impact. As it is now, there are 5 million 

South Africans who are HIV positive and 1 million people die every year, due to 

AIDS. While the real magnitude of these numbers or the ever-increasing graphs 

projecting cumulative AIDS deaths, is often very difficult to imagine, it is at the 

local government level (municipality) where the harsh reality of HIVIAIDS is 

increasingly making its presence felt. In churches, at schools, at community a 

meeting, in hospitals, in boardrooms, and at sportiqg fields, HIVIAIDS is the 

protagonist in this unfolding human drama, Increased costs associated with 

medical-aid I health insurance claims, pay-outs associated with death benefits 

and life insurance and the indirect cost associated with labour turnover and 

additional training, are some of the irr~mediate HIV related issues facing a 

municipality. Yet, it is also the indirect impact HIV has on the municipality that 

demands a more sharpened emphasis in developing a comprehensive HlVlAlDS 

strategy. 

Increased rates of absenteeism because of ill health, family care commitments, 

decreased worker morale and lower work performance, are but some of the 

areas where the all pervasive power of this developmental crisis has become a 

daily reality. In particular, the destabilising effect of stigma and discrimination that 

is all too frequently part of the AlDS equation, needs to be tackled as a central 

concern around which many of our strategic HIVIAIDS choices and decisions are 



made. This stigma and discrimination play significant roles in the development 

and maintenance of the HIV epidemic. It is well documented, that people living 

with HIV and AIDS experience stigma and discrimination on an ongoing basis. 

The impact goes beyond individuals infected by HIV to reach broadly into society, 

both disrupting the functioning of communities and complicating prevention and 

treatment of HIV. This stigma impacts on behaviour change, as it limits the 

possibility of using certain safer sexual practices. Behaviour such as using 

condoms could be seen as a mark HIV leading to rejection and stigma. 

Few would argue then that the future survival, prosperity and sustainability of 

municipalities now depend on how effectively we implement our preventative and 

supportive HIV programmes. History clearly indicates, that it is in the joining of 

forces, in the forging of strategic partnerships and in the sharing of experiences, 

that we can collectively multiply our individual efforts in challenging this 

pandemic. 

OBJECTIVES OF THE STLIDY 

The overall aim of this research project is to assess the holistic impact that 

HIVIAIDS has on a municipality. 

SPECIFIC 0B.IEC'rIVES ARE BRIEFLY STATED AS FOLLOWS: 

Identify what programs are available both at the workplace and within the 

coniniunity and how these programs can assist a municipality in its fight 

against HIVIAIDS. 

Establish exactly how much is known about HIV/AIDS amongst Midvaal 

local municipality employees and the community at large. 

Identify the attitudes and perceptions amongst Midvaal local municipality 

employees and the community regarding HIV/AIDS. 

Establish the socio-economic impact of HIV/AIDS on the municipality. 



Identify shortcomings in HIVIAIDS prevention and to increase awareness 

amongst Midvaal local municipality's employees and the community so as to 

realise the importance of eradicating the stigma created by HIVIAIDS. 

Defining recommendations as to how to assist municipalities in their fight 

against the adverse effect created by tlie impact of HIVIAIDS. 

Eradicate apathy amongst employees and members of the community 

concerning HIVIAIDS related issues, which has made some groups feel that 

they are not at risk of HIV infection. 

Provide recommendations on how to develop an HIVIAIDS friendly 

environment. 

Ensure that educational programmes are aimed at promoting a healthy and 

safer sexual behaviour, through promoting the use of condoms, target 

interventions to prevent new infections and encourage programmes to 

diagnose and treat sexually transmitted diseases. 

Finally, to encourage and promote the forging of strategic partnerships and 

the joining of all relevant stakeholders in the fight against HIVIAIDS 

RESEARCH METHODOLOGY 

The research is divided into two categories, namely the err~pirical research and a 

literature review. The empirical study is qualitative in nature and a survey 

questionnaire was utilised to address the objectives. The data were collected by 

having face-to-face interviews with participants. The literature review, exploited 

the history and current state of the epidemic globally and in South Africa 

specifically. 

MAJOR FINDINGS 

This is the summary of the key findings of the study 

The phenomenon of HIVIAIDS has probably more than anything else 

proved people's vulnerability to disaster, in spite of the unprecedented 

advances in medical science. 



HlVlAlDS education programmes must take into account a range of local 

knowledge and beliefs into which target audiences will insert and 

subsequently evaluate the information that the programmes seek to 

impart. 

Informiog programmes that aim to change people's behaviour of the way 

in which behaviours are shaped by socially negotiated identities, within 

particular social contexts. 

There is a blatant hesitancy by the South African Government to declare 

HlVlAlDS public enemy number one through their denial of the problem 

and lack of political will and leadership. 

Emphasise the stigma that still is, and remains a powerful and discrediting 

social label that radically changes the way individuals view themselves as 

individuals or persons. This leads to an unwillingness to seek help and 

access resources that are helpful. 

Create an awareness that women and girls bear the harshest brunt and 

remain the most vulnerable towards the disease. 

Accentuate that municipalities as frontlines of service delivery within the 

three-tiers of government, are the most affected by this pandemic. 

To underline the fact that with the latest interventions by all stakeholders, 

predominantly those of government, there is still hope that this, our 

beloved country will succeed in its endeavour to curb and finally eradicate 

the scourge of this killer disease. 

CONCLUSION 

HlVlAlDS is an economic and social challenge, but more than this, it is a moral 

quest. How do we conceive an epidemic that is striking hardest at the materially 

marginalised populations of the world's poorest continent? How do we conceive 

a country that has effective means to treat most people with AIDS, but in which 

the life-saving benefit of anti-retroviral niedicatio~i is still denied to most of those 



with the greatest need? These are our challenges. AIDS is not someone else's 

problem, but our own. Our response to AIDS - in our own lives and households, 

and workplaces and communities and organizations, will help determine the 

calibre of our future societies. ' 



MIVNIGS is al met ons vir nagenoeg 20 jaar en stel nog steeds uitdagings op 'n 

globale, wereldwye vlak. Met die toetrede van MIVNIGS tot die internasionale 

arena, bly geen gemeenskap onaangeraak deur die persoonlike en sosio- 

ekonon-liese impak van die panden-lie nie. Die oorweldigende las word in 

besonder gesien in die Suidelike Afrika-streek waar die impak van die pandemie 

drastiese gevolge toon. Huidiglik is vyf miljoen S~lid-Afrikaners NllV positief en 

een miljoen mense sterf jaarliks as gevolg van VIGS. Hoewel, die werklike 

omvang van die getalle moeilik te bepaal is, is dit veral op die plaaslike 

owerheidsvlak, waar die harde werklikheid van MIVNIGS 'n toenemende 

teenwoordigheid openbaar. In kerke, skole, en op gemeenskapsvlak, in 

direksiekamers en op die sportveld, is NIIVNIGS die protagonis in hierdie 

menslike drama se uitleg. Die stygende koste, wat met MIVNIGS geassosieer 

kan word, sluit in 'n verhoogde bydra tot mediese fondse, 'n vermeerdering in 

gesondheidsversekeringseise, sterftevoordele en lewensversekering uitbetalings. 

Die indirekte koste van arbeidsomset, en bykomende opleiding as gevolg van 

MIVNIGS, is van die kardinale kwessies wat munisipaliteite tans in die gesig 

staar. Tog is dit hierdie indirekte impak van MIVNIGS op die munisipaliteit, wat 'n 

verskerpte beklemtoning plaas op die ontwikkeling en implementering van 'n 

omvattende MIVNIGS strategie. 

'n Verhoogde getal in die afwesigheid van werknemers as gevolg van siekte, 

versorging van familielede, 'n verswakte moraal van werkers en swakker 

werksverrigting is sommige van die areas waar die deurdringende krag van 

hierdie ontwikkelingskrisis 'n daaglikse werklikheid geword het. In besonder moet 

die destabiliserende uitwerking van stigma en diskriminasie, wat dikwels gepaard 

gaan met MIVNIGS, aangespreek word as 'n sentrale tema van ons strategiese 

MIVNIGS-keuses en besluite. Nieteenstaande speel stigma en diskriminasie 'n 

belangrike rol in die ontwikkeling en instandhouding van die MIV-epidemie. Dit is 

goed gedokumenteer dat persone wat met MIV lewe, voordurend onderwerp 



word aan stigma en diskriminasie. Die impak hiervan strek veel verder as die 

individu met die MIV-virus, maar infiltreer wyer gemeenskappe waar dit die 

funksionering van die gemeenskappe belemmer en die voorkoming en 

behandeling van NllV bemoeilik. Hierdie stigma be'invloed verandering in gedrqg, 

deurdat dit die gebruik van sekere veiliger seksuele gebruike beperk. 

Dit kan dus nie betwis word dat die toekomstige voortbestaan, welvaart en 

onderhoudbaarheid van elke munisipaliteit onderworpe is aan hoe doeltreffend, 

voorkomings en-ondersteunings NIIV-programme gelmplementeer word. Dit kan 

histories duidelik bewys word, dat die vorming van strategiese vennootskappe 

daartoe lei dat wederervarings gedeel kan word sodat 'n eenvormige benadering 

die aanspreek van die pandemie kan versterk. 

DOELWIT'TE VAN DIE STUDIE 

Die oorhoofse doel van hierdie navorsingsprojek, is om die holistiese impak van 

MIVNIGS op 'n munisipaliteit te bepaal. 

SPESlFlEKE DOELWITTE VAN DIE STUDIE BEHELS ONDER ANDERE DIE 

VOLGENDE, NAAMLIK OM 

Beskikbare programme in beide die werksplek en in die gemeenskap te 

identifiseer en hoe hierdie programme die munisipalitieit kan help in die 

aanslag teen MIVNIGS. 

Vas te stel wat die ker~nis van die Midvaal plaaslike munisipaliteit se 

werknemers en die gemeenskap in geheel rondom MIVNIGS is. 

Die houding en aannames in terme van MIVNIGS van die Midvaal 

plaaslike munisipaliteit se werknemers en die gemeenskap in geheel te 

identifiseer. 

Die sosio-ekonomiese impak van NllV op die munisipaliteit the bepaal. 

Tekortkominge in MIVNIGS voorkomingsprogramme te identifiseer en 

bewustheid van die Midvaal plaaslike munisipaliteit werknemers en die 



gemeenskap te bevorder, om sodoende die stigma rondom MIVNIGS te 

elimineer. 

Met voorstelle vorendag te kom, ten opsigte van die mul-~isipaliteit se stryd 

teen die negatiewe gevolge wat die impak van IVIIVNIGS tot gevolg het. 

Die apatie van werknemers en die gemeenskap aangaande MIVNIGS- 

verwante aangeleenthede, wat veroorsaak dat sekere 

gemeenskapsgroepe voel dat hulle nie blootgestel aan MIV infeksie is nie, 

te elimineer. 

Aanbevelings te maak oor hoe om 'n MIVNIGS-vriendelike omgewing te 

ontwikkel. 

Te verseker dat opvoedingsprogramme gemik is op die bevordering van 

gesonder en veiliger seksuele gedrag, deur die bevordering van 

kondoomgebruik, doelgerigte ingryping om nuwe infeksies te voorkom en 

deur programme vir die diagnose en behandeling van seksuele 

oordraagbare infeksies. 

Die samewerking van strategiese vennootskappe en alle relevant 

aandeelhouers in die stryd teen MlVNlGS te bevorder. 

NAVORSINGSNIETODOLOGIE 

Die navorsing is verdeel in twee kategoriee, naamlik die empiriese navorsing en 

'n literatuuroorsig. Die empiriese studie was kwalitatief van aard en 'n 

ondersoekende vraelys was gebruik om die doelwitte aan te spreek. Die data is 

versamel deur persoonlike onderhoude met deelnemers te voer. Die literatuur- 

oorsig liet spesifiek die geskiedenis en huidige stand van die epidemie 

wereldwyd en in Suid-Afrika ondersoek. 

VERNAAMSTE BEVlNDlNGE 

Die volgende is 'n opsomming van die sleutelbevindinge van die studie. 

Die verskynsel van MIVNIGS het waarskynlik meer as enige ander 

verskynsel die mens se weerlooshid ten opsigte van rampspoed ten spyte 

van die ongekende vordering in die mediese wetenskap bewys. 



MIVNIGS opvoedingsprogramme moet plaaslike kennis en gelowe 

waarteen die teikengroepe die inligting sal evalueer, in ag neem. 

Programme wat daarop gemik is om mense se gedrag te verander, moet 

kennis neem van die manier waarop gedrag gevorm word deur sosiaal 

onderhandelbare identiteite binne 'n spesifieke sosiale konteks. 

Daar is blatante huiwering aan die kant van die Suid-Afrikaanse Regering 

om MIVNIGS as openbare vyand nommer een te verklaar deur hul 

ontkenning van die probleem en gebrek aan politieke wil en leierskap. 

Stigma is nog steeds 'n kragtige en skandelike sosiale etiket wat die 

persepsie van die individu self, en die persepsie van gemeenskap 

teenoor die individu, radikaal be'invloed. 

Vrouens en kinders dra die swaarste las en is steeds die kwesbaarste ten 

opsigte van die siekte. 

Munisipaliteite op die voorgrond van dienslewering binne die drie vlakke 

van die regering, word die swaarste deur die panden-~ie geraak. 

Laastens, met die nuutste ingrypiqg deur alle aandeelhouers, hoofsaaklik 

deur die regering, bestaan daar nog hoop, dat hierdie, ons geliefde land, 

suksesvolle pogings die krisis die hoof sal bied, in sy aanslag teen hierdie 

dodelike siekte. 

GEVOLGTREKKINGS 

Bo en behalwe die ekonomiese en sosiale uitdaging van MIVNIGS, is dit ook 'n 

morele toets. Hoe verstaan ons 'n epidemie, wat die materiele gemarginaliseerde 

gemeenskappe van die wereld se armste kontinent, die swaarste tref? Hoe 

verstaan ons 'n land wat die vermoe het om die meeste mense met VlGS te 

behandel, maar waar die lewensreddende voordeel van anti-retrovirale 

medikasie nog steeds die meerderheid van die in die grootste nood, ontse word? 

Die uitdagings is duidelik, VlGS is nie iemand anders se probleem nie, maar ons 

eie. 



Ons reaksie op VlGS - in ons eie lewens, huishoudings, werkplekke, 

gemeenskappe en organisasies, sal help om die gehalte van ons toekomstige 

gemeenskappe te bepaal. 
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