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foreword 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

The HIV/AIDS epidemic is the most important challenge facing South Africa since the birth of our new 
democracy. This challenge therefore, comes at a time when the country is faced with many other 
competing needs; redressing the imbalances of the past, transformation of our society, as well as 
integrating our country in the global economy are some of the many challenges. 

Failure to respond to this epidemic however, will reverse all the developmental gains, made in the last 
five years. The Government has therefore made the fight against this scourge a top priority. In so 
doing, it has chosen a multi-sectoral approach as a lead strategy in combating the HIV/AIDS epidemic. 

Many organisations, communities and individuals have contributed a lot in the country's response and 
their efforts are applauded. There is however, an urgent need to bring in more partners and to 
consolidate our efforts for maximum impact. This Strategic Plan has been developed with the 
participation of many stakeholders. Key priority areas have been identified and sectors are expected to 
plan their interventions in line with these priorities. 

The implementation of this Strategic Plan will require enormous resources. Therefore, all sectors 
including Government Ministries, Non-Governmental Organisations, the private sector, religious organi­
sations, People Living with AIDS and donor organisations are urged to devote resources towards the 
fight against HIV/AIDS. 

South Africans have fought and won many difficult wars before. We have the ability as a country to do 
the same with this epidemic.' Let us 'Break the Silence' around HIV/AIDS. Let us break the AIDS chain. 

Dr M Tshabalala-Msimang 
MINISTER OF HEALTH 
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We have the ability as a country 

to do the same with this epidemic" 



introduction 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

During the last two decades, the HIV pandemic 

has entered our consciousness as an incompre­

hensible calamity. HIV/AIDS has claimed millions 

of lives, inflicting pain and grief, causing fear and 

uncertainty, and threatening the economy. 

According to recent statistics by the Joint United 

Nations Programme on HIV/AIDS (UNAIDS) and 

the World Health Organisation (WHO), the num­

ber of people living with HIV was estimated to be 

33,4 million by the end of 1998, a 100% increase 

compared to 1997. In Sub-Saharan Africa, more 

than a quarter of young adults are infected with 

HIV. 

Assuming that no cure is found, it is estimated 

that more than 40 million people globally will be 

living with HIV by 2000. The impact of the epi­

demic on the economy is already being felt in 

most countries. Life expectancy has been signifi­

cantly reduced as many people in the 15-49 year 

age group are now dying of AIDS. 

Many countries, both in Africa and Asia, have 

taken urgent steps to curb the epidemic with 

varying degrees of success. In South Africa, 

despite our efforts, the HIV infection rate has 

increased significantly over the past 5 years. 

This increase in the infection rate calls for a 

renewed commitment from all South Africans. 

1.1 The Purpose of the Strategic Plan 

This document is a broad national strategic plan 
designed to guide the country's response to the 
epidemic. It is not a plan for the health sector 
specifically, but a statement of intent for the 
whole country, both within and outside govern­
ment. It is recognised that no single sector, min­
istry, department or organisation is by itself 
responsible for addressing the HIV epidemic. It is 
envisaged that all government departments, 
organisations and stakeholders will use this doc­
ument as a basis to develop their own strategic 
and operational plans so that all our initiatives as 
a country can be harmonised to maximise effi­
ciency and effectiveness. 

1.2 The Development 
of the Strategic Plan 

The development of the Strategic Plan was ini­
tiated by the Minister of Health, Dr. Manto 
Tshabalala-Msimang, in July 1999. This was in 
response to the President, Mr Thabo Mbeki's 
challenge to all sectors of society to become 
actively involved in initiatives designed to 
address the HIV/AIDS epidemic. 

It began with a meeting in July 1999 to review 
the current HIV/AIDS prevention, treatment, and 
care efforts in South Africa. The meeting was 
attended by representatives of faith-based orga­
nisations, people living with HIV infection and 
AIDS (PWAs), human rights organisations, aca­
demic institutions, the civil military alliance(CMA), 
the Salvation Army, the media, organised labour, 
organised sports, organised business, insurance 
companies, women's organisations, youth organi­
sations, international donor organisations, health 
professionals and health consulting organisa­
tions, political parties, and relevant government 
departments. 

After priority areas for future efforts were dis­
cussed and 'agreed upon, a committee was 
chargedwith developing a five-year HIV/AIDS & 
STDs Strategic Plan. Task teams were 
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established to review current goals and objec­
tives for the designated priority areas. The priori­
ty areas are prevention; treatment, care and sup­
port; legal and human rights; and monitoring, 
research and evaluation. 

In addition, the Minister of Health held bilateral 
meetings with several important sectors including 
traditional leaders, faith-based organisations and 
the business sector to obtain their views and to 
discuss ways to facilitate their active participa­
tion. 

In September 1999, the Minister of Health and 
the nine provincial MECs for Health reconfirmed 
the previous priority areas. This was followed, in 
October 1999, by a two-day National AIDS 
Meeting where Provincial AIDS Co-ordinators, the 
National DOH HIV/AIDS & STDs Directorate, rep­
resentatives of the AIDS Training and Information 
Centres (ATICs) and representatives of several 
other organisations discuss~d progress in the 
five-year HIV/AIDS & STDs Strategic Plan. 

In October and November 1999 the task teams 
met to further develop their goals and objectives. 
They reviewed the National AIDS Plan for South 
Africa, 1994; the Department of Health White 
Paper for the Transformation of the Health 
System; the 1997 Annual HIV/AIDS & STDs 
review, and reports from the September meeting 
of the Provincial MECs for Health, and the 
National AIDS meeting. 

In November 1999 a draft document was pre­
sented to the Inter-Ministerial Committee (IMC) 
on AIDS, and additional comments were solicited 
from all government ministers. The final docu­
ment was completed in January 2000. 

.. 
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2.1 Situation Analysis 

The South African picture of the epidemic 
The Sub-Saharan and Southern Africa is suffer­
ing severely from the HIV/AIDS pandemic. 
Recent estimate suggest that of all people living 
with HIV in the world, 6 out of every 10 men, 8 
out of every 10 women, and 9 out of every 10 

children are in Sub-Saharan Africa. These fig­
ures provide sufficient evidence to make 
HIV/AIDS both a regional and a national priority. 
Data from the DOH's Annual National HIV 
Seroprevalence Surveys of women attending 
Antenatal Clinics (ANC) for the past 9 years pro­
vides a good estimate of HIV prevalence and 
trends over time in South Africa (See figure 1). 

Figure 1: The Nationai HIV survey of women attending antenatal clinics of the public 
health services in South Africa, 1990 - 1999 
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Figure 2 presents HIV prevalence in women 
attending antenatal clinics by province in 1998. 
This data reveals geographic disparities in the 
distribution of the HIV/AIDS epidemic in South 
Africa. 

Figure 2: HIV prevalence in pregnant women attending public antenatal clinics by Province, 
South Africa, 1999 

.. ' 

*Key: KZN = KwaZulu-Natal Province; MP = Mpumalanga Province; FS = Free State Province; GP = 
Gauteng Province; NW= North West Province; NP= Northern' Pro~ince; EC= Eastern Cape Province; 
NC = Northern Cape Province; WC = Western Cape Province *See Annexure A for map 



Additional information from the survey reveal 
that: 
• The HIV epidemic in South Africa is one of the 

fastest growing epidemics in the world 
• Young women aged 20-30 have the highest 

prevalence rates 
• Young women under age 20 had the highest 

percentage increase compared to other age 
groups in 1998 compared to 1997. 

This and other data clearly indicate that the HIV 
epidemic is severely affecting the young, black, 
and economically poor populations of South 
Africa. 

Currently there are approximately 4.2 million 
South Africans living with HIV. It is estimated that 
in 1998 over 1,600 people were infected with HIV 
each day - this translates to more than 550,000 
people infected each year. It is estimated that by 
the year 2005, there will be 6 million South 
Africans infected with HIV and almost 1 million 
orphans under the age of 15 whose mothers will 
have died of AIDS. 

AIDS is currently not a notifiable disease in South 
Africa and voluntary reporting seriously underesti­
mates the number of people with AIDS. It is esti­
mated that there were approximately 165,000 
people living with AIDS and 120,000 AIDS deaths 
in 1998. Projections indicate that by 2002 a 
quarter of a million South Africans will die of 
AIDS, and that this figure will rise to more than a 
million by 2008. Average life expectancy is 
expected to fall from approximately 60 years to 
40 years between 1998 and 2008. 

Major causes and determinants of the epi­
demic in South Africa 
The immediate determinants of the epidemic 
include behavioural factors such as unprotected 
sexual intercourse, multiple sexual partners, and 
biological factors such as the high prevalence of 
sexually transmitted diseases. 

The underlying causes include socio-economic 
factors such as poverty, migrant labour, commer-

cial sex workers, the low status of women, illitera­
cy, the lack of formal education, stigma and dis­
crimination. The national HIV/AIDS & STD 
Strategic Plan must address all these immediate 
determinants and underlying causes. 

Tuberculosis and HIV/AIDS 
Closely linked to the HIV/AIDS epidemic, is 
Tuberculosis (TB) which is fuelled by HIV infec­
tion. TB is also the most frequent cause of death 
in people living with HIV. In South Africa, approx­
imately 40-50% of TB patients are infected with 
HIV. In some hospitals in South Africa, the HIV 
prevalence in TB patients has been recorded as 
over 70%. 

Sexually Transmitted Diseases 
There is compelling evidence of the importance 
of STDs as a major determinant of HIV transmis­
sion. There are approximately 11 million STD 
episodes treated annually in South Africa, with 
approximately 5 million of these managed by pri­
vate general practitioners. Even without the HIV 
epidemic, STDs pose an important public health 
problem. 

2.2 Response Analysis 

A detailed description of the country's response 
to the HIV/AIDS epidemic is beyond the scope of 
this plan. However, a summary of the key 
responses and constraints include the following: 

• In 1992 the National AIDS Co-ordinating 
Committee of South Africa (NACOSA) was 
launched with a mandate to develop a nation­
al strategy on HIV/AIDS. Cabinet endorsed 
this strategy in 1994. The goals of this plan 
were to (a) prevent HIV transmission; (b) 
reduce the personal and social impact of HIV 
infection, and (c) mobilise and unify, provin­
cial, international .and local resources. 

• South African National STD&HIV/AIDS 
Review was conducted in 1997 in line with the 
goals outlined in the NACOSA plan. This 
review indicated the following strengths in 
South Africa's response to the epidemic: 

I 



•There is a high level of commitment from the 
Health Ministry 

• Collaboration initiated by the DOH at various 
levels to ensure an interdepartmental and 
inter-sectoral response 

• NGOs and CBOs have been highly motivated 
and active albeit operating with limited 
resources 

•Adequate drug supply and accessibility for 
STD management is good. in most clinics 

e Improvements in TB services. 

The following constraints were noted: 
• Major restructuring of national and provincial 

departments has delayed the appointments of 
personnel. Both human and financial 
resources at all levels were limited. 

• District structures have not been established. 
•. Lack of structured referral systems and conti­

nuity of care, home based care, and terminal 
care facilities. 

• Lack of integration of STD~ HIV/AIDS and 
TB care. 

• Lack of visible commitment outside the DOH 
to effective interdepartmental implementation 
of the programme. 

• There is continued high levels of discrimina­
tion and human rights abuses of people 
affected by and infected with HIV/AIDS. 

• Lack of provincial policies, guidelines or man­
agement protocols for comprehensive care 
and counselling. 

• Health promotion materials are not always 
available in the vernacular and are not client 
sensitive or user friendly. 

Following this review of both the strengths and 
weaknesses in addressing the HIV/AIDS epidem­
ic, the following recommendations were made: 
• Increase resources and build capacity at 

provincial and district levels to manage, 
organise, and implement the HIV/AIDS & STD 
Programme. Provincial authorities should 
designate co-ordinators responsible for STD & 
HIV/AIDS in every province and district 

• Ensure secure political leadership from the 
Deputy President and to increase political 

commitment and public leadership 
• Strengthen interdepartmental and intersectoral 

response to the epidemic 
• A concerted effort by all stakeholders needs to 

be made to protect human rights, counter dis­
crimination and reduce stigmatisation 

• Support and strengthen People living with HIV 
infection or AIDS (PWA) initiatives and 
increase full involvement of PWAs in pro­
gramme design, implementation, and evalua­
tion 

• Increase collaboration between the HIV/AIDS 
& STD and TB programmes. 

Subsequent to the 1997 Review, some of the rec­
ommendations have been addressed by the fol­
lowing actions: 
• Appointing HIV/AIDS Coordinators in each 

province and supporting regular training and 
meetings to facilitate programme implementa­
tion 

• Establishing an Inter-Ministerial Committee on 
AIDS. This Committee consists of Ministers 
and Deputy Ministers and meets on a monthly 
basis to discuss HIV/AIDS and provide politi­
cal direction and policy guidance to the 
HIV/AIDS & STD Direr,torate 

• The launch of the Partnership against AIDS by 
the President in 1998 to broaden and for­
malise the participation by all sectors in 
response to the epidemic 

• The development of an HIV/AIDS policy by 
the Department of Education (DOE) for learn­
ers and educators. This makes HIV/AIDS edu­
cation a component in the curricula of all 
secondary schools 

• The development of other national policies 
including, the Syndromic Management of 
STDs and post-exposure prophylaxis (PEP) 
following occupational exposure to HIV 

• The establishment the South African Al DS 
Vaccine Initiative in 1998. This initiative seeks 
to develop an effective, affordable preventive 
vaccine for universal use in South Africa and 
SADC countries by 2005 

• The establishment of the South African 
National AIDS Council (SANAC), a multi-sec-



toral body that will oversee the national 
response to the epidemic and the implementa­
tion of the Strategic Plan. The SANAC facili­
tates collaboration between government and 
all other sectors 

• The establishment of a national interdepart­
mental HIV/AIDS committee that developed 
HIV/AIDS workplace policies and minimum 
HIV/AIDS programmes for all government 
departments 

• The development of a Strategic Framework 
for a South African AIDS Youth Programme 

• Improved collaboration between HIV/AIDS & 
STD and TB programmes in the area of policy 
formulation and advocacy. 

This Strategic Plan aims to address the reco­
mmendations that have not been adequately 
addressed since 1997, and provides a strategic 
framework for the country's response to the 
HIV/AIDS & STD epidemic. 

Initiatives in the Southern African 
Development Community (SADC) Countries 
South Africa is the current chair and host of the 
Health Desk of SADC, which currently has 14 
member states: Angola, Botswana, the 
Democratic Republic of Congo, Lesotho, Malawi, 
Mauritius, Mozambique, Namibia, the Seychelles, 
South Africa, Swaziland, Tanzania, Zambia and 
Zimbabwe. 

A regional response to HIV/AIDS & STDs is 
essential in curbing the spread, and to this end a 
SADC HIV/AIDS & STD task force has been 
formed and has prepared an HIV/AIDS & STD 
plan for 1999 - 2003. The three broad goals of 
the programme are to achieve: 
• A better co-ordinated and harmonised 

response to HIV/AIDS & STD among Member 
States 

• A multi-sectoral response to HIV/AIDS & STD 
• Improved quality and coverage of the 

response to HIV/AIDS & STD both at national 
and regional level. 

These initiatives will be important in ensuring that 

South Africa and its regional partners have a 
more co-ordinated response to the HIV/AIDS epi­
demic. SADC thus forms an important link in the 
mechanisms and structures available to the 
country. 

I 



structures in south africa 
to address HIV/AIDS 
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The expanded national response will be 

managed by different structures at various 

levels. It is envisaged that each government 

ministry will have a focal person and team with a 

responsibility will be to plan, budget, implement 

and monitor HIV/AIDS _interventions. It is also 

recommended that all other sectors including 

parastatals, NGOs, the private sector, faith-based 

organisations; youth, and women will also have 

dedicated HIV/AIDS focal persons. (See diagram 

1 on page 9): 

The following presents a brief overview of impor­
tant structures at national and provincial levels 
and their specific role and functions relating to 
HIV/AIDS. 

• Cabinet 
The Cabinet is the highest political authority in 
the country. The Cabinet meets weekly, but 
HIV/AIDS issues are not regularly discussed 
at this level, as all Cabinet members plus all 
Deputy Ministers and members of the 
Department of Health meet monthly in the 
Inter-Ministerial Committee on AIDS (see 
page 10). 

• South African National AIDS Council 
·(SANAC) 
SANAC is the highest body that advises gov­
ernment on all matters relating to HIV/AIDS. 
Its major functions are to: (a) advise govern­
ment on HIV/AIDS & STD policy, (b) advocate 
for the effective involvement of sectors and 
organisations in implementing programmes 
and strategies, (c) monitor the implementation 
of the Strategic Plan in all sectors of society, 
(d) create and strengthen partnerships for an 
expanded national response among all sec­
tors, (e) mobilise resources for the implemen­
tation of the AIDS programmes, and (f) recom­
mend appropriate research. 

This body is chaired by the Deputy President, 
and consists of 15 government representatives 
and 16 civil society representatives (see list on 
page 10). 



Diagram 1: Relevant National and Provincial Structures 

Parliamentary Portfolio 
Committees on Health 

Various Government 
Departments e.g. Health, 

Welfare, Edu_cation, 
o Transport, Justice etc 

. :: ... . · .. ·•· ~ .. 

_ DGs Forum 

IDC on AIDS 

Inter-provincial Structures 
Health Sector MinMEC & 

PHRC 

Provincial Government 
MEC for Health & Provincial 

Departments of Health 

( 
.··.· ;; SANAC '-:~'1~ 

_, 
• • ,,J 

· Government Health Sector 
Minister of Health 

Director General of Health 

Directorate of HIV I STDs 

Provincial Directorates of 
HIV I STDs 

Presidency and ' 
· Deputy President 

Cabinet . . 

Civil Society Sectors 

SAAVI (MRC) 

Donor Agencies 
e·.g. DFID, UNAIDS, 

USAid, EU, CDC-

I 



• Government 
Ministers of Health; Education; Welfare and 
Population Development; Agriculture; Arts, 
Culture, Science and Technology; Transport; 
Labour; Finance; Provincial and Local 
Government; Defence; Minerals and Energy; 
Correctional Services; the Deputy CEO of the 
Government Communication and Information 
Systems; the Chairperson of the Portfolio 
Committee on Health; and the Chairperson of 
the Select Committee on Social Services. 

• Sectors to be represented 
One representative from each of the following 
sectors: Business; People living with HIV/AIDS; 
Non-government organisations; Faith-based 
organisations; Trade Unions; Women; Youth; 
Traditional healers; Traditional leaders; Legal 
and Human Rights; Disabled People; 
Celebrities; Sport; Media; Hospitality Industry; 
and Local Government. 

• Technical Task Teams . 
The Technical Task Teams, established by the 
Ministry of Health, will assist SANAC in its delib­
erations and decisions. These teams comprise 
experts in the following five areas: a) 
Prevention; b) Care and Support, c) Information 
Education and Communications (IEC) and 
Social Mobilisation, d) Research, Monitoring, 
Surveillance and Evaluation; and e) Legal 
issues and Human Right~. 

• Inter-Ministerial Committee on AIDS {IMC) 
In 1997, the South African Cabinet formed the 
IMC. The IMC consists of all Ministers and 
Deputy Ministers and is chaired by the Deputy 
President. This committee meets on a monthly 
basis to review the country's response to the 
HIV/AIDS epidemic. Issues of strategic impor­
tance are discussed and political guidance is 
given to the HIV/AIDS and STD Directorate and 
the IDC. 

• Interdepartmental Committee on AIDS (IDC) 
This committee consists of representatives from 
all government departments who co-ordinate 
HIV/AIDS activities. The IDC meets monthly to 

review government programmess and to fulfil 
requests from the IMC. Goals of the IDC 
include facilitating the development of HIV/AIDS 
workplace policies in all government depart­
ments, ensuring that all departments allocate 
financial resources to HIV/AIDS; and developing 
minimum HIV/AIDS programmess for all the 
departments. 

• MinMEC 
The MinMEC consists of all Provincial Health 
MECs and the national Minister of Health. The 
MinMEC meets every six weeks, and is the 
body that approves national policies and guide­
lines. HIV/AIDS is a standing item where 
reports on national and provincial programmes 
are discussed. 

• Provincial Health Restructuring Committee 
(PHRC) . 

This committee consists of all Provincial Heads 
of Health and meets on a monthly basis to dis­
cuss the strategic issues of national and provi­
ncial importance. HIV/AIDS is a stanaing age­
nda item where reports from the IMC, National 
HIV/AIDS & STD Directorate and Provincial 
HIV/AIDS Co-ordinators are discussed. Once 
the PHRC has discussed and approved docu­
mentation, it is referred to the MinMEC for 
political approval. 

• Directors-General Forum 
This forum oonsists of Directors General from 
all the National Government Departments and 
meets regularly. HIV/AIDS is a standing agen­
da item where reports from the IMC are dis­
cussed. 

• HIV/AIDS and STD Directorate, Department 
of Health 
HIV/AIDS issues are brought to the attention of 
the above national bodies by the Department of 
Health's Directorate of HIV/AIDS & STDs. This 
Directorate prepares briefing documents for 
these. national forums, and attends meetings to 
provide further information to. assist decision­
making in these national oommittees and bodies. 



guiding principles ................................................ · 1 

The following principles for HIV/AIDS and STD 

prevention, treatment and care efforts for South 

Africa were previously adopted in the National 

AIDS Plan for South Africa, 1994 - 1995, and the 

Department of Health's White Paper for the 

Transformation of the Health System in South 

Africa, 1997. They are.reaffirmed. 

• People with HIV and AIDS shall be involved in 
all prevention, intervention and care strategies 

• People with HIV and AIDS, their partners, 
families and friends shall not suffer from any 
form of discrimination 

• The vulnerable position of women in society 
shall be addressed to ensure that they do not 
suffer discrimination, nor remain unable to 
take effective measures to prevent infection 

• Confidentiality and informed consent with 
regard to HIV testing and test results shall be 
protected 

• Education, counselling and health care shall 
be sensitive to the culture, language and 
social circumstances of all people at all times 

• The Government has a crucial responsibility 
with regard to the provision of education, care 
and welfare ot'all people of South Africa 

• Full community participation in prevention and 
care shall be developed and fostered 

• All intervention and care strategies shall be 
subject to critical evaluation and assessment 

• Both government and civil society shall be 
involved in the fight against HIV/AIDS 

• A holistic approach to education and care 
shall be developed and sustained 

• ·Capacity building will be emphasised to accel­
erate HIV/AIDS prevention and control_ meas­
ures 

• STDs prevention and control are central ele­
ments in the response to HIV/AIDS. 
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The primary goals are to: 
• Reduce the number of new HIV infections 

(especially among youth) 
• Reduce the impact of HIV/AIDS on indivi­

duals, families and communities. 

The following general strategies will be stressed: 
• An effective and culturally appropriate infor­

mation, education and communications (IEC) 
strategy 

• Increase access and acceptability to voluntary 
HIV testing and counselling 

• Improve STDs management and promote 
increased condom use to reduce STD and 
HIV transmission 

• Improve the care and treatment of HIV posi­
tive persons and persons living with AIDS to 
promote a better quality of life and limit the 
need for hospital care. 

The Strategic Plan is structured according to the 
following four areas: 
• Prevention 
• Treatment, care and support 
• Human and legal rights 
• Monitoring, research and surveillance. 

In addition, the youth will be broadly targeted as 
a priority population group, especially for preven-
tion efforts. · 

A national set of primary indicators 
and surveillance data for the country 

South Africa needs a set of key indicators that 
can be used to track the overall response of the 
country to the epidemic. This means not only 
tracking the course of the epidemic over the next 
five years, but also tracking changes in attitudes, 
social values, health care practices, socio-eco­
nomic conditions and behaviours that act as pre­
disposing factors of the epidemic. 

The following list of indicators is proposed as a 
combination of various indicators, that collectively 
can be used to judge how well the country is 
doing in terms of tackling the HIV epidemic. 

Where necessary, mechanisms to collect the 
required data will be developed. 

General trends of the epidemic 
• Prevalence of HIV amongst antenatal clinic 

attendees (using national sentinel surveillance 
procedure) 

Youth 
• Prevalence of HIV amongst antenatal clinic 

attendees below the age of 18 years (using 
national sentinel surveillance procedure) 

• Teenage pregnancy incidence and rate 

Prevention 
• Proportion of STD cases effectively managed 

using syndromic treatment in a) the public 
sector; b) the private sector 

• Percentage of sexually active women using 
condoms · 

• Proportion of children leaving primary school 
who are fully informed of the causes and 
methods of transmission of HIV 

Socio-economic indicators predi~posing to 
HIV transmission 
• Proportion of household living below the mini­

mum poverty line 
• Unemployment rate 

Abuse of women 
• The number of reported rape cases 
• The number of cases of workplace legislation 

abuse related to employees contracting HIV 

Social values, human rights and acceptance 
in the community 
• The number of VTC clients 
• The number of homeless children, as a proxy 

indicator of the capacity of society to care for 
• AIDS orphans 
• The number of people "coming out" as people 

living with AIDS 



Goals, objectives, strategies and lead 
agencies 

PRIORITY AREA 1: Prevention 
• Goal 1: Promote safe and healthy sexual 

behaviour 
• Goal 2: Improve the management and 

control of STDs 
• Goal 3: Reduce mother-to-child transmission 

(MTCT) 
• Goal 4: Address issues relating to blood 

transfusion and HIV 
• Goal 5: Provide appropriate post-exposure 

services 
• Goal 6: Improve access to Voluntary HIV 

Testing and Counselling (VTC) 

PRIORITY AREA 2: Treatment, care and 
support 

• Goal 7: Provide treatment. care and support 
services in health-care facilities 

• Goal 8: 
and 

• Goal 9: 

Provide adequate treatment, care 
support services in communities 
Develop and expand the provision of 
care to children and orphans 

PRIORITY AREA 3: Research, 
monitoring and evaluation 

• Goal 10: Ensure AIDS vaccine development 
• Goal 11: Investigate treatment and care 

options 
• Goal 12: Conduct policy research 
• Goal 13: Conduct regular surveillance 

PRIORITY AREA 4: Human and 
legal rights 

• Goal 14: Create a supportive and caring 
social environment 

• Goal 14: Develop an appropriate legal and 
policy environment 

I 



5.1 PRIORITY AREA 1: Prevention 

GOAL 1 :PROMOTE SAFE AND HEALTHY SEXUAL BEHAVIOUR 

Promote improved health a) Produce and disseminate IEC material and DOE, DOH, NGOs, 
seeking behaviour and messages to different stakeholders Trade Unions, 
adoption of safe sex b) Implement life skills education in all primary DOL, DOH Youth 
practices and secondary schools Sector 

c) Increase the number of ,trade unions who 
have implemented HIV/AIDS & STD 
policies and programmes 

d) Facilitate and support the trucking 
industry's AIDS High Transmission project 

• • • • • 
Broaden responsibility for a) Develop sector-specific policies and plans DOH, NAG.All 
the prevention of HIV to all for the prevention of HIV/AIDS & STDs, Sectors 
sectors of government and focussing specially on the following sectors: 
civil society the Government sector: Health; Education; 

Welfare; Local. Gqy~J~~'ll~nJ:.Tr~p~port; 
Justice; Police; Correctiona1·services; . 
Home Affairs; Civil society sectors: 
Traditional leaders; Youth; Faith-Based 
Organisations; Business; Entertainment 
and Media. 

• • • • • • 
Implement HIV/AIDS a) Develop an health programme with an HIV DOH, SADC, 
prevention for migrants focus as part of the Maputo corridor project UNAIDS 

b) Facilitate cross-border interventions 
c) Work in partnership with other SADC 

countries 
• • • • • • 

Develop and implement a) Create public awareness of HIV/AIDS & DOH and other 
counselling and care STDs in all government departments government 
programmes for all b) Identify, train, and support peer educators departments 
national government c) Distribute condoms in all government 
departments department buildings 

• • • • • • 
Improve access to and use a) Expand condom distribution through DOH, All Sectors 
of male and female non-traditional outlets 
condoms, especially b) Improve access to condofl1S in high 
amongst 15-25 year olds transmission areas (e.g. tri,Jck stops, 

borders, mines and brothels} 
c) Increase acceptance, positive attitudes and 

perceptions, efficacy and use of condoms 
as a form of contraception among the youth 



GOAL 2:1MPROVE THE MANAGEMENT AND CONTROL OF STDS 

Ensure effective a) Investigate the dispensing of licences to DOH, SAMA, 
Syndromic Management nurses for STD treatment Board for 
(SM) of STDs in the private b) Monitor and regulate the quality of care in Health-care 
sector the private sector Funders, Health 

c) Training on SM within the private sector Professions 
d) Review Medical Schemes regulations to Council of SA 

ensure minimum reimbursement for 
treatment of STDs 

• • • • • • 
Ensure effective a) Training in syndromic management under- DOH, SANC, 
Syndromic Management graduate I basic curricula of all nurses, Nurse training 
(SM) of STDs in the public doctors and pharmacists institutions, 
sector b) Regular in-service training of HCWs Medical Schools 

• • • • • • 
Collaborate with traditional a) Develop, print and distribute training DOH, Traditional 
healers to improve health manuals in various languages Healer 
seeking behaviour for STD b) Conduct capacity building workshops with Organisations; 
treatment THs CONTRALESA 

c) Sensitise the health sector regarding 
traditional medicine 

d) Consider referral systems between 
traditional and Western medicine .... •.• 

Increase access to youth a) Make clinics and HCWs "youth friendly" DOH, DOE, Youth 
friendly .reproductive health b) Make schpols places where youth can Sector 
services - including STf? access friendly and supportive counselling 
management, VTC and rapid services 
HIV testing facilities (special 
focus on youth, women, and 
migrant workers) 

GOAL 3:REDUCE MOTHER-TO-CHILD HIV TRANSMISSION (MTCT) 

Improve access to HIV a) Develop counselling guidelines DOH, Women's 
testing and counselling in b) Train counsellors Sector, NGOs 
ANC clinics 

• • • • • • 
Improve family planning a) Train reproductive health providers on DOH, Women's 
services to known HIV HIV/AIDS counselling Sector, NGOs, 
positive women b) Improve access to comprehensive NPPHCN 

reproductive health services for HIV 
positive women 

• • • • • • 
Implement clinical guide- a) Train all relevant midwives and medical DOH, Nursing 
lines to reduce the trans- practitioners Training 
mission of HIV during Institutions, 
childbirth and labour Medical Schools 



••••• 

GOAL 4:ADDRESS ISSUES RELATING TO BLOOD TRANSFUSION AND HIV 

Maintain a safe blood 
transfusion service 

a) Monitor implementation of current 
guidelines on blood transfusion 

b) Develop national guidelines on HIV and 
blood transfusion 

c) Improve the recruitment of low-risk blood 
donors 

GOAL S:PROVIDE APPROPRIATE POST-EXPOSURE SERVICES 

Provide services for a) Ensure appropriate policies for needlestick 
neediEistick injuries and exposure in the private sector 
occupational exposure b) Ensure the supply of anti-retroviral drugs to 

', ... ;.)··, .. ~· treat occupational exposure in public health 
facilities 

c) Reduce exposure to occupational exposure 
through the appropriate disposal of medical 
waste 

Investigate options to a) Review research on use of Anti-Retroviral 
reduce HIV/STD Therapy (ART) to prevent HIV transmission 
transmission and following sexual assault 
pregnancies resulting from b) Assess services for women and men 
sexual assault following sexual assault 

GOAL 6:1MPROVE ACCESS TO VOLUNTARY TESTING AND COUNSELLING 

DOH, SA Blood 
Transfusion 
Service 

DOH, DOL 

DOH, ~esearch 
Institutions 

Increase the number of 
voluntary HIV testing and 
counselling sites 

a) Introduce counselling service in all new DOH 

Increase the number of 
persons seeking VTC 

testing sites 
b) Expand use of rapid testing methods 

Increase the proportion of workplaces that 
have on-site counselling and testing services 

a) Promote access to VTC services, 
especially for the youth 

DOH. All Sector 

~ 
.• 
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5.2 PRIORITY AREA 2: Treatment, care and support 

GOAL 7:PROVIDE TREATMENT, CARE AND SUPPORT SERVICES IN HEALTH FACILITIES 

Improve treatment, care a) Develop guidelines for the treatment and DOH, Training 
and support for people care of HIV/AIDS patients in health-care Institutions, PWAs 
living with and affe~ted by facilities and the community 
HIV/AIDS b) Ensure uninterrupted supply of appropriate 

drugs for the treatment of opportunistic 
infections and other related conditions 

c) Build capacity of health professionals to 
provide comprehensive HIV/AIDS, STD & 
TB treatment, care and support 

d) EstC!blish strong links between health 
facilities and community-based support 
programmes 

e) Improve prevention and treatment of TB 
and other opportunistic infections 

• • • • • • 
Establish poverty a) Incorporate HIV/AIDS, STDs and TB as Agricultural sector, 
alleviation projects to indicators of poverty Government 
address the root causes of b) Involve relevant government departments departments, 
HIV/AIDS, STDs and TB and the private sector in poverty alleviation NGOs, Business 

projects 
• • • • • • 

Ensure appropriate a) Review international and regional practices DOH, BHF 
practices in the private relating to HIV and medical insurance 
sector and medical b) Lobby the medical schemes industry to 
insurance industry for the review benefits and coverage for HIV 
care and treatment of HIV positive clients 
positive clients c) Standardlse a minimum package of 

· treatment and care for people living with 
HIV/AIDS in the public and private sector 



GOAL 8:PROVIDE ADEQUATE TREATMENT, CARE AND SUPPORT SERVICES IN COMMUNITIES 

Develop and implement a) Develop appropriate home-based care DOH, DOW, NGOs 
models of community/ implementation guidelines 
home-based care in all b) Promote the establishment of intersectoral 
provinces task teams at community level to develop 

community/home~based care 
c) Reduce stigma of HIV/AIDS in communities 

and develop IEC materials targeted at 
communities 

• • • • • 
Increase acceptability to a) Use media for more exposure to the issues DOH, DOW, 
comni1.,1nity/home-based of home-based care in communities NGOs, Media, all 

J... . .. 

care 

GOAL 9:DEVELOP AND EXPAND THE PROVISION OF CARE TO CHILDREN AND ORPHANS 

· Devel~p~:Anif hnpiement · a) ·'Promote advocacy of all relevant· issues DOH, DOW, DOJ, 
pro~irammes to support • that affect children NGOs, Business 
the heal.th and social b) Mobilise financial and material resources 
needs ·of children affected for orphans and child-headed households 
by HIV/AIDS c) Investigate the legal protection of 

child-headed households 
d) Provide social welfare, legal and hurnan 

rights support to protect educational and 
constitutional rights 

• • • • • 
lmple~ent measures to . a) Investigate the use of welfare benefits to DOW.DOE 
facilitate adoption of AIDS assist children and families living with 
orphans HIV/AIDS 

b) Subsidise adoption of AIDS orphans 



• • • • • • 

• • • • • • 

5.3 PRIORITY AREA 3: Research, monotoring and surveillance 

GOAL.10:ENSURE AIDS VACCINE DEVELOPMENT 

Support efforts to develop 
a Clade C HIV vaccine 

b) Conduct.biological and behavioural DOH, MRC, 
research to support the development of an Research 
AIDS vaccine Institutions 

b) Support the South African AIDS Vaccine 
Initiative 

c) Develop South African ethical guidelines 
for vaccine research 

GOAL 11:1NVESTIGATE TREATMENT AND CARE OPTIONS 

Review and revise policy a) Review, monitor and evaluate current DOH, Academic 
on anti-retroviral use for research on the use of anti-retroviral Institutions, 
reducing mother-to-child therapy to reduce mother to child HIV Research 
HIV transmission transmission , Institutions, 

·-;. 

Identify iir{'a implement additional· areas of Women's Sector b) 

research 
c) Review.and update national 

policies to reduce MTCT 

Conduct research on the a) Review international research MRC, DOH, 
cost-effectiveness of other b) Facilitate local research Research 
forms of non-retroviral Institutions 
treatment and prophylaxis 

Conduct research on the a) Conduct clinical trials Traditional Healers, 
effectiveness of traditional b) Review international research MRC, DOH 
medicines c) Collaborate with traditional healers 



• • • • • 

• • • • • 

GOAL 12:CONDUCT POLICY RESEARCH 

Conduct HIV/AIDS studies 
in selected departments 
and provinces 

Conduct research to 
determine HIV incidence 

a) Commission research 

a) Conduct HIV incidence surveys in narrow 
age groups to approximate incidence 

GOAL 13:CONDUCT REGULAR SURVEILLANCE 

Develop mechanisms for a) Training for provincial and district staff on 
long and short-term research and surveillance in collaboration 
training to improve the with research and training institutions 
capacities o( provincial 
and ·~tn'sfrict '1staff to . 
conduct HIV/AIDS&STD 
related ope.rations 
research and surveillance . . 
Conduct national a) Conduct behavioural sentinel surveys, with 
surveillance on HIV and a focus on youth 
STD risk behaviours, b) Conduct routine STD surveillance 
especially among youth c) Conduct surveillance of AIDS morbidity 

and mortality 
d) Conduct national HIV infections 

surveillance in selected populations and 
groups, including STD and TB clients, 
hospitalised patients, men, and youth 

DOH, DOF, 
government 
departments 

MRC, DOH 

DOH, Academic 
Institutions 

DOH, HSRC, 
GCIS, MRC, Youth 
Sector 
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• • • • • • 

5.4 PRIORITY AREA 4: Human and legal rights 

GOAL 14:CREATE AN APPROPRIATE SOCIAL ENVIRONMENT 

Develop a National Inter- a) Promote open discussion of sexual 
Sectoral Campaign on practices in various sectors of society 
Openness and Acceptance b) Promote VTC 
of People Living with c) Target awareness regarding rights and 
HIV/AIDS responsibilities of people living with 

HIV/AIDS in 4 key areas: employment 
rights, education, health care and social 
service rights 

Create a legal and policy a) Review existing legislation and ensure the 
environment which protection of rights of people living with 
protects the rights of all HIV/AIDS 
persons infected and b) Develop policy on the management of 
affected by HIV/AIDS by mentally challenged HIV positive persons 
2005 c) Review and enact new Children's Law to 

take into account the needs of children 
infected and affected by HIV/AIDS 

Monitor human rights a) Statutory commissions (HRC and CGE) to 
abuses and develop set up a discrimination database to collect 
enforcement mechanisms information on the nature and extent of . 
for redress discrimination against people affected by 

HIV/AIDS 
b) Improve access to justice for people 

infected I affected by HIV/AIDS 

GOAL 15:DEVELOP AN APPROPRIATE LEGAL AND POLICY ENVIRONMENT 

Develop policy and 
legislation relating to 
HIV/AIDS and employment 

Develop policy and legisla­
tion relating to HIV/AIDS, 
commercial sex workers 
and sexual assault 

a) Finalise the code of Good Practice on 
HIV/AIDS in the Workplace, and 
accompanying regulations, to enforce 
workplace HIV/AIDS policies 

b) Support the development of workplace 
HIV/AIDS policies 

a) Develop criminal law mechanisms which 
protect the rights of victims of sexual 
violence 

b) Investigate the provision of Post-exposure 
prophylaxis PEP to the victims of sexual 
violence 

c) Investigate decriminalising commercial sex 
work 

SANAC, 
Government 
Departments, 
NGOs, all Sectors, 
SABC 

DOJ, DOH, SALC 

DOJ, HRC, CGE 

DOL, DOH 

DOJ, DOH, SALC 
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youth as a target group 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

As indicated earlier in this document, youth is a 
specific focus area in the fight against HIV/AIDS 
as people between the ages of 14 -35 are the 
most vulnerable to HIV infection. In addition, the 
youth are an important target group to protect 
against future HIV infection as they represent 
both the present and future economic power­
house of the country. 

In this section the strategies that relate to youth 
will be replicated to emphasise the need for all 
sectors of society to focus a significant amount of 
their resources and energies on this age group. 

Objective: Promote improved health seeking 
behaviour and adoption of safe sex practices 
• Produce and disseminate IEC material and 

messages to different stakeholders 
• · Implement life skills education in all primary 

and secondary schools 

Objective: Broaden responsibility for the 
prevention of HIV to all sectors of government 
and civil society 
• Develop sector-specific policies and plans for 

the prevention of HIV/AIDS & STDs, focussing 
specially on the following sectors: ... youth, 
women and children. 

ObjecUve: Improve access to and use of 
male and female condoms, especially 
amongst 15 - 25 year olds 
• Expand condom distribution through non-tradi­

tional outlets 
• Improve access to condoms in high transmis­

sion areas (e.g. truck stops, borders, mines 
and brothels) 

• Increase acceptance, positive attitudes and 
perceptions, efficacy and use of condoms as 
a form of contraception among the youth 

Objective: Increase access to youth friendly 
reproductive health services - including STD 
management, VTC and rapid HIV testing facili­
ties 
• , Make clinics and HCWs "youth friendly" 
• Make schools places where youth can access 

friendly and supportive counselling services 
Objective: Increase the number of persons 
seeking voluntary HIV testing and counselling 
services 
• Promote access to VTC services, especially 

for the youth 

Objective: Develop and implement pro­
grammes to support the health and social 
needs of children affected by HIV/AIDS 
• Promote advocacy of all relevant issues that 

affect children 
• Mobilise financial and material resources for 

orphans and child-headed households 
• Investigate the legal protection of child­

headed households 
• Provide social welfare, legal and human rights 

support to protect educational and constitu­
tional ·rights 

Objective: Implement measures to facilitate 
adoption of AIDS orphans 
• Investigate the use of welfare benefits to 

assist children and families living with 
HIV/AIDS 

• Subsidise adoption of AIDS orphans 

Objective: Conduct a national surveillance 
on HIV and STD risk behaviours, especially 
among youth 
• Conduct behavioural sentinel surveys, with a 

focus on youth 
• Conduct national HIV infections surveillance in 

selected populations and groups, including 
youth 
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way forward 
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Implementing the HIV/AIDS & STD Strategic Plan 

is essential to ensure the achievement of the 

national goals. Broad principles for implementa­

tion include appropriate activities and practices 

and cost effective for South Africa. Activities 

should be based on known evidence based prac­

tices. 

Key critical areas for effective delivery include: 
A. Authority and political will at all levels 

B. Structures: 
•Delivery and implementation 
•Co-ordination 

C.Resources: 
• Financial Resources 
• Human Resources 
•Technical Resources 

D.Capacity: 
•HIV AIDS & STD understanding 
•Management 
•Monitoring and evaluation 

E.Communication: 
• National = Provincial & Provincial = National 
• Provincial = Provincial 
•Provincial = District = Community 
•Government = Civil society 

7.1 Effective implementation of the 
HIV/AIDS & STD Strategic Plan 

To achieve this, the following issues will be 
addressed: 

• Approval of the HIV/AIDS & STD Strategic 
Plan by national bodies such as the Inter­
Ministerial Committee on AIDS (IMC), 
SANAC and National HIV/AIDS & STDs 
Directorate, followed by provincial and 
local structures 
The HIV/AIDS & STD Strategic Plan should 
be used in developing national, provincial and 
district operational plans. Yearly operational 
plans have to be based on realistic objectives. 
These should be developed taking into con­
sideration existing financial and human 
resources, the capacity thereof, the process of 
recruitment as well as the political commit­
ment in each of the provinces. The setting of 
national 'goals will allow for inter-provincial 
comparisons and ensure a measure of unity 
regardless of the relative autonomy of the 



provinces. The provinces should then take 
these national goals and objectives and pres­
ent them to key role players within each 
province to ensure that all buy into what would 
be a Provincial Strategic AIDS Plan. 

• Improve structures for delivery 
This involves reviewing and developing where 
necessary structures at all levels, from nation­
al to community. The concept of appropriate 
national structures such as the IMC, IDC and 
NAC should be considered for duplication 
within provinces, keeping in mind the impor­
tance of delivery within communities. 

The most important structures to create to guide 
the implementation of the Strategic Plan are: 

• SANAC, with duplicate bodies in each 
province 

• Interdepartmental Committees on HIV/AIDS in 
every province. One of the functions of the 
Interdepartmental Committees within 
provinces would be to defi'ne each govern­
ment department's unique and generic 
responsibility within the HIV/AIDS &_STD 
Strategic Plan. 

Equally important is the establishment of appropri­
ate structures at district level to ensure the imple­
mentation of the HIV/AIDS & STD Strategic Plan. 
It is thus recommended that District HIV/AIDS 

· Committees be established. The district struc­
tures should include community-based commit­
tees that represent major role-players within the 
relevant community in the field of HIV/AIDS. 

These committees should include local govern­
ment to ensure the integration of HIV/AIDS & 
STDs and TB issues and development plans. It 
is vital that this include non-health issues as part 
of HIV/AIDS & STD planning, such as transport 
and poverty alleviation. 

• Establish acceptable standards for 
provinces with respect to resources 
Financial Resources 
It is important to ensure that adequate funding 

is available at national and provincial levels 
within the healthcare environment to ensure 
delivery. One method is to establish an 
agreed resource standard for all provinces to 
directly place financial resources into 
HIV I Al DS. This is currently (in 1999/2000 
prices) set as R10 per person per year or a 
total of R400 million per year for the whole 
country. 

Related activities include: 
•Audit financial resources for HIV/AIDS activi­

ties within Provinces over the preceding three 
years 

•Compare resources between provinces on a 
per capita and per HIV infected population 

•Agree on standards or conditions by national 
bodies such as MinMEC, PHRC for allocating 
dedicated HIV/AIDS funding from national 
bodies 

•Cost .the HIV/AIDS & STD Strategic Plan and 
Programmes 

•Agree on the continued funding by the nation­
al DoH of activities and products - such as 
condoms - that have a major cross provincial 
impact. 

Funds for HIV/AIDS should be devolved to 
provinces from the national government only 
on condition that certain standards are met. 
These include the: 

•Presence of an Interdepartmental Committee 
on HIV/AIDS 

•Commitment to "ringfence" funds for direct 
HIV/AIDS activities within provinces 

• Commitment to distribute funds according to 
the HIV/AIDS & STD Strategic Plan 

• Commitment to spend over 80% of the funds 
in one financial year 

• Commitment to roll funds over into the new 
financial year without ri.sk of penalty 

• Commitment to prioritise the process of 
HIV/AIDS spending within the provinces 

•Commitment to ongoing national and provin­
cial communication 

•Regular review of the implementation of 
HIV/AIDS'Plans 



•Establishment of realistic goals and objectives 
that can be implemented within provinces and 
districts 

• Human Resources 
It is vital for the success of the Strategic Plan 
that adequate human resources are available 
to ·ensure delivery. The constraint on action is 
arguably capacity rather than funding. The 
current ratio suggested is one dedicated 
employee per 100,000 population. To evalu­
ate the availability of human resources, it will 
be necessary to audit the existing human 
resources at national, provincial, regional and 
district levels. This audit should assist in 
establishing standards of personnel at district, 
regional and provincial levels of management. 

• Regularly review the implementation of the 
Strategic Plan 
The HIV/AIDS Strategic Plan must be 
reviewed every 12 monthq at national and 
provincial levels, with quarterly reports to be 
submitted to provincial and national struc­
tures. 

The National DOH has overall responsibility for 
the implementation of the Strategic Plan within 
the provincial structures. Specific measurable 
targets and indicators will be developed for 
each objective and reported in annual opera­
tional plans. The Strategic Plan will be moni­
tored by these objectives and supplemented 
with additional monitoring including national, 
provincial and local behavioural surveys. 
These surveys will measure changes in HIV 
reiated risk behaviours including condom use, 
delay of sexual initiation among youth, HIV 
incidence, and the number of sexual partners. 

Establish a mechanism of constant and consis­
tent reporting by provinces to national struc­
tures and vice versa. Information from the reg­
ular review should be used to serve as a com­
munication tool between provinces of success­
es, as well as to other stakeholders to provide 
guidelines on activities to be involved in. 

7 .2 The Role of Sectors 

The HIV/AIDS & STD Strategic Plan provides a 
broad framework for government, NGOs, busi­
ness, labour, women and all sectors of society. 
Each sector should develop more specific plans 
based on their role, activities and their specific 
strengths. Sectors are encouraged to establish 
technical AIDS committees. These committees 
will advocate, manage and co-ordinate, the 
implementation of HIV/AIDS activities within that 
sector. 

The sectoral AIDS committees will also be 
responsible for liaison with other sectors and the 
Directorate: HIV/AIDS & STDs. The recommend­
ed role of the sectors will be as follows: 

• Identify determinants of the spread of 
HIV/AIDS & STDs specific to the sector 

• Identify strengths and weaknesses with 
respect to HIV/AIDS & STDs 

• Identify obstacles to the response within the 
sector 

• Integrate HIV/AIDS & STD's activities in their 
yearly plans 

• Formulate specific HIV/AIDS sectoral plans 
and budget for their implementation 

• Mobilise resources for interventions 
Document best practice within the sectors and 
share information 

• Prepare and submit quarterly reports to 
SANAC 

All Ministries, including the MOH, will submit 
quarterly reports to SANAC on their HIV/AIDS 
activities. 

7.3 Monitoring and Evaluation 

The effective implementation of the activities out­
lined in the Strategic Plan will largely depend on 
the availability of human, financial and institution­
al resources. The sustainability of the response 
will depend on an efficient monitoring process in 
the areas of policy development, institutional 
strengthening, and service delivery. 



Monitoring will ensure that activities are being 
implemented according to the plan and that each 
implementing agency and all partners contribute 
to the accomplishment of policy aims. This activ­
ity should be seen as mutually beneficial for the 
implementing agencies to assess their perform­
ance and seek corrective measures, and for gov­
ernment to formulate appropriate policy. 

Effective monitoring and evaluation tools will be 
developed and customised for each intervention. 
These tools will identify strengths and weakness­
es in the response programmes and activities, 
and areas that need the redirection of resources. 
The cost effectiveness of selected interventions 
will be determined through special operational 
research. 

7.4 Concluding Remarks 

The HIV/AIDS & STD Strategic Plan is a living 
document and will be subject~d to regular critical 
review. This will be undertaken at the national, 
provincial and district levels with input from all 
stakeholders. A mid-term review will be conduct­
ed and the Strategic Plan modified in accordance 
witr. the findings. 
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Annexure A: Map of South Africa 

The following map represents the nine provinces 
that make up South Africa . 
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THE WHITE HOUSE 

WASHINGTON 

November 3, 2000 

MEMORANDUM TO THE PRESIDENT 

FROM: Sandra L. Thunna~ector, Office of National AIDS Policy, and Presidential 
Envoy for AIDS Cooperation 

SUBJECT: Response to Your Inquiry Concerning AIDS in Africa 

In response to your question regarding what more we can do for people living with AIDS in 
Africa, here is a brief overview of our recent advances, as well as a few additional opportunities for 
moving this agenda forward in the remaining months of this Administration. 

Resources: As you said in your speech to the U.N. Security Council in September: 
"Unfortunately, the U.N. has estimated that to meet our goals [to establish basic prevention and care 
programs for HIV/AIDS], we will collectively need to provide an additional $4 billion a year. We must 
join together to help close that gap." 

To that end, the Foreign Operations FY2001 Appropriations bill contains two key improvements. 
First, the bill includes $315 million for the global AIDS program at USAID. It is likely that when the 
remaining appropriations bills are completed, we will have secured an additional $115 million for the 
CDC, and $10 million each for the Departments of Labor, Defense, and Agriculture - all now part of our 
multi-sectoral response to the AIDS pandemic. In total, over the past two years, we will have more than 
tripled our global AIDS prevention and care efforts to $461 million - more than the entire world was 
spending in FY98. Second, the full funding for debt relief in the bill will free up much needed resources 
that HIPC countries in sub-Saharan Africa and elsewhere can redirect into HIV I AIDS programs. 

Securing these significant funding increases not only demonstrates leadership on the part of this 
Administration, but gives us the credibility needed to leverage additional action from other stakeholders 
including: 

• challenging our G-8 partners to build on the progress made in Okinawa by pledging significant new 
resources toward closing the global AIDS resource gap Uoining us in doubling or tripling their 
investments); 

• utilizing the upcoming EU and the APIC summits to raise the AIDS issue and to accelerate and 
enhance the global AIDS mobilization; 

• working with multi-lateral lending institutions as well as HIPC governments to encourage the 
redirection of debt service to AIDS prevention and care activities; and, 



/ 

• working with Congress, prior to adjournment, to find additional resources for the U.S. contribution to 
the newly authorized multi-lateral AIDS trust fund to be established at the World Bank (a major 
Congressional Black Caucus priority). 

Leadership and Visibility: We have consistently stated that the global battle against AIDS will take 
all sectors of all societies working together. It is for this reason we have sought to not only mobilize 
governments, but corporations, unions, foundations, NGOs, IFis, etc. We believe that- the religious 
community has a pivotal role to play and a great deal to offer - most of which has yet to be tapped. To 
that end, as the final deliverable of our LIFE Initiative, we are planning to bring together an extraordinary 
group ofreligious leaders from around the world for a summit on AIDS at the White House on World 
AIDS Day - December 1st. This would provide a timely and critically important opportunity to reframe 
the dialogue on AIDS as a moral and ethical imperative, and enlist powerful and vital allies. U.S. invitees 
include Reverend Jesse Jackson, Reverend Leon Sullivan, Ambassador Andrew Young and Dr. Elie 
Wiesel. Your participation in this event would make all the difference. 
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AIDS IN SOUTH AFRICA 

Overview 

• In sub-Saharan Africa, more than 11,000 additional people become HIV+ each and every day. In 
South Africa alone, 4.2 million people are already HIV+ 1 and at least 1,600 people a day are newly 
infected.2 

• UNAIDS reports that half of all HIV+ people in the 9 southern African countries hardest hit by the 
pandemic live in South Africa. 

• The number of reported AIDS cases in South Africa has risen 33% since the end of 1997. 3 

• By 2010, 25% of South Africa's adult population is expected be HIV+•; AIDS deaths will peak 
about 5 years later at 256 AIDS deaths per 100 normal deaths. 5 

• According to the Actuarial Society of South Africa (ASSA), the country's total population by 2015 
will be 23% lower than it would have been without AIDS. 6 

• UNAIDS reports that during the last 8 years, HIV prevalence in South African prenatal clinics has 
increased more than 21-fold, and that the 1998 national prevalence rate among pregnant women 
was 23%. 

• By 2008, 1.6 million South African children will have been orphaned by AIDS. 7 

• A new UNAIDS Report estimates that in South Africa, AIDS is set to claim the lives of around half 
of all 15 year olds.8 

Development 

• 

• 

• 

In the next few years, AIDS will reduce life expectancy in South Africa by a third, from 68 to 45 
years9 . By 2010, infant mortality is expected increase by 40%.1° 

AIDS as a security issue. Recent reports confirm that 40% of the South African military is 
already HIV positive. US military officials have raised this as a serious stability concem.1 1 

A South African anti-crime institute has linked the growing number of children orphaned by 
AIDS to future increases in crime and civil unrest. Without appropriate intervention, many of the 
almost 2 million children projected to be orphaned by AIDS in South Africa will raise themselves 
on the streets, often turning to crime, drugs, commercial sex, and gangs for survival. This not 
only effects social stability but also dramatically increases their risk of HIV.12 

1 New UNAIDS Report. 
'Africa FaCIS 2. ONAP. 
'USAID Country Profile. 
'UCB. 
' Ing Darings, Soulh African Research, Economic Impact. . April 2000. Page I. 
'Ing Barings, Page 6 
7 UCB. 
8 

UNAIDS Press Release, 6/27/00 

''Africa facts 2. ONAP. 
'"UCB. 
11 Africa f'acls 2, ONAP. 
"Africa Facts, ONAP. 



Economic Impact 

• The economically active population (25 -50 years old) will be the worst affected, with infections 
rates expected to reach 26% in just a few years. South Africa's unskilled and semi-skilled 
workforce will be most heavily impacted, though skilled and professional workers follow close 
behind. 13 

• Between 2000-2015, The South African labor force is expected to average 10% lower due to 
AIDS. 1• 

• In a country already battling a skills shortage, AIDS will only exacerbate the problem by 
decreasing the work force, lower labor productivity, lower labor income, and increase demand for 
health services both in the private sector and in government supports. 15 

• By 2010, the demand for health services could be over 11 % higher than it would have been 
without AIDS.16 The cost of treating one AIDS case already exceeds the GNP per capita by more 
than $1,000. In KwaZulu/Natal, the entire provincial health budget is spent on AIDS-related 
illnesses. 11 

• A recent report predicts that South Africa's Real GDP will be .4% lower by 2006 than it would 
have been without AIDS. As the country generates 45% of sub-Saharan Africa's total GDP, the 
lower growth and higher risk profile for South Africa will not bode well for financial markets and 
may deter foreign investors. 18 

• At a meeting with African trade and finance ministers, Professor Jeffrey Sachs, director of the 
Harvard Institute for International Development, stated that, "a frontal attack on AIDS in Africa 
may now be the single most important strategy for economic development." 19 

Response 

• After a slow start, in 1994 South Africa became the first sub-Saharan country to develop and 
gain Cabinet approval for a comprehensive HIV/ AIDS policy.20 

• Though the failure of past actions continue to challenge the South African government in their 
ability to respond successfully, renewed leadership has and will continue to help break the 
silence surrounding AIDS. Both Archbishop Desmond Tutu and Nelson Mandela have spoken 
out publicly on HIV/ AIDS issues including condom use and safe sex. 

• The private sector has begun to respond. Since 1993, the South African power company Eskom, 
has guaranteed full ill-health and pension benefits to employees with AIDS and their families. It 
also provides clinical services, counseling and therapy, supports educational programs, both in 
the workplace and in the public arena, and is engaged in funding vaccine research. 

• USAID, UNAIDS (still working on donor involvement info ... ) 

"Ing Barings. Pagel. 
" Ing Barings. Page I 0. 
" Ing Barings, Page I. 
"'Ing Barings, Page 15. 
17 USAID Key Talking Points. 
'" Ing llarings. Page 2. 
'"Africa Facts 2. ONAP. 
'"UCB. 
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Country Brief 

SOUTH AFRICA 
06/01/00 

Socio-Economic Data 

Total population (thousands), 1997 43,336 
% of population urbanized, 1996 51 
Annual population growth rate, 1980-1995 2.3 
Infant mortality rate (per 1,000 live birth's), 1996 50 
Maternal mortality rate (per 100,000 births), 1990 230 
Life expectancy, 1996 65 
Adult literacy rate, 1995 M 82, F 82 
Per capita GNP (US$), 1995 3,160 

Status of the Epidemic 

UN POP 

UN POP 

UN POP 

UN!CEF/UNPOP 

WHO/UNICEF 

UN POP 

UNESCO 

World Bank 

Prevalence - Year Trend .. -.;. ~-·._ .. ·.- -· 

16. 7 - 1998 Rapid growth with all age groups in surveillance sites showing between 
15 and 65 percent growth between 1997 and 1998. Highest growth rate 
was in the under 20 age group. 

National Response 

National AIDS Programme 

• The HIV/AIDS and STD Directorate is located within the Ministry of Health which is the 
lead ministry in the response to the epidemic; 

• An Inter-Ministerial Committee on AIDS was established in 1998 to provide political 
direction and policy guidance to the national AIDS programme; 

National Strategic Planning 

• The development of the national strategic plan occurred during the months of July- November 
1999; 

• The plan, still in draft form, is a five-year plan; 

• The priority areas include prevention, human rights, care and support, research monitoring 
and evaluation, youth and policy implementation. 

Political Commitment 

• The President launched the Partnership against AIDS in 1998 to broaden and formalise the 
participation by all sectors in the response to the epidemic; 

• The President also launched the South African National AIDS Council on 1 December 1999. 
It is a multisectoral body that will oversee the national response to the epidemic and the 
implementation of the Strategic Plan. 

• The current Minister of Health initiated the development of the strategic plan; 

South Africa 



Country Brief 

• It was in response to the statement by the newly elected President calling all South Africans 
to action in the fight against AIDS. He challenged all sectors of society to be actively 
involved in the response to I-ITV/ AIDS. 

Multisectoral Involvement 

• Initial efforts in the South African response to HIV/AIDS were implemented mainly by non­
governmental organizations and the Ministry of Health; 

• There has been gradual involvement by other government departments and civil society; 

• Participants in the recent national strategic planning process included representatives from 
faith based organisations, people living with I-ITV I AIDS, non-governmental organizations, 
human rights organisations, academic institutions, the civil military alliance, the media, 
organised labour, organised sports, business, msurance companies, women's 
organisations, youth organisations, international donors, medical and health professionals, 
medical and health consulting organisations, political parties and other relevant 
government departments; 

• The Response Analysis calls for all provincial authorifies·"· fo-· designate co-ordinators 
responsible for STD/HIV/AIDS at the province and district levels. 

UN Theme Group on HIV/AIDS 

Chair: 
UNICEF Representative 

Members: UNDP, WHO, UNFPA, 
UNICEF, UNESCO, World Bank 

Participants: !LO, UNHCR, UNIC, IOM and UAIDS/ICT 

Support from UN System Agencies for HIV/AIDS activities in 1998-1999 

Or}!a11ization Amou11t US$ 
WHO 80 000 
UNDP 200 000 
UNFPA 10 000 
UNESCO 5 000 
UN AIDS 683 450 

Total 978 450 

South Africa 

• 
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• South Africa is faced with a worsening AIDS epidemic, which will have a profound 
impact on the country's economic outlook. We forecast HIV infection rates to peak at . 
almost 17% by 2006 for the population as a whole. AIDS-related deaths will peak about 
five years later at 256 AIDS deaths per 100 normal deaths. 

• The economically active population will be worst affected, with infection rates'fd~~·ast 
to reach 26%. The lion's share of the infections and deaths will be borne by the unskilled 
and semi-skilled part of the workforce, with infection rates likely to top the 30% mark. 
Nevertheless, the skilled and highly skilled will also be profoundly affected, with infections 
forecast to reach 23% and 13% respectively. South Africa is already battling with a skills 
shortage, which will be further exacerbated by the AIDS epidemic, raising remuneration 
and replacements .costs for companies. 

• The epidemic impacts on the economy in various ways. It leads to a smaller labour 
force, lower labour productivity, cost pressures for .companies, lower labour income, and 
increased demand for health services from the private and the public sectors. 

• In our. non-alarmist scenario, we believe GDP trend growth is forecast to be on 
average 0.3-0.4 percentage points pa lower than in a no-AIDS<baseline. CPI inflation 
will pick up due to cost pressures on companies that are passed on. This will exert some 
upward pressure on interest rates. Capacity utilisation and investment holds up fairly 
well, as the lower labour supply and productivity en.courage a switch towards technology 
away from labour and narrow the gap betWeen potential and actual output. 

• The costs of the AIDS epidemic are likely to cause a domestic savings squeeze -
and ,this .c9uld pot~ntially set off a vicious spiral. Domestic:savi[lgs as a percentage 
of top' are e~pected _to be on average 2 percentage_ points Jo.we.Uhan in a no-AIDS 

.>" l . .. ' • • ; •: • - .. ~.- • :."' " ~" <" ' ' '' '" ' _- • : - • • " ; I • .- , ' ' .~ " <f • 

: sc~n·ario;· 1r:i ord_er,;to ;~.upport investment delT)a11_cj;iri'·the .econ_qrrjy, :~quth Africa. would 

··· .•.• _•nee~~t~Wtf,~~l>for~j9~.~~it-S'l~gs_t,~~~~u9.:th§..g-~P.:~~§ryj~;:~or~~~b:~W-~~~.~-ri()~·~atei"i~Ji~e .• ·.a 
savings2inve"stmerit'crurich will ensue, pushin1fintete'strates;markedly"higher arid furth'er 

. _)f~~i~~R~~g,~~:~~~~~)1~8.f _is ex~,t~~~~~·J?~6L1r10~l~f l>_,fse1in~,~~~: . . . 

e The 16wer growth and higher risk profile for South Africa will not bode well for 
financial markets and.may well deter foreign Investors. We look at relative risk exposure 
'of sectors in terms of t\yo factors - firstly, their reliance on a workforce that has a high 
infection :'risk and, ~econdly, their reliah.ce on skill~d workers, _the. replacement .cost of 
whom ifi-rriuch highedhan of the unskilled. Aggregating.those two factors, we find that 
transport & storage' ankcatering & accClmmodation ·a~e the sedors rrmst exposed to the 
AIDS risk, while machinery, .communication and metals fare relatively better. An important 
finding is, tiowever;'that service indu~tries, such as finance and business services 
(including IT), rank in the middle field, as their reliance on skilled personnel makes them 
more vulnerable to a· rising remuneration bill. 

ING.illBARINGS 1 Economic impact of AIDS in South Africa, April 2000 
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Figure 1 % POINT DIFFERENCE IN GROWTH RATES BETWEEN THE AIDS 

AND NO-AIDS SCENARIOS 

2001F 2002F 2003F 

Real GDP -0.3 -0.2 -0.2 
Employment• -1.5 -2.1 -2.8 

Unemployment -0.3 --0.3 -0.4 
Real household disposable income• -1.3 -1. 7 -2.1 

Real PCE -0.3 -0.4 -0.3 

Real govt consumption 0.1 0.1 0.1 

Real GDFI -0.1 0.1 0.2 

Real inventory investment (Rm difference) -130 -698 -935 

Real exports 0.1 0.1 0.1 

Real imports 0.4 -0.2 0.2 
Current account balance/GDP"" -1.0 -1.2 -1.4 
Trade weighted nominal exchange rate• -0.7 -1.3 -1.4 

Budget deficiUGDP"" -0.3 -0.3 -0.4 

CPI inflation rate 0.7 0.2 0.4 
Prime lending rate•• 0.0 0.0 0.0 

Difference between Yo Y growth rate of AIDS and no-AIDS scenarios 
•Real% difference between AIDS and no-AIDS scenarios, not Yo Y growth rate differences 
•• % point difference 

Source: WEFA 

2004F 

-0.2 
-3.7 

-0.5 

-2.4 

-0.4 

0.1 

0.2 

-852 

0.1 

0.0 
-1.7 
-1.8 

-0.5 

0.3 
0.1 

2005F 2006-10F 

-0.3 -0.4 
-4.7 -8.3 

-0.6 -0.9 
-2.8 -4.4 
-0.5 -o.a<<~>· 
0.1 -0.1 

0.1 -0.1 

-1,116 -4,014 

0.1 0.1 

-0.1 -0.3 
-1.7 -2.4 
-2.1 -3.0 
-0.6 -0.8 

0.4 0.4 
0.2 0.3 

•"i.--l:-.• ·- --

2011-15F 

·-----
-0.3 

-14.1 

-1.2 

-5.8 

-0.8 
-0.2 

0.0 

-4,676 

0.0 

-0.5 

-2.4 
-3.9 

-0.9 

-0.1 

0.6 
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The uncertainty over the impact of the AIDS epidemic on the South African economy 
causes some discomfort with regard to the country's investment risk profile in the future. 
In order to shed some light on the effects of the AIDS issue, we have attempted to model 
some of the possible channels through which the epidemic impacts on the economy. We 
approached the problem in two steps, 

Our goal was to 
model the possible 
macroeconomic 
effects of AIDS 

... ·· 
• Firstly, we modelled the demographic changes that are likely to occur, using the Actuarial • ,. · ·· 

Society's (ASSA) demographic model, and produced infection and mortality profiles by 
skills levels and for selected sectors. The results were discussed in our first report 'The 
Demographic Impact of AIDS on the South African Economy', dated 17 December 1999. 

• Secondly, we conducted long-term economic forecasts to take into account the AIDS 
effect. Clearly, the demographic projections, which we updated for this second part of 
the study, formed the backbone to the analysis. In addition, we formulated assumptions 
on costs to consumers, companies and government. The results are presented in this 
report. 

As little work had actually been carried out before with regard to econometric modelling of 
the epidemic, the research took several months. The further we went in our endeavours, 
the more gaps we discovered in the existing data on the demographic profile oflb,edisease, 
government policy and estimated expenditure, changing household consumption and 
expenditure patterns and the costs arising for companies. It is therefore important to 
emphasise the imperfect nature of the information. 

However, our work was greatly helped by informal cooperation with AIDS experts and other 
modellers. We were able to host a workshop in January that included the World Bank, the 
Department of Finance and the Bureau for Economic Research (BER) in Stellenbosch to 
discuss the modelling approach and the validity of the assumptions. A follow-up workshop 
was held at the BER in early March, which also included, among others, Professor Dorrington, 
who is responsible for the ASSA demographic model, and Metropolitan Life. We benefited 
greatly from the discussion and would like to thank all participants for their comments and 
inputs. Over the coming months, we will probably see different angles to the economic 
analysis of AIDS explored by other participants, which should add further to the debate on 
the impact of AIDS. 

Most importantly, we would like to thank WEFA for helping us model the long-term 
demographic trends and the macroeconomic outlook. 

RECENT INTERNATIONAL TRENDS 

According to the UNAIDS December 1999 figures, some 33.6m people worldwide are 
currently living with HIV - 32.4m adults and 1.2m children. Some 70% of the global total of 
HIV infected live in sub-Saharan Africa. Life expectancy at birth in southern Africa, which 
was 59 years in the early 1990s, is set to drop to just below 45 years between 2005 and 
2010. 

ING.il:lBAR I NGS 3 Economic impact of AIDS in South Africa, April 2000 
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Figure 2 REGIONAL HIV/AIDS STAT1sncs AND FEATURES, DECEMBER 1999 

Adults and Adults and Adult 
Epidemic children living children newly infected prevalence 

Region started with HIV/AIDS with HIV in 1999 rate' (%) 

Sub-Saharan Africa Late 1970s-ear1y 1980s 23,300,000 3,800,000 8.00 
North Africa & Middle East Late~ 1980s 220,000 19,,000 0.13 
South & South East Asia Late 19BOs 6,000,000 1,300,000 0.69 
East Asia & Pacific Late 1980s 530,000 120,000 0.07 
Latin America Late 1970s-ear1y 1980s 1,300,000 ' 1.50;000 0.57 
Caribbean Latl:t''1970s.:Oar1y 1980s 360,0_00~:-· .. 57,000 1.96 
Eastern Europa & Central Asia Ear1Y,:1.99o~ : . . 350;000,: .· 95,000 0.14 
Western Europe Late 197'.0s-early 1980s 520,000 30,000 0.25 
North America Lata--1970s-ear1y 1980s 920,000_., 44,000 0.56 
Australia & New Zealand Lat~ 1970s-aarly 1 SBOs 12,000 ;' 500 0.10 
Total 33,600,000 5,600,000 1.10 

·: - · ... ~ ~ .. 

.. ·. . ~;~~''.)',:~ . .(.'. .. :.-.-. 
' The proportion of Bdults (15-49 years of age) !Mng with HIV/AIDS In 1999, using 1998 popi.Jfatfoii nuni_lier5. : : •. 
'MSM (sexual transmission among men who stiiep With men), /DU (transmission through Injecting drugUse);'Hetero (heterosexual transmission}. 

Source: WHO 

Women as a% 
of HIV+ 
adults 

55 

20 
30 
15 
20 
35 
20 

20 
20 
10 
A6 

Main modes 

of transmission' 
for adults living 
with HIV/AIDS 

Hetero 
IOU, Hetero 
Hetero 

IOU, Hetero, MSM 
MSM, IOU, Hetero 
Hetero, MSM 
IOU, MSM 

MSM, IOU 
MSM, IOU, Hetero 
MSM, IOU 
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Following the publication of our 17 December 1999 report 'The Demographic Impact of AIDS on the South African 
Economy', the Actuarial Society of South Africa (ASSA) on whose model our forecasts were built, updated some 
of its assumptions flowing into the model. We have amended our forecasts to reflect these latest revisions. 

THE ACTUARIAL SOCIETY OF SOUTH AFRICA (ASSA) NATIONAL AIDS MODEL 
···•. ..:~-~~-:·;~.~-

The Actuarial Society of South Africa (ASSA 600, Dorrington, 1998) model was developed to 
forecast the South African population and the impact of AIDS on its various segments. This 
.version of the ASSA model is currently set up to reflect the entire population in South Afriea, 
which is divided into three distinct age groupings: young (0-13 years old), old (60 years and 
older) and adult. On reaching their 14"' birthday, individuals are allocated into the various other 
risk groups according to the assumed proportions of the population as a whole. It is assumed 
that none of the perinatal infections will survive to age 14. The adult group is divided into four 
subgroups, differentiated by their level of exposure to the risk of a heterosexual epidemic. 

• PRO - Individuals whose level of sexual activity is such that their HIV prevalence is 
similar to that of sex workers and their clients 

• STD - Individuals whose level of sexual activity is such that their HIV prevalence is 
similar to that of people being treated for sexually transmitted diseases at STD clinics 

• RSK - lndiviauals with a lower level of sexual activity but who-·ar~'stilf at risk from HIV 
• NOT - Individuals who are not at risk of HIV infections 

A pattern of contact is assumed both within and between risk groups. Instead of modelling the 
various factors involved during a single sexual encounter, the model uses an average 'force 
of infection' to determine the spread of HIV. The force of infection is a combination of 'number 
of sexual partners', 'number of new contacts' and 'ease of infection'. The age and sex of the 
specific fofce of ihf~dion 'is then derived by incorporating the 'relevant sexual activity index 
for age and sex. Although"'the sexual activity curve is arbitrarily chosen, it is chosen such that 
the shii'p'e of new Hiv' infections matches known data. 
; '; .. ' >)>·~q~:;:;;- ~~:~.~ .. ~-.:~'If,!~' '.. ·. . 

~igu~e 3 shows the further assumptions that feed into the model. 

Figure J ASSA AMENDED ASSUMPTIONS 

% 
Risk group Description of risk group population 

PRO Sex workers and clients 
STD Treated for sexually transmitted diseases 20 

RSK Normal HIV risk 

NOT No HIV risk 

General 
Infant AIDS mortality (%) 
Median term to death of HIV+ (14+ yrs) 
Proportion of perinatal infection (%) 
Proportion of infected via breast-feeding (%) 

Proportion of male births (%) 
Relative male to female infectivity 

Imported infectivity (male PROs) 
Imported infectivity (female PROs) 

• To R SK group 

Source: Dorrington, ASSA 600. A User's Gulde 

40 

39 

Value 
30 
10 

25 
10 

51 
2:1 

300 
450 

Relative 
fertility* 

(%) 

40 
70 

100 

117 

Probability 
of HIV+ infection 

per year 

0.85 
0.47 
0.09 

0.00 
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We start our analysis at the most aggregated level, ie, at the level of the total population, 
and present our results of a baseline AIDS-inclusive population forecast and a no-AIDS 
population forecast. The no-AIDS scenario is recreated by adding back to the current 
(AIDS-inclusive) population forecasts the AIDS deaths while adjusting for their fertility and 
mortality. The ASSA model is operated from a 1985 base year in 15-year cycles, and it 
should be noted that in our baseline case, we have not changed any of the ASSA 
assumptions in the second cycle that runs from 2000 to 2015. We assumed that sexual 
behaviour such as that implied by Figure 3 does not change and that no medical advances 
are made during as well as between the cycles. 

GENERAL POPULATION FORECASTS 

The modelling results are shown in Figure 4. It can be seen that for 2000 the ASSA model 
suggests that without AIDS the population would be 1.1 % higher than under the current 
AIDS-inclusive scenario. This differential is forecast to rise to 23% by 2015. 

In the no-AIDS scenario, population growth rates are expected to come down from well 
over 2% pa to 1.5% by 2015. By contrast, ASSA's recent population projections including 
AIDS indicate that the growth rate has come down more rapidly since the early 1990s. By 
2004, the growth rate is forecast to drop to below 1 % and to reach 0% by 2011. 

Given the new assumptions on infection rates, propagation, fertility and mortality, HIV+ 
infection rates are forecast to peak at 16. 7% in 2006 and taper off thereafter. The number 

. of AIDS deaths is expected to rise rapidly and should peak with a four to five~-<;earfag in 
2010 with 1.8 AIDS deaths per 100 people and 256 AIDS deaths per 100 normal deaths. As 
shown in our previous report, apart from the 0-9 age group, which reflects the high rate of 
infant deaths associated with mother-to-child transmissions, AIDS deaths are mainly 
concentrated in the 25-50 age groups. That means that the labour force is disproportionately 
more affected than the overall population. The repercussions of this for the economy will 
be discussed later in the report. 

Total popu/atio1; 'l'f·'f/ 
be 23% lower by W j [i 

than in a 110-AIDs Cilse 

Infection rates an• 
forecast to peak at 
almost 17% 

Figure 4 POPULATION FORECASTS OF NO-AIDS AND ~HE A1D~71NC~U.5,!)!~ SCENARIOS 

AiDS-lncluslve 
scenario Growth· 

1999 45,100,513 
2000 45,951, 123 
2001 46,725,267 
2002 47,407,203 
2003 47,984,178 
2004 48,448,709 
2005 48,800,591 
2006 49,047,777 
2007 49,205,482 
2008 49,293;678 
2009 49,333,750 
2010 49,345:310 
2011 49,344;408 
2012 49,342,079 
2013 49,345,084 
2014 49,356,321 
2015 49,375,762 

Source: ASSA 

ING.AllBARINGS 

(%) 

1.89 
1.68 
1.46 
1.22 
0.97 
0.73 
0.51 
0.32 
0.18 
0.08 
0.02 
0.00 
0.00 
0.01 
0.02 
0.04 

No-AIDS 
scenario 

45,414, 112 
46,447,874 
47,478,275 
48,503,417 
49,521,688 
50,531,745 
51,532,490 
52,523,054 
53,502,785 
54,471,262 
55,428,279 
56,373,740 
57,307,533 
58,229,435 
59,139,066 
60,035,874 
60,919.128 

·Growth 
(%) 

2.28 
2.22 
2.16 
2.10 
2.04 
1.98 
1.92 
1.87 
1.81 
1.76 
1.71 
1.66 
1.61 
1.56 
1.52 
1.47 
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No-AIDS/ 
AIDS 
(%) 

0.7 
1.1 
1.6 
2.3 
.3.2 
4.3 
5.6 
7.1 
8.7 

10.5 
12.4 
14.2 
16.1 
18.0 
19.8 
21.6 
23.4 

~ .... · -
AIDS deaths 

;.:·,:AIDS 'per·1'00; .·. 

HIV+ · \. deaths normal de~ths 

11.58 
12.99 
14 .. 17 
15.12 
15.83 
16.31 
16.58 
16.67 
16.62 
16:45 
16.22 
15.96 
15.70 
15.46 
15.25 
15.09 
14.97 

0.42 
0.56 
0.71 
0.89 
1.07 
1.26 
1.43 
1.57 
1.67 
1.74 
1.78 
1.78 
1.77 
1.74 
1.71 
1.67 
1.64 

57.6 
76.7 
99.2 

124.6 
151.7 
178.·7 
203.5 
224.3 
239.9 
249.9 
254.8 
255.5 
253.4 
249.3 
244A 
239.2 
234.2 
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Figure 5 POPULATION FORECASTS FOR AIDS AND 
NO-AIDS SCENARIOS 
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EFFECTS ON THE LABOUR FORCE BY SKILLS AND SECTORS 

The infection rate among lhe economically active population peaks at about 25':5'% by2006, 
well above the 16.7% peak for the total population. As in our last report, we translated the 
overall infection rate among the economically active into infection rates by skills group. We 
combined the age, ethnic and gender profiles from the ASSA forecast with provincial information 
from J Slawski (AIDS where are we, 1998 unpublished report for ASSA) and overlaid this 
information on employment data by skills categories and economic activity from the 1996 
population census. When examining the infection rates by skills groups, we find that the 
HIV+ rate of semi- and unskilled labour is over three times as high as that of the highly 
skilled. A similar observation can be made with regard to the number of AIDS deaths by 
skill category. Nevertheless, while the semi and unskilled portion of the labour force is 
disproportionately affected by the AIDS epidemic, it is important to realise that infection 
rates among the highly skilled will be substantial as well, exacerbating South Africa's skills 
shortage. Among the highly skilled, the infection rate is forecast to peak at 13.1 % in 2005, 
compared with 22.8% for the skilled and 32.8% for the semi- and unskilled. Annual AIDS­
related deaths among the highly skilled are forecast to peak at 1.2 per 100 workers, while 
deaths among the semi-and unskilled grouping are expected to peak at 3.4 per 100 workers. 

Figure 6 PROJECTED AIDS DEATHS PER 100 WORKERS BY SKILLS 

4.0 -r------..,---------------
.:.:~...... . . ~:!>'J;'_,_,_,:.:';~; ·i,' .,_ ._,;.,,' 

~·~ ~+ -=~--=~--~~--~~-· ·-~-;-_: .. ~:._.'~1...,. .. :/:~,....::'~~· ,:1l;~J.:'.'·r·~~ ,.,.~\~, L~~1,...,j,,....~~i,....i~~""'.r=:'"'~,.::::~:""t..,.,;.,.,i~".':'~':::1.:,....~::-:j =-i~,....~...,,.,.,..f,....1 --:! ~,...:-:'.-i 
~.,~· .. · : ,;:. ' : ·'.· 
. ., , . ; . t :- ... ~ .. : :~ 
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Source: ASSA 
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Figure 7 HIV+ INDIVIDUALS PER 100 WORKERS BY SKILLS LEVEL 

Ratio semi-
Ratio skilled/ Semi- and and unskilled/ 

Highly skilled Skilled highly skilled unskilled highly skilled 
.-:-. 

1999 10.2 15.5 1.5 19.9 2.0 
2000 11.2 17.5 1.6 22.7 2.0 
2001 12.0 19.1 1.6 25.2 2.1 
2002 12.6 20.5 1.6 (.7.4 JP"'.-' ;~_. 

2.2 
2003 12.9 21.5 1.7 29.2 2.3 
2004 13.1 22.2 1.7 30.6 2.3 
2005 13.0 22.6 1.7 31.6 2.4 
2006 12.8 22.8 1.8 32.3 2.5 
2007 12.5 22.7 1.8 32.7 2.6 
2008 12.1 22.5 1.9 32.8 2.7 
2009 11.7 ·22.1 1.9 32.8 2.8 
2010 11.2 21.7 1.9 32.7 2.9 
2011 10.8 21.3 2.0 32.5 3.0 
2012 10.4 21.0 2.0 32.4 3.1 
2013 10.0 20.6 2.1 32.4 3.2 
2014 9.6 20.4 2.1 32.4 3.4 
2015 9.3 20.2 2.2 32.6 3.5 

Source: WEFA ·-· ... -~~ ... ·- --

Figure 8 AIDS DEATHS PER 100 WORKERS BY SKILL LEVEL 

Ratio semi-
Ratio skilled/ Semi- and and unskilled/ 

Highly s~illed Skilled highly skilled unskil.led highly skilled 

1999 0.3 0.4 1.4 _0.5 ~?.-0 
2000 0.4··,> ' 0.5 · 1.4 ci:'s ·2.0 
2001 .. 

:;f o·.5· 0.7 1:5 : .1.0 . 2;1 .. 
.. 

2002' ·;. 0.6 0.9 1;5 f3 . ·.2.2 
'·'·· .. 

1."5 200.3 0.7 1.2 1.7 '2.3~ 

2004 ·0:9· 1.4 1."6 2.1 2~4 
2005 1.0 1.6 1.6 .2.4 2.4 
2006 1.1 1.8 1.6 2.7 2.5 
2007 1.1 1.9 1.7 3.0 2.6 
2008 1.2 2.0 1.7 3.2 2.7 
2009 1.2 2.1 1.8 3.3 2.8 
2010 1.2 2.1 1.8 3.4 2.9 
2011 1.1 2.1 1.8 3.4 3.0 
2012 1.1 2.0 1.9 3.4 3.1 
2013 1.0 2.0 1.9 3.4 3.3 
2014 1.0 1.9 2.0 3.4 3.4 

! 2015 1.0 1.9 2.0 3.3 3.5 

Source: WEFA 
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Following on from the demographic analysis, we have attempted to model the possible 
effect of HIV/AIDS on South Africa's longer term economic prospects. For that purpose, 
we have formulated assumptions based on the information that is currently publicly available. 
However, one cannot emphasise enough the deficiencies and gaps in the publicly available 
data. With this in mind, our analysis tries to identify the main channels through which the 
epidemic will affect the macroeconomy and highlight the sensitivity of the forecast outcomes 
to the input assumptions on the patterns of the epidemic. To our knowledge, this macro­
modelling exercise has not been performed so far, and we hope that in addition to highlighting 
potential investment implications, we will add to the public debate on the impact of AIDS 
more generally. We believe that we have drawn a realistic scenario in our assumptions and 
have refrained from being unduly alarmist. 

As the AIDS epidemic is unfolding, it will place severe costs on the economy. The channels 
we will be examining are the following: 

1. A lower labour force 

2. Lower labour productivity through absenteeism and illness 

3. Cost pressures for companies through higher benefit payments and repla~ll)ent costs 

4. Lower labour income, as employees bear some of the AIDS-related costs 

5. Lower population translating into lower expenditure 

6. Increased private sector demand for health services 

7. Higher government expenditure on health services. 

Rising expenditure on healthcare will not only put pressure on the fiscus, but also on 
households and companies. Overall household demand will be dampened and reprioritised 
and household savings squeezed. Absenteeism, productivity losses and higher costs for 
training skilled personnel will place an additional burden on companies. Some of the higher 
costs will be passed on to the consumer via higher prices, but some will be absorbed in the 
companies operating surplus and may well come out of corporate savings. Not surprisingly, 
our analysis concludes that GDP will be lower under the AIDS scenario than the no-AIDS 
scenario. Price pressure will pick up and with it pressure on interest rates. 

LABOUR SUPPLY AND PRODUCTIVITY 

The impact of AIDS will be reflected on the labour supply and productivity. The demographic 
analysis has shown that the infection rates among the South African workforce are higher 
than for the population as a whole. We can thus expect the labour force to be 
disproportionately affected by the epidemic. Here we are trying to model the effect of 
AIDS-related deaths across the various skills groups on overall labour supply. Any change 
to the overall labour supply in the economy will affect potential output (which is determined 
by labour and capital supply as well as technology). With unemployment in excess of 30%, 
South Africa is currently faced with a surplus labour situation. So, in theory, employees 
who die of AIDS-related causes can be easily replaced by the available pool of unemployed. 
However, while South Africa has a large pool of unskilled labour available, it already faces 
a labour shortage at the skilled and highly skilled level. At the higher skills levels, the 
replacement of employees who have died is more difficult. Since the withdrawal of one unit 
of highly skilled labour is expected to have a more negative impact on potential output we 
propose to make an adjustment to the labour supply numbers that accounts for the 
importance of skill. Assuming that the average wage is a reasonable proxy for skills, we 
weigh the units of labour by their wage rate relative to the economy-wide average so as to 
arrive at a weighted aggregate labour supply. 

We have identified 
seven key impact 
channels 

Labour supply is 
adversely affected by 
AIDS deaths ... 
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Figure 9 THE RATIO OF THE AVERAGE WAGE RATE OF 
SKILL CLASS TO THE ECONOMY-WIDE AVERAGE WAGE RATE 

Highly skilled Skilled Semi & unskilled 

1.91 1.07 0.65 

Source: WEFA"s 1997 Socia/Accounting Matrix 

o->.:. 
::-· 

Figure 9 suggests that highly skilled labour earns on average 1.91x more than the economy­
wide average, while semi & unskilled only receives 65%. This set of assumptions generates 
the following impact on labour supply. 

... with the loss of 
skilled employees 
weighing more 

In the last column of Figure 10 it can be seen that in an AIDS scenario, the labour force is 
an average 10% lower than in a no-AIDS scenario between 2000-15. Values for the weighted 
labour supply under the AIDS scenario are shown in column 7. These will feed into the 
implicit production function of the macroeconometric model to determine forecasts for 
potential output. Moreover, we add the effect of productivity losses to the forecasts of 
efficiency units of labour rather than modelling productivity separately. 

Figure 10 - LABOUR FORCE IN AN AIDS AND NO-AIDS SCENARIO 

2 3 4 5 6 7 
Highly Highly Skilled Skilled Semi & Unskilled Weighted 
with no with no with no total with 
AIDS AIDS AIDS AIDS AIDS AIDS AIDS 

2000 2,074, 168 2,097,928 3,788,658 3,849, 153 11,506,362 11,767,110 17,433,588 
2001 2, 128,591 2, 162,204 3,825,218 3,910,797 11,749,814 12,126,135 17,797,313 
2002 2, 182,07-4 2,228,396 3,859,059 3,976,996 11,954,146 12,480,647 18,127,131 
2003 2,236,112 2.~98:8-~8 3,892,986 4,051,212 12,121,566, - 12,83i>:i~5 18A30,872 
2004 2,29S:042 2,379,208 3,935,103 4,141,758 12;239, 118' -13, 116,368 · , 1 ~_;-7p9,092 
2005 2,363, 1~27 2,4~~-:~29 3,978, 194 4,240,955 12,319,603 13,518-;091 18,963;523 
2006 2,431;209 2,559,053 4,019,316 4,344,820 1:i.367, 142 13,853.0:83 19:192,964 
2007 

.. 
2,499,390 2:653.904 4,053,264 .• 4,446,679 12,391,904 14, 185,945 19,397,491 

2008 2,571,530 2,754,126 4,087,465 4,552,384 12,402,051 14,516,653 19,594,459 
2009 2,650,577 2,862,134 4, 125,581 4,664,243 12,396,076 14,837, 195 19,787,090 
2010 2,736,277 2,977,240 4,167,731 4,781,276 12,373,991 15, 141,414 19,973,804 
2011 2,827,235 3,097,726 4,212, 106 4,900,840 12,340,512 15,430,427 20,155,152 
2012 2,921,752 3,221,665 4,257,213 5,020,869 12,307, 125 15,713,640 20,336,954 
2013 3,018,388 3,347,484 4,301,252 5,139,218 12,276,051 15,992,473 20,524,060 
2014 3, 115,985 3,473,962 4,343,401 5,254,915 12;249,849 16,269,587" 20,711,151 
2015 3,214,624 3,601,201 4,384, 128 5,366,471 12,221,536 16,536,634 20,693,995 

Source: ASSA 600, version: November 1999 and 1996 Population census. WEFA 
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% difference 
compared to 

no-AIDS 

-1.6 
-2.2 
-3.0 
-3.9 
,5.0 
-6.2 
-7.5 
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-10.2 
-11.5 
-12.8 
-14.0 
-15.1 
-16.2 
-17.2 
-18.1 
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Labour supply will also be affected by the anticipated decline in labour productivity due to 
absenteeism especially once the patient is suffering from full-blown AIDS. We assume 
that full-blown AIDS spans the last two years of the HIV+ term. 

The proportion of a working year that is lost for a full-blown AIDS patient can range between 
0-2 years, according to JT Cuddington (Modelling the Macroeconomic Effects of AIDS, with 
an Application to Tanzania; The World Bank Economic Review, vol.7, no.2). The reason for 
a proportion higher than 1 is that, in Cuddington's words, 'the loss may be not only in the 
AIDS victim's labour but also in the labour of others. For example, if a person who gets 
AIDS stops working immediately and that person's spouse must also stop worki,ng to 
provide full-time care, then the value could be 2'. However, these assumptions are drawn 
from experience in sub-Saharan Africa excluding South Africa in the early 1990s, where 
the medical care system may have been less sophisticated than is currently the case in 
South Africa. It thus seems reasonable to adopt a value lower than 1, such as 0.33, for our 
purposes. In other words, for every person with 'full-blown AIDS, four months of person­
year equivalent labour supply will be lost. This set of assumptions generates the impact on 
labour supply (again weighted by skill) shown in Figure 11. The combined effect of the 
decline in labour supply due to AIDS deaths weighted by skills groups and to productivity 
losses is fed through to the production function in the WEFA macro model in order to 
forecast potential output. 

Figure 11 LOSS OF LABOUR SUPPLY RESULTING FROM IMPACT 
OF AIDS ON LABOUR PRODUCTIVITY 

.. ·~ . ~~~-· ·.- -· 

Full blown AIDS scenario 
Full blown Full blown AIDS Weighted % difference 

AIDS AIDS semi & decline in compared to 
highly skilled skilled unskilled labour units no-AIDS' 

2000 13,554 35,941 165,218 57,454 -0.3 ' 
2001 17,648 47,058 218,064 75,542 -0.4 
2002 22, 192 59,509 277,0~0' 95,727 -0.5 
2003 26,946 72,652 337,980 116,723 ·-0.6 

'· :· .. -·-: 
2004 31,558 85,495 .. 395,818 136,84,5 -0.7 
2005 35,669 97,007 . 445,668. .154,"-133 -0.8 
2006 38,998 106,352' 484,044' . 1·sa.2~o -0.8 
2007 41,421 113,169 509;528 177;779 -0.8 
2008 43,002 117,604 522,721 183,245 -0.8 
2009 43,886 120,048 525,758 185,343 -0.8 
2010 44,228 120,949 521,468 184,950 -0.8 
2011 44,182 120,760 512,806 182,968 -0.8 
2012 43,889 119,890 502,165 180,154 -0.8 
2013 43,468 118,688 491,279 177,086 -0.7 
2014 43,037 117,480 481;248 174, 196 -0.7 
2015 42,605 116,273 471,217 171,306 -0.7 

• % difference In levels between AIDS encl no-AIDS scenario, encl not Yo Y growth rate differences 

Source: WEFA 

REMUNERATION COST INCREASES 

It is expected that employers will need to adjust their contribution to pension, life and 
medical benefits upwards on account of the AIDS epidemic. In addition there may be 
indirect cost increases to account for, such as recruitment, additional sickness and 
compassionate leave, as well as costs of ensuring occupational health and safety standards, 
loss of turnover and profits due to the impact of AIDS on clients. We calculate the overall 
change in costs to the employer stemming from higher benefit contributions and other 
indirect costs according to the economy-wide relative importance of wages as a production 
input for 45 sectors in the South African economy. 

Absenteeism drags 
down productivity 

.~-:_: - ;_ .. · 

Companies face higher 
direct and indirect 
costs ... 
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As a starting point, we propose to consider work done by the Metropolitan Employee 
Benefits unit on the cost of AIDS to companies. Metropolitan noted that 'the cost of an 
average set of benefits is expected to double for many schemes by 2005 and triple by 
2010'. Where employers have full responsibility for the provision of benefits, Metropolitan 
projects that this could add around 15% to the remuneration costs of an average 
manufacturing company by 2005 and about 30% by 2010. Indirect costs, Metropolitan 
estimates, could add a further 10% and 15% respectively. We assume that employers are 
responsible for carrying two-thirds of the wage cost increases while, employees carry one 

third. 

1. Higher wage cost passed on to consumer via PPI 

It is conceivable that employers will not be able to pass on the full wage cost increase to 
customers in the form of higher prices. If we take Metropolitan's assumption for 2005 as a 
starting point and assume that the proportion of wage cost increases that can be passed 
on is 50% across all economic activities in South Africa (not just manufacturing), then the 
initial wage cost increase is 12.5% for that year. A doubling of the 2005 benefits bill, as 
suggested by Metropolitan, would result in a 22.5% wage bill increase by 2010. We propose 
to apply linear intrapolation between 2000 and 2005 and between 2005 and 2010 and we 
keep the increase beyond 2010 constant. 

Moreover, we exclude unskilled labour from the wage cost calculations as it is less likely 
that this skill category is covered by these benefits and few indirect costs will be incurred. 
We estimate the cost impact across sectors with an input-output model and then·-weigh 
them according to aggregate sectoral intermediate sales to arrive at an approximation for 
the change in PPI. This latter PPI forecast will feed into the macroeconometric model. 

The results of our cost simulation and the estimates effect on PPI are shown in Figure 12. 

Figure 12 DIRECT IMPACT OF AIDS ON WAGE COSTS (%) 

. . ' 

Average Increase Dire.ct Impact on 
.. -,.- . --+·-·-··,;v.-

E_mployer pas.sing In '.#ll9e bil I~ Initial. Increase the ecoriomy-
(1 !i9!i "prices) · In wage bill- on to customert wide firm costs 

·::woo 7.1 2.4 0.3 
2001 10.7 3.6 0.5 
2002 14.3 4.8 0.7 
2003 17.9 6.0 0.8 
2004 21.4 7.1 1.0 
2005 25.0 25.0 8.3 1.2 
2006 29.0 9.7 1.4 
2007 33.0 11.0 1.6 
2008 37.0 12.3 1.8 
2009 41.0 13.7 1.9 
2010 45.0 45.0 15.0 2.1 
2011 45.0 15.0 2.1 
2012 45.0 15.0 2.1 
2013 45.0 15.0 2.1 
2014 45.0 15.0 2.1 
2015 45.0 15.0 2.1 

• % dlfferenetJ In Index levels between Aids and no-Aids scenario. and not Yo Y growth rate differences 
"Metropolitan projection 
"' Ski/led and highly skilled only due to A/Ds 
t 50% of two thirds of the increase In the wage bill of skilled and highly skilled labour 

Source: WEFA 
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2. Higher wage cost financed from operating surplus 

Since we assume that companies will only be able to pass on 50% of the wage cost 
increases to its customers, the remaining 50% can be assumed to be absorbed by the firm 
in the form of lower operating surpluses. The impact on gross operating surpluses is weighted 
by cost exposure across sectors, as in the previous section, and feeds directly into our 
macroeconomic framework as a reduction of overall gross operating surplus. The results 
are shown in Figure 13. 

Figure 13 DIRECT IMPACT OF AIDS ON OPERATING SURPLUS (%) 

2000 
2001 
2002 

2003 
2004 
2005 
2006 
2007 

2008 
2009 

2010 
2011 
2012 
2013 

2014 
2015 

Average Increase 
in wage bill 

(1999 prices)-

25.0 

45.0 

Initial increase 
in wage bill*-

7.1 
10.7 
14.3 

17.9 
21.4 
25.0 
29.0 

33.0 
37.0 
41.0 

45.0 
45.0 
45.0 

45.0 

45.0 
45.0 

Employer 
absorbing 
intemallyt 

2.4 
3.6 
4.8 
6.0 
7.1 
8.3 
9.7 
11.0 
12.3 
13.7 

15.0 
15.0 
15.0 
15.0 

15.0 
15.0 

Direct impact 
on economy-wide 

gross operating surplus • 

-1.5 

-2.3 
-3.1 

-3.8 
-4.6 
-5.4 
-6.2 
-7.1 

:J,.9"''' 
-8.8 

-9.7 
-9.7 
-9.7 

-9.7 

-9.7 
-9.7 

•Real % difference in levels between A/Os and no-AIDS scenario. and not Yo Y growth rate differences 
- Metropoman projection 

·· -· Skitied end highly skilled only due tO A/Os 
t 50% i;)f ~ thirds of the Increase in the wage bill of skilled and highly skilled labour 

sbu~:WEFA 

DEMAND CHANGES AMONG HOUSEHOLDS 

The AIDS epidemic affects household demand through three distinct channels: 

1. lower wage income especially among the skilled and highly skilled who absorb some of 
the higher healthcare and other benefit schemes; 

2. lower overall population numbers which affect the distribution of household income and 
thus demand; 

3. the higher need for healthcare, which diverts fund away from other expenditure categories. 

We model each of these effects separately and then aggregate the results. 

1. AIDS costs absorbed by employee via lower wage income 

We argued above that two thirds of the higher wage bill due to costs related to HIV/AIDS 
will be borne by the employer who either passes it on through higher prices or absorbs it 
from the operating surplus. The remaining third of the higher costs may well be borne by 
the employee (skilled and highly skilled} and translate into lower labour income for these 
skills groups across sectors. Column 1 in Figure 14 shows the drop in wage income for the 
skilled and highly skilled, who benefit from health and pension schemes, which could be 
expected to be as much as 15% by 2010. If translated into a change in wage income for 
the economy as a whole, the effect is obviously less dramatic. Nevertheless, wage income 
is still expected to be almost 6% lower than in the no-AIDS scenario by 2010. 

... or be absorbed by 
operating surpluses 

Wage income is 
expected to falf ... 
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We are trying to assess in addition, what effect the lower wage income for the higher skills 
groups will have on economy-wide demand patterns. For that purpose, we use a WEFA 
model based on income distribution patterns from the 1995 October Household Survey 
(OHS). We first analyse the impact of the lower wage income for the skilled and the highly 
skilled on household income. The households that are dependent on skilled or highly skilled 
income earners may be the most adversely affected. We then feed the lower wage income 
profile by household income classes through the income distribution model to assess the 
change in demand composition across the various expenditure categories. When we compare 

the effect of lower wage income to a no-AIDS scenario, we observe that the drop in wage 
income does affect all expenditure categories. However, demand for services, durables ~ , .. 
and savings suffer the most under these conditions. We incorporate this first order effect of 
lower wage incomes in the macro-model. 

Figure 14 CHANGE IN DEMAND ASSOCIATED WITH THE LOWER 
LABOUR INCOME IN THE AIDS SCENARIO (%) 

Ch In wage Ch In Ch In Ch In 

Inc of skilled economy- demand for Chin demand for Ch in Ch In 

and highly wide wage residential demand for semi- demand for demand for Chin 

skilled labour" Income• buildings' durables• durables non-durables"' services• savings' 

2000 -2.4 -1.5 -0.9 -1.3 -1.2 -0.6 -1.1 -1.4 

2001 -3.6 -2 .. 2 -1.3 -2.0 -1.8 -1.0 -1.8-~··.J ~< ... ·.- ~2.1 

2002 -4.8 -2 9 -1.8 -2.8 -2.4 -1.3 -2.8 -3.1 

2003 -6.0 -3.7 -2.2 -3.5 -3.0 -1.6 -3.4 -3.9 

2004 -7.1 -4.4 -2.6 -4.2 -3.5 -1.9 -4.2 -4.8 

2005 -8.3 -5.1 -3.1 -5.0 -4.2 -2.3 -5.1 -5.7 

2006 -9.7 -6.0 -3.7 -5.8 -4.9 -2.7 -6.0 -6.7 

2007 -11.0 -6.8 -4.3 -6.7 -5.7 -3.1 -6.8 -7.7 

2008 -12.3 -7.6 -4.8 -7.6 -6.5 -3.5 -7.7 -8.7 

200 -13.7 -8.4 -5.3 -8.9 -8.1 -4.1 -8.9 -10.4 

2010 -15.0 -9.2 -5.7 -9.2 -8.0 -4.2 -9.3 -10.6 

2011 -15.0 -9.2 -5.7 -9.2 -8.0 -4.2 -9.3 -10.6 

2012 -15.0 ,9.2 -5.7 -9.2 -8.0 -4.2 -9.3 ,_10.6 

2013 -15.0 -9.2 -5.7 -9.2 -8.0 -4.2 -9.3 :-10.6 

2014 '15.0 -9.2 -5.7 -9.2 -8.0 -4.2 -9.3 -10.6 . 

2015 -15.0 -9.2 -5.7 -9.2 -8.0 -4.2 -9.3 -10.6 

•Real% difference In levels between AIDS and no-AIDS scenario, and not Yo Y growth rate differances 

Source: WEFA 

2. Lower population resulting in changing household demand 

The wage income effect on household demand cannot be seen in isolation, however. The 
population developments noted in the first part of the report will have some implications for 
consumption patterns as well. One can probably assume that the epidemic does not initially 
affect the distribution of income among earners in the context of a labour surplus economy, 
as each time an income earner dies he/she is replaced by another. However, the epidemic 
will affect income distribution within households, as it will result in a decrease in the 
number of individuals per household while total economy-wide income earned remains 
constant. The effect of this is an initial increase in per capita income of households. Note, 
this does not translate into higher disposable incomes, as will be explained later. 

In order to determine the potential effect of the falling population on household demand, we 
employ again the WEFA income distribution model. We isolate the population impact of 
AIDS on income distribution by separately running an AIDS and no-AIDS scenario and 
compare the resulting income distributions of the two scenarios. All other economic variables 
are kept constant, ie, it is only population growth that differs. A comparison of consumption 
patterns then reveals that as income per household moves up under the AIDS scenario, 
one can expect a shift away from non- and semi-durables towards durables and services 
as the latter constitute a higher proportion of high-income household expenditure. For the 

--· but lower 
population numbers 
might initially raise 
household incomes 
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same reason one could also expect a lower demand for residential buildings, which by 
2009, could be almost 2.5% lower than in the no-AIDS scenario. 

Figure 15 CHANGE IN DEMAND ASSOCIATED WITH THE LOWER 
POPULATION IN THE AIDS SCENARIO 

(%) Residential* Durables• Semi-durables• Non-durables• Services* Savings• 

2000 -0.2 0.0 -0.1 -0.3 0.0 0.0 
2001 -0.2 0.0 -0.1 -0.4 0.0· 0.1 
2002 -0.3 0.2 -0.1 -0.5 0.4 0.4 
2003 -0.5 0.2 -0.1 -0.7 0.4 0.6 
2004 -0.7 0.3 -0.2 -1.1 0.7 0.9 
2005 -1.0 0.4 -0.4 -.1.5 1.0 1.2 
2006 -1.3 0.5 -0.5 -1.9 1.3 1.6 
2007 -1.6 0.6 -0.6 -2.4 1.6 1.9 
2008 -2.0 0.8 -0.7 -3.0 1.8 2.3 
2009 -2.2 0.8 -0.8 -3:3 2.1 2.6 
2010 -2.4 0.9 -0.9 -3.6 2.3 2.8 
2011 -2.6 1.0 -1.0 -3.9 2.5 3.1 
2012 -2.8 1.1 -1.0 -4.2 2.7 3.4 
2013 -3.0 1.2 -1.1 -4.5 3.0 3.6 
2014 -3.2 1.3 -1.2 -4.8 3.2 3.9 
2015 -3.4 1.4 -1.3 -5.1 3.4 4.2 

.·~· ··~ . .:"-.. 
•Real% difference in levels between AIDS and no-AIDS scenario, and not Yo Y growth rate differences 

Source: WEFA 

3. Increased demand for health services 

The demand picture would be incomplete without taking into account a higher demand for 
health care. Presumably, part of the higher wage costs, which are either passed on by the 
employers eventually resulting in a higher PP!, or they are absorbed by the employers as lovver 
operating surplus or by employees as lower labour income, are used to contract in a range of 
health and other services. We assume that at least 25% of the higher cost to the private 
sector (employer and employees) will be spent on health-related services. As a result, we find 
that demand for health services could be over 11 % higher by 2010 than in a no-AIDS scenario. 

Figure 16 

2000 
2001 
2002 
2003 
2004 
2005 
2006 
2007 
2008 
2009 
2010 
2011 
2012 
2013 
2014 
2015 

CHANGE IN DEMAND FOR HEALTH AND RELATED 
SERVICES ASSOCIATED WITH HIGHER WAGE COSTS 

%ch In demand for health related services• 

1.8 
2.7 
3.6 
4.5 
5.4 
6.3 
7.3 
8.3 
9.4 

10.4 
11.4 
11.4 
11.4 
11.4 
11.4 
11.4 

•Real% difference In levels between AIDS and no-AIDS scenario, and not Yo Y growth rote differences 

Source: WEFA 

o"··~ 

Demand will shift to 
health services 
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We add this higher demand for health services to the change in demand from services 
resulting from the previous assmptions (lower wage income and lower population). The net 
effect of all three demand-assumptions is shown below and will be used in the 
macroeconometric model. We find that the net impact on household demand of the three 
effects described above is negative. All expenditure categories are expected to be down 
with the exception of services, which are boosted by the higher demand for health-related 
services. Maybe not surprisingly, it is the spending on semi-durables and durables as well 
as residential buildings that suffer the most. The fall in demand for savings trails behind, 
probably as a result of the already low household savings rate. 

Figure 17 NET CHANGE IN HOUSEHOLD DEMAND 

%ch in %ch in %ch in %ch in %ch in %ch in 

demand for demand for demand for demand for demand for demand for 
residential* durables• semi-durables* non-durables* services* savings* 

2000 -1.1 -1.3 -1.2 -0.9 0.6 -1.3 
2001 -1.6 -2.0 -1.9 -1.3 1.0 -2.0 
2002 -2.1 -2.6 -2.5 -1.8 1.2 -2.7 
2003 -2.7 -3.3 -3.2 -2.4 1.5 -3.3 
2004 -3.3 -3.9 -3.8 -3.0 1.9 -3.9 
2005 -4.1 -4.6 -4.6 -3.8 2.3 -4.5 
2006 -5.0 -5.3 -5.4 -4.6 2.7 -5.1 
2007 -5.9 . ~6.1 -6.3 -5.6 3.1 ""''i :5:7 
2008 -6.8 -6.8 -7.2 -6.5 3.5 -6.4 
200 -7.5 -8.0 -8.9 -7.3 3.6 -7.9 
2010 -8.1 -8.3 -8.9 -7.8 4.4 -7.8 
2011 -8.3 -8.2 -9.0 -8.1 4.6 -7.5 
2012 -8.5 -8.1 -9.1 -8.4 4.8 -7.3 
2013 -8.7 -8.0 -9.1 -8.7 5.0 -7.0 
2014 -8.9 -7.9 -9.2 -9.0 5.3 -6.7 
2015 -9.1 -7.8 -9.3 -9.3 5.5 -6.5 

• % difference in constant price levels of AIDS and no-AIDS scenarios; not Yo Y growth rate differentials 

Souree: WEFA 

HIGHER GOVERNMENT EXPENDITURE 

The medical costs for treatment of AIDS discussed in the previous sections relate to the 
highly skilled and skilled labour force. Medical costs of other AIDS patients are assumed 
to be carried by the public sector. Given the number of patients with full-blown AIDS for the 
economically active (by skill class) and non-economically active population we can proceed 
by calculating the costs to the public sector. Conservative official estimates being muted 
are that the public sector currently spends between R3,000 and R4,500 per AIDS patient 
per year. This would result in annual increases in health spending in excess of R4bn by 
2008. 

While we use this number in our analysis, it is important to note that there are no reliable 
estimates available. Additionally, it is also na"ive to assume, as we do, that the pattern of 
AIDS-related government expenditure will not change over the next 15 years. However, in 
the absence of reliable data and projections we have little choice but to assume a constant 
cost profile. As mentioned before, the significance of this analysis lies in identifying the 
potential ripple effects of certain assumptions. 

The results are shown in Figure 18. 

,....·_. -~ . 

Medical costs are 
expected to push up 
the deficit 
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Figure 18 DIRECT IMPACT OF AIDS ON GOVERNMENT 
CURRENT EXPENDITURE 

Full blown Full blown Full blown AIDS Government health 
AIDS total AIDS highly for which govt expenditure at RJ,750 

population (1) skilled & skilled (2) responsible (1·2) per patient per year 
(Rm) 

2000 447,550 49,494 398,056 1,493 
2001 569,686 64,706 504,980 1,894 
2002 702,310 81,702 620,608 2,327 
2003 837,075 99,598 737,477 2,766 
2004 963,768 117,053 846,715 3,175 
2005 1,07:2,597 132,676 939,921 3,525 
2006 1, 156,543 145,350 1,011; 193 3,792 
2007 1,212,802 154,589 1,058,212 3,968 
2008 1,242,806 160,605 1,082,201 4,058 
2009 1,251,038 163,934 1,087, 104 4,077 
2010 1,243,376 165.177 1,078.199 4,043 
2011 1,225,693 164,941 1,060,751 3,978 
2012 1,202,978 163,779 1,039, 199 3,897 
2013 1,179,002 162, 156 1,016,846 3,813 
2014 1,156,343 160,517 995,825 3,734 
2015 1, 133,683 158,878 974,805 3,656 

.. -,.;. '~-- .. ·.-

Source: WEFA 

There are several ways in which this expenditure can be financed. 

• Expenditure switching within the health department or by sacrificing other current 
expenditure. 

• Expenditure switching by forfeiting public sector capital expenditure. 

• Higher budget deficit. 

The first two options are difficult to model at the macro level. Unless a significant channel 
can be established that handles the long-term macroeconomic effect of lower current 
expenditure on, say, housing and education to off-set the higher expenditure on health on 
macro level productivity, the net macro effect is relatively small as it involves compositional 
changes. Similarly, forfeiting public sector capital expenditure has a long-term productivity 
effect, but this requires an independent modelling exercise that is based on a wide range of 
macroeconomic assumptions. At this stage the most practical approach is to ignore macro 
effects of expenditure switching and to focus on higher budget deficits as our baseline 
scenario. The higher health spending by the government is thus used as an assumption in 
the macro-modelling, which will then have economy-wide demand and crowding-out effects. 

....... 
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SUMMARY OF ASSUMPTIONS 

The assumptions discussed above can be summarised in Figure 19 and are fed into the 
WEFA long term macroeconometric model. 

Figure 19 SUMMARY OF MACROECONOMIC AIDS ASSUMPTIONS 

%chin "I.ch In %chin %chin "I.ch In 

demand demand demand demand demand %chin Abs ch In 

for for for semi· for non· for %chin labour "I.ch In •t.ch In. gO'lt 

resldent1a1• durables• durables" durables• services• savings• supply" PPI" GOS"# currexp 

r1.1 (°lo) (%) (%) (%) (%) (%) ("!.) (%) (Rm) 

2000 ·1.1 ·1.3 ·1.2 -0.9 0.6 ·1.3 ·1.8 0.7 ·1.5 1,493 

2001 ·1.6 ·2.0 ·1.9 ·1.3 1.0. ·2.0 ·2.5 1.1 ·2.2 1,894 

2002 -2.1 -2.6 -2.5 ·1.8 1.2 -2_7. -3.4 1.4 ·2.9 2,327 

2003 -2.7 -3.3 -3.2 -2.4 1.5 ·3.3 -4.6 1.8 -3.7 2,766 

2004 -3.3 -3.9 -3.8 -3.0 1.9 -3.9 ~.1 2.1 -4.4 3,175 

2005 -4.1 -4.6 -4.6 -3.8 2.3 -4.5 -7.7 2.5 -5.1 3,525 

2006 -5.0 -5.3 -5.4 -4.6 2.7 -5.1 -9.6 2.9 ~.O 3,792 

2007 -5.9 ~.1 ~-3 ·5.6 3.1 -5.7 -11.6 3.3 ~-8 3,968 

2008 ~-8 ~-8 ·7.2 ~.5 3.5 ~.4 -13.7 3.7 ·7.6 4,058 

200 -7.5 ~.O ~-9 -7.3 3.6 ·7.9 -15.6 4.1 -8.4 4,077 

2010 ~.1 ~.3 ~.9 -7.8 4.4 -7.8 -17.6 4.5 -9.2 4,043 

2011 ~-3 ~.2 -9.0 ~.1 4.6 -7.5 -19.5 4.5 -!f~ · c-·., ··3,978 

2012 ~-5 ~.1 ·9.1 ~.4 4.8 -7.3 -21.4 4.5 -9.2 3,897 

2013 ~.7 ~.O -9.1 ~.7 5.0 -7.0 -23.2 4.5 -9.2 3,813 

2014 ~.9 -7.9 -9.2 -9.0 5.3 ~.7 -25.0 4.5 -9.2 3,734 

2015 -9.1 -7.8 ·9.3 -9.3 5.5 ~-5 ·26.7 4.5 ·9.2 3,656 

•Real% difference in levels between AIDS and no-AIDS scenario, and not Yo Y growth rate dffferences 
#Gross operating surplus 

Source: WEFA 

In summary, compared with a no-AIDS scenario, an AIDS scenario will be characterised 
by a lower population and labour supply. This will have a negative effect on demand, 
although unemployment may also decline. The initial effect of lower demand in our 
assumptions is reflected in the lower expenditure on all categories other than services, 
which incorporates higher health spending. 
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THE METHODOLOGY AND THE MODEL USED 

The net impact of the often counterbalancing effects of the AIDS epidemic were explored 
with WEFA's annual macroeconometric modelling framework. 

Our first step was to create a no-AIDS reference scenario, which is characterised by higher 
population and a higher labour force. We used the ASSA model's demographic forecasts for 
population and labour force (see first sections of the report) and to add estimated AIDS 
deaths back into the population and labour force numbers and adjust for fertility and .mortality 
changes. · ~-· ·. · 

The model itself was designed primarily for the purposes of long-term (up to 20 year) forecasts 
of the South African economy. A foreeastof .the level of economic aetivity as measured by 
gross domestic product (GDP) is driven by tWo basic componentS: the first is the rate of i.Jse 
of existing resources and technologies. This component is the focus of short-run 
macroeconomic ·fluctuations. Such projections primarily involve forecasting changes in the 
level of aggregate demand and the subsequent split between output changes and price changes 
given the current economic environment. The. second component is the rate of expansion. of 
the country's resource and technology base of the economy, which is the focus of long-run 
economic growth (aggregate supply) analysis. 

WEFPis long-term macromodel is a blend of these two approaches. In the first few years .of 
the outlook period, the results are dominated by aggregate demand•projections, since both 
the resource and technology bases are relatively constant. The second part of the long-term 
forecast, which comprises the period 2002 to 2015, is d.ominated by supply factors such as 
population growth, labour force participation and productivity growth. Fiscal policy, monetary 
policy, regional trade and the projected degree of international economic integration are also 
incorporated into the long-term forecast. 

Th~re '.are two basic types of long-term scenarios: trend and cycle. The WEFA long-term 
tore<5ast is a'.lrehd forecast. The_principal characteristic,-of a trend;scenariois the absence::.of 

":~tliti~~~Wf ~~li'tJ~i1~~~~1;~~1~~~t~il~il&. 
A.· tferi'd scenario assumes that the rea'teconomy grows at historical. averages. in relation .to 
population growth and other factors, as 'indicated previously. A trend forecast does not represent 
the'·economy as growing at a 'full employment' path, but rather as growing with a certain 
amount of slack. In a sense, the trend io'r'etast represents the average growth Of the econorriy 
over·:ihe busirie_ss cycles. The advantage'of'a:frend:foreeast is thafit reflects s~pply factoi-s. 

· The:,f,~ason a trend•forecast is:usedJi{bi.Jsin'ess planning is that it ailci\Ns;a,busi11e~sito 
. c6mp~~hend ~ow the evolUuon ofthe e(;Orioniy'\vill affect it without the noise of'the business 
cycie 'obscuring the fundamentals of g/bWth. · · · 

Tti~· broad structure of the model may be described. as that of a full supply~emand econometric 
rn~-~(which !s:deriyed .~om e(;Oriomic;~-~eorv dn.the):~iie. ~~nd and\.vm h~ye ttie flexibllify:to 
llic;Orporate sllort.;riJjl adjustments and·"techilol0gieal'(;Onstralnts on the 'other;"fhese supply 
elerT1ents consist of a measure' of potential outpUt which; in conjunction With the expenditure.. 
determined total output, provides a measure of economy~wide capacity utilisation. The latter 
then serves as a variable supply coristi"aint in the determination of imports, investment, 
prices and wag_es. 

The model was estimated with Ordinary Least Squares (except for some equations where 
Cochrane-Orcutt adjustments were used), using annual data. The period of estimation varied 
between 1960 to 1998 depending on data availability and other concerns. The niodel consists 
of 90 equations, of which 23 are behavioural equations and 67 technical relations and Identities. 
Some 49 variables are treated as assumptions. 
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The model consists of the following sectors: 

1 . The demand side 

• private consumption expenditure 
• investment (fixed and inventory) 
• imports, exports and the balance of payments 
• government sector 

2. The supply side. 

3. Employment, potential output and capacity utilisation. 

4. Prices and wages. 

5. Monetary sector. 
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With the assumptions and the modelling framework in place we can now turn our attention 
to the results. The results are summarised by means of deviations from the no-AIDS 
baseline. 

Figure 20 THE IMPACT OF AIDS ON GDP AND COMPONENTS 
OF CONSUMPTION EXPENDITURE 

Real household Real% consumption 

Real GDP* Growth disposable Inc• Growth expenditure• 

(%) (°lo point diff)** (%) (% point diff)** 

2000 0.7 -1.0 

2001 -1.0 -0.3 -1.3 -0.4 

2002 -1.2 -0.2 -1.7 -0.5 

2003 -1.4 -0.2 -2.1 -0.4 

2004 -1.6 -0.2 -2.4 -0.4 

2005 -1.9 -0.3 -2.8 -0.4 

200E>-2010 -3.1 -0.4 -4.4 -0.6 

2011-2015 -4.7 -0.3 -5.8 -0.2 

•Real% difference between AIDS and no-AIDS scenarios, not Yo Y growth rate differences 
••Difference between the Yo Y rates in the AIDS and no-AIDS scenario 

Source: WEFA 

{%) 
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Given the assumptions that we have outlined above, AIDS is expected to have a negative 
impact on GDP. In 2006-2010, constant price GDP in the AIDS scenario will be an annual 
average 3.1% lower than in the no-AIDS baseline; in 2011-15, it is expected to be 4.7% 
lower on an annual average basis. In constant 1995 terms, GDP would be R12.5bn below 
its no-AIDS level by 2005 and R41bn by 2015. GDP growth rates are expected to be 0.4 
percentage points lower in 2006-10 and 0.3 percentage points in 2011-15. This is mainly 
the result of the tower household income assumption, which translates into lower disposable 
incomes and tower consumption expenditure, as can be seen in the remaining columns of 
Figure 20. In constant 1995 rand terms, this would also mean that real disposable income 
would be R20bn lower by 2005 and R40bn tower by 2015 than in the no-AIDS scenario. The 
higher anticipated demand for health services is insufficient to putt consumption growth 
back into the positive category - but at least it helps to dampen the negative effect. It is 
important to note that, on average over the period, the decline in consumption expenditure 
is less than the decline in disposable income, so that household savings will be declining 
in the AIDS scenario. · 

Capacity utilisation is helped by the lower labour supply and labour productivity. This reduces 
the gap between potential and actual output and induces firms to invest more in capital. As 
a result, total fixed investment in constant rand terms and its YoY real growth relative to 
the no-AIDS baseline is only marginally affected, as the drop in demand for residential 
buildings that we assume following the income and expenditure analysis is counterbalanced 
by the switching of some firms to more capital intensive production methods. In fact, as 
can be seen in Figure 21, column 5, GDFI can even be expected to increase as a percentage 
of GDP. 

GDP and growth will 
be lower due to lower 
consumption ... 

... while investment 
holds up fairly well 
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Figure 21 THE IMPACT OF AIDS ON SELECTED INVESTMENT 
DEMAND COMPONENTS OF GDP 

Real fixed Inv: Capacity 

residential" Growth GDFr Growth GDFl/GDP utlllsatlon 

Inventories 

(dlff In levels) 

(%) (% point dlff)- (%) ('!. point diff)- ("/, point diff)** ('h. point dlff)** (Rm) 

2000 -1.1 -1.3 -0.2 
2001 -1.5 -0.4 -1.4 -0.1 -0.1 

2002 -2.2 -0.7 -1.3 0.1 -0.1 

2003 -2.6 -0.4 -1.1 0.2 0.0 
2004 -3.3 -0.7 -1.0 0.2 0.0 

2005 -4.1 -0.8 -0.9 0.1 0.1 

io<is-2010 -6.6 -0.9 -1.2 -0.1 o.;i 
2011~2015 ~.7 -0.2 -1.1 0.0 0.7 

•Real% difference between AIDS and no-AIDS scenario, not Yo Y growth rate differences 
**Difference between the YoYrales In the AIDS and no-AIDS scenario 

Source: WEFA 

-0.1 -2,245 
-0.2 -130 

-0.1 -698 

-0.1 -935 
0.0 .a52 

0.1 -1,116 

0.0 -4,014 
0.0 -4,676 

The decline in the demand for labour, is expected to be faster than the slowdown in GDP. 
However, with the supply of labour falling even more, the unemployment rate is set to 
decline marginally in the AIDS scenario. 

-" . ;.:-·. ~ ~ .. 

Government current expenditure in constant rand prices as well as in terms of YoY growth 
is expected to drop less than GDP because of the additional expenditure on health and 
related services which is set to rise with more AIDS patients. However, government current 
revenue will decline with economic activity. Consequently, AIDS will create pressure on 
the budget deficit on two fronts: higher health expenditure and lower revenues which is not 
counterbalanced sufficiently by expenditure declines linked to lower economic activity. We 
have here assumed a flexible budget deficit. If we were to assume stringent fiscal discipline 
in line with the medium-term budget framework, government expenditure would have to 
decline more or less in line with government revenue, which will cause GDP to decline 
even more than is forecast in our baseline case. This, in turn, would cause government 
revenue to decline further, dragging down GDP with it - a process that can be referred to 
as the pro-cyclical effects of fiscal discipline. The flexible budget deficit, which we assume 
in our baseline case, prevents this downward spiral, at the expense of a higher public 
sector borrowing requirement (about 1 % higher as a percentage of GDP than the no-AIDS 
scenario) and lower government savings (see Figure 22). 

Figure 22 THE IMPACT OF AIDS ON GOVERNMENT FINANCES 

Government Government 
consump expen* Growth revenue• Growth 

Public sector 
deficit/GDP 

(%} (% point diff)** (%) (% point diff)** (o/o point diff)** 

2000 -1.3 -0.7 
2001 -1.2 0.1 -0.8 -0.2 
2002 -1.2 0.1 -0.9 -0.3 
2003 -1.1 0.1 -1.2 -0.2 
2004 -1.0 0.1 -1.4 -0.2 
2005 -1.0 0.1 -1.6 -0.2 
2006-2010 -1.1 -0.1 -2.6 -0.4 
2011-2015 -2.0 -0.2 -4.1 -0.2 

• Raal % difference between AIDS and no-AIDS scenario. not Yo Y growth rate differences 
••Difference between the Yo Y rates in the AIDS and no-AIDS scenario 

Source: WEFA 
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The fiscal deficit 
deteriorates not only 
due to higher 
expenditure but also 
lower revenue 
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As described above, the AIDS epidemic will result in lower disposable incomes that are 
not matched fully by lower consumption expenditure. This will have a negative effect on 
household savings, as presented in the table below. Public sector savings will also be 
adversely affected by the higher public sector borrowing requirement. Furthermore, corporate 
savings will suffer as some of the higher wage bill faced by employers will be financed out 
of the operating surplus and savings. Total domestic savings as a percentage of GDP is 
thus forecast to be on average about 2 percentage points lower than in a no-AIDS scenario. 
This means that South Africa's savings rate is unlikely to top the 20% of GDP level 
required to accelerate trend growth. This highlights an important potential problem area for 
the South African economy: as domestic savings are already low and presenting _a real 
capital constraint to the economy, any further deterioration in the formation of savings will 
lower the country's investment potential. 

In our analysis, some of the decline in savings (in constant rand terms) will be matched by 
lower real investment. The switching of companies away from labour towards more capital­
intensive means of production will be more than compensated by a reduction in demand 
for residential buildings, leaving overall investment lower. Nevertheless, the remainder of 
the fall in savings will have to be made up by foreign savings - most likely in the form of 
foreign loans and a widening current account deficit. If foreign funding is unavailable, 
however, to plug the savings-investment gap, the higher investment demand will translate 
into heightened upward pressure on interest rates, further slowing the economy. 

·-

THE IMPACT OF AIDS ON COMPONENTS OF 
DOMESTIC SAVINGS 

I .... m,, 

Total domestic Total savings = 
i Private• Public* Corporate• savings• GOS/GDP Investment 
I (%) (%) (%) (% point diff)** (%) (%) 
~~~-~~~~~~~~-~~-

200.0 · 
200.1' 

·-11. 

.2.~Q.~.~ c. 
2·003';' 
2064;; 
2005:·,, ·. 

. :2.006~201 o 
2011-2015 

-7.4 
-16:1 

~3~:.~ 
-31'.7 
-~2.4. 

-30.6 
-32.9 
-23:6 

~5:8 

-9 .. 2 
·~.,1}:,~./ 
-13:7 . 
~15;5:-_ 

~19:1 
-23.2 
-22.7 

-27:8 -10.4 -1.4 
-17.7 -10.4 -1.5 

-3.7 ·-7'7. . -1.1 
-4.6 :9.9 -1.3 
-2.7 -11:1 -1.5 
-1.7 ~12.2 -1.7. 
-2.9 -14".8. -2.1 
-7.1 -15.0 -2.2 

•Real% difference between AIDS and n0-AIDS scenario, not Yo Y growth rats diffsrancss 
••Difference between the Yo Y rates In the AIDS and no-AIDS scenario 

Source: WEFA 

-3.7 
-1.4 
~1.7 

'."1.7 
-1.5 
"1.5 
.-2.3 
-1.9 

Following on from the need for foreign savings in the form of foreign currency loans, 
resultant higher net factor payments will lead to a widening current account deficit. This is 
despite an expected improvement in the trade balance. With lower domestic activity, producers 
are diverted to international markets, while imports will decline on account of lower domestic 
demand. On average over our forecast horizon, the current-account deficit as percentage 
of GDP would be about 2 percentage points higher than in a no-AIDS case. This would 
push the overall current-account deficit closer to 3% of GDP - a less comfortable deficit 
level than the present 1-1.5%. 

Domestic savings 
will suffer across the 
board ... 

,,,_..·_ 

... and will need to 
be made up by 
foreign savings -

... which will lead to 
a higher current­
account deficit 
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Figure 24 THE IMPACT OF AIDS ON SELECTED TRADE AND THE 
CURRENT ACCOUNT 

Exports* Growth Imports* Growth 
(%) (% point diff)** (%) (% point diff)** 

2000 0.1 -0.4 

2001 0.2 0.1 0.0 0.4 
2002 0.2 0.1 -0.1 -0.2 
2003 0.3 0.1 0.1 0.2 
2004 0.4 0.1 0.1 0.0 
2005 0.4 0.1 0.0 -0.1 
2006-2010 0.6 0.1 -1.1 -0.3 
2011-2015 0.8 0.0 -~.1 -0.5 

•Real% difference between AIDS end no-AIDS scenario, not Yo Y growth rate differences 
"Difference between the Yo Y rates in the AIDS and no-AIDS scenario 

Source: WEFA 

Current account/ 

GDP 
(% point diff)** 

-1.4 
-1.0 
-1.2 
-1.4 
-1.7 
-1.7 
-2.4 

-2.4 

The upward pressures on the PPI are largely responsible for an anticipated increase in the 
overall CPI inflation rate by an annual average 0.4 percentage points in 2006-2010 compared 
to the no-Al DS baseline. _The overall effect on the CPI has been muted by tlJ.!'l ~Jpwo.own in 
domestic demand. Nevertheless, given the policy focus on inflation targeting, the higher 
CPI will translate into some upward pressure on interest rates. We would expect the prime 
lending rate to be less than 0.5 percentage points higher per year. But this slightly higher 
interest rate outlook is also one of the reasons why investment is slowing. 

The higher CPI profile will also have some negative repercussions for the nominal exchange 
rate. If we assume the real effective exchange rate constant throughout the period of 
observation, we would expect the nominal trade weighted rand exchange rate to depreciate 
pretty much in line with inflation differentials. 

Figure 25 THE IMPACT OF AIDS ON SELECT.ED FINANCIAL 
VARIABLES AND EMPLOYMENT 

Prime Trade weighted 

Inflation Interest nominal 

CPI" rate rate exchange rate' Employment" 

(%) ('!.point dlff)** (% point dlff)** (%) ('lo) 

2000 0.4 -0.2 -0.4 -1.1 

2001 0.7 0.7 0.0 -0.7 -1.5 

2002 1.3 0.2 0.0 -1.3 -2.1 

2003 1.4 0.4 0.0 -1.4 -2.6 

2004 1.9 0.3 0.1 -1.6 -3.7 

2005 2.2 0.4 0.2 -2.1 -4.7 

2006-2010 3.2 0.4 0.3 -3.0 .a.3 

2011-2015 4.3 -0.1 0.6 -3.9 -14.1 

•Real% difference between AIDS and no-AIDS scenario, not Yo Y growth rate differences 
"Difference between the Yo Y rates In the AIDS end no-AIDS scenario 

Source: WEFA 

Unemployment 

rate 

(% point dlff)** 

-0.2 

-0.3 

-0.3 

-0.4 

-0.5 

-0.6 

-0.9 

-1.2 

.,. ... 

A higher CPI will put 
some pressure on 
interest rates and the 
exchange rate 
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Given the absence of any requirement of disclosure, very little actual information is available 
dealing with company or sectoral infection profiles and response strategies. From our 
analysis, however, we can identify two key areas of risk to sectors due to AIDS: 

1. An exposure of sectors to infection risk 

2. An exposure of sectors to higher skills groups and thus higher costs associated with AIDS 

We propose to combine the two issues into a sector risk ranking. First, we calculated 
sectoral infection rates and ranked these. Secondly, we compiled the percentage of the 
total wage bill of highly skilled and skilled workers.and ranked those. We applied a weighting 
of the ranks of 60% for the exposure to infections and 40% for the exposure to remuneration 
for the higher skilled. The final ranking gives us a sectoral rating that reflects the relative 
risk exposure to the AIDS epidemic. 

SECTORAL INFECTION RATES 

From our demographic modelling, we were able to overlay our forecasts of population and 
age groups as well as skill levels on sectoral data from the population census to arrive at 
infection rates and AIDS death variables for selected sectors in the South African economy. 
It is important to bear in mind that the calculation of sectoral infection and death fates is a 
very mechanical process and should be viewed as a framework for assessing relative 
rather than absolute sectoral risk exposure to the AIDS epidemic. 

No special assumptions have been made to adjust the risk profile of any population group, 
skill group or sector. For example, mineworkers have not been assigned a higher HIV+ 
infection rate because they may or may not be more exposed to the 'PRO' group as noted 
in Figure 3. Similarly, no special assumptions have been made in respect of transport or 
health workers. 

Figur& 2s 
·i 

Agrieulture, forestry and fishing 
Mining 
Consumer manufacturing 
Forestry products 
Chemicals 
Metals 
Machinery 
ConstruCtion 
Retail 
Catering and accommodation 
Transport and .-storage 
comm'unication 
Flnanee- and Insurance 
Business services 
Health 
General government 

Souroe: WEFA 

2000 

17.3 
24.1 
17.3 
15.2 
16.6 
15.0 
15.9 
18.2 
16.2 
17.9 
18.5 
12.1 
8.9 

11;9 
14.9 
17.2 

2005 

23.2 
29.3 
23.0 

'20.2 
21.6 
19.9 
21.2 
23.9 
21.3 
23.0 
23.5 
16.5 
12.4 
15.6 
20.0 
24.5 

"2010 

23.2 
26.4 
-22.9 
-19.8 
.,20.7 
·;·.19.3 

20.8 
23.4 
20.7 
22.2 

;·22.0 
16.3 

- 12.5 
15.1 
19.0 
26.0 

.. 
-2015 

21.8 
24.4 
21.3 
18.6 
19.3 
11:6 

- 19.5 
22.1 
19.3 
20.8 

_20.2 
15~3 

11.7 
14.3 
16.6 
26.1 

,,,,_.:. 

We compiled a 
sectoral risk 
ranking 

Infection risk is one 
factor 
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Figure 27 AIDS DEATHS PER 100 WORKERS 

2000 2005 2010 2015 

Agriculture, forestry and fishing 0.6 1.7 2.4 2.2 
Mining 0.8 2.5 3.0 2.7 
Consumer manufacturing 0.6 1.8 2.5 2.4 
Forestry products 0.5 1.6 2.1 2.0 
Chemicals 0.6 1.8 2.4 2.2 
Metals 0.5 1.6 2.1 2.0 
Machinery 0.5 1.6 2.1 1.9 
Construction 0.5 1.7 2.2 2.1 
Retail 0.6 1.8 2.3 2.1 
Catering and accommodation 0.6 2.0 2.5 2.3 
Transport and storage 0.4 1.3 1.7 1.7 
Communication 0.3 0.9 1.2 1.2 
Finance and insurance 0.4 1.1 1.5 1.4 
Business services 0.6 1.9 2.5 2.2 
Health 0.4 1.3 1.7 1.6 
General government 0.4 1.0 1.4 1.4 

Source: WEFA 

Figure 28 AIDS DEATHS PER 100 NORMAL DEATHS•·.- -

2000 2005 2010 2015 

Agriculture, forestry and fishing 103.9 342.4 489.0 503.9 
Mining 174.7 560.3 741.2 759.2 
Consumer manufacturing 164.9 545.2 804.3 867.2 
Forestry p"roducts 125.5 415.5 596.0 636.6 
Chemicals 130.6 432.9 605.9 632.5 
Metals 123.5 417.6 612.2 658.4 
Machinery 116.6 389.2 542.3 563.6 
C<!nstruction 142.7 47Q.5 662.7 694.6 
Retail 188.9 605.6 836.2 876.4 
Catering and aecomniOdation 128.5 424.4 584.8 601.9 
Transport and storage 117.4 403.5 598.8 652.6 
Communication 93.8 322.8 484.0 528.4 
Finance and insurance 99.4 324.4 454.3 479.6 
Business services 162.8 557.5 784.6 788.8 
Health 96.1 323.5 457.5 471.9 
General government 74.3 191.0 239.1 229.1 

Source: WEFA 
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Figure 29 

Source: WEFA 

HIV+ PER 100 WORKERS FOR SELECTED 
SECTORS AND YEARS 
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The figures above highlight the risk exposure of the mining sector, where ii'ifEictions peak 
at above 29% and deaths at 3 out of 100 workers. The reason is that mine workers are 
mainly black, male and generally fall into those age groups that are relatively more at risk. 
The possibility that mine workers are more in contact with high risk groups such as PRO is 
not accounted for at this stage. As a result, the actual infection rates in the mining sector 
are likely to be even higher. 

The mining sector is followed closely by the general government sector, where infections 
peak at over 26%. Agriculture, manufacturing, machinery, construction, retail, catering and 
accommodation and transport and storage are all expected to record infection rate peaks 
above 20%. However, even sectors such as finance and insurance or business services, 
which draw on a high proportion of skilled and highly skilled employees, are still expected 
to face infection rates in excess of 10%. The ranking of sectors by infection rate is given 
below. 

Figure 30 HIV+ PER 100 WORKERS 

2000 Rank 

8.9 
11.9 2 
12.1 3 
14.9 4 
15.0 5 
15.2 6 
15.9 7 
16.2 8 
16.6 9 
17.2 10 
17.3 11 
17.3 12 
17.9 13 
18.2 14 
18.5 15. 

24.1 16 

Source: WEFA 
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SECTORAL REMUNERATION COSTS 

If we look at the composition of sectoral wage bills, we find, not surprisingly, that service 
industries, such as finance and business services, are the most skills-intensive, while 
mining and manufacturing feature at the opposite end of the spectrum. 

Figure 31 % OF SKILLED & HIGHLY SKILLED OF WAGE BILL 

1997 Rank 

Agriculture, forestry and fishing 15.2 1 
Mining 34.5 2 
Construction 36.5 3 
Consumer manufacturing 42.9 4 
Metals '50.7 5 
Machinery 56.2 6 
Chemicals 65.7 7 
Forestry products 65.8 8 
Transport and storage 78.1 9 
Retail 81.7 10 
Communication 85.9 11 
Catering and accommodation 88.8 12 
General government 91.1 13 
Health 97.2 14 
Business services 98.2 15 

. ~4ol· :...4·. 

Finance and insurance 98.8 16 

Source: WEFA; OHS 1995, Population Census 1996 

COMPOSITE SECTOR RISK RANKING 

If we combine the two rankings with a 60:40 weighting, we find that the transport and 
storage industry, as well as the catering and accommodation sector, are most exposed to 
the AIDS risk. Not only are these sectors' infections rates high, they are also more reliant 
on a skilled workforce than mining or agriculture, say, whose infection rates are also very 
high. Finance and insurance and business services, which face the lowest infection risk, 
feature in the middle field in the composite ranking, as their high dependence on skills is 
likely to lead to higher remuneration costs in the form of rising benefit and retraining payments. 
While this ranking should provide a useful reference framework for relative sector risk 
exposure, it is important to emphasise that no sector can afford to be complacent in light 
of the AIDS epidemic. The effect will be felt across all sectors - just to varying degrees. 

Potential wage costs 
are another 
consideration 

Transport, catering 
and accommodation 
are most exposed to 
AIDS risk 
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The AIDS epidemic is expected to lead to a stagnation in population growth within the next 
10 years. Infection rates are expected to peak at almost 17% for the population as a whole 
and at a massive 26% for the economically active population. That means South Africa's 
workforce is disproportionately affected by the epidemic. With an official unemployment 
rate in excess of 30%, South Africa faces a labour surplus situation, which should mean 
that every person dying from AIDS-related illnesses should be replaced without much 
problem, leaving the production process and total income intact. However, the reality is not 
quite as straightforward. Most of the unemployed are unskilled or only semi-skilled. While 
most of the infections and deaths occur in this segment of the workforce, skilled and 
highly skilled groups are expected to be notably affected as well, with infection rates 
peaking at well above 20% and 10% respectiv~ly. The epidemic will thus exacerbate the 
existing skills shortage within the economy. 

The cost of the epidemic will be borne by companies, households and government: 

• The costs to companies will be significant, as higher health and other insurance benefits 
as well as higher training and replacement costs will add to the remuneration bill. Some 
of these higher costs will be passed on to consumers in the form of higher PPI inflation. 
But given the limited pricing power of companies, some of the higher costs will be 
absorbed by operating profits and come out of company savings. -· :--., - -

• Household incomes will also be affected by higher health and insurance costs which are 
likely to result in lower take-home pay. This is in addition to the effect of a lower number 
of people in employment. The net effect is negative for disposable income, consumption 
demand and savings. 

• Government will have to finance the health costs not covered by the private medical 
insurances. Unless current expenditure is switched from other categories to health 
spending or capital spending is cut, the higher health spending will add to the fiscal 
deficit, the public sector borrowing requirement and exacerbate government dissavings. 

The net effect of the AIDS epidemic will be negative for growth. In our analysis, where we 
employed very conservative assumptions about costs to companies and government as 
well as the drop in household income, we found that the average annual trend rate of GDP 
growth over the next 15 years is likely to be 0.3-0.4 percentage points below the rate in a 
no-AIDS scenario. 

There are some vicious cycles at work when analysing the economic effects of the AIDS 
epidemic: The most important is related to the savings constraint. The costs of the disease 
will almost certainly drain household, corporate and government savings. This will exacerbate 
the country's savings-investment constraint. Even if companies decided to invest further 
in technology and reduce their dependence on labour, the reduction in their operating profits 
as well as savings will leave them with much less room to manoeuvre. 

One possibility is to draw in foreign savings to plug the savings-investment gap. However, 
a heightened perception of country risk associated with the AIDS epidemic is unlikely to 
encourage the inflow of foreign capital. The majority of capital inflows would thus have to 
be in the form of foreign loans. These would not only push up the country's foreign debt 
exposure, but also lead to a notable widening in the current-account deficit due to associated 
higher outflows of net factor payments. In the absence of foreign savings, the domestic 
savings-investment imbalance would force interest rates notably higher, further slowing 
economic growth and reining back investment demand. 

Another possibility is for the government to stick to its tight fiscal deficit targets and 
reduce expenditure in line with the lower revenue generated due to lower economic activity. 

The AIDS epidemic 
will exacerbate South 
Africa's skills 
shortage 

The net effect will be 
negative for growth 

The savings 
constraint will 
worsen ... 
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However, this in itself would set off a vicious spiral, as lower expenditure would exacerbate 
the fall in domestic demand and GDP, leading to even lower revenue generation, forcing 
the government to spend even less, etc. 

The savings-investment imbalance could thus exacerbate the outlook for the South African 
economy under the AIDS scenario. 

Even in our baseline case, the likely worsening of the country's growth, inflation and interest 
rate outlook will adversely affect the country's investment profile and hamper equity and 
bond market performance. Investors will start to look more carefully at sectoral exposure 
to the AIDS risk. As a result, we will probably face mounting claims for a disclosure of 
company infection profiles and coping strategies. While this area is clearly very sensitive, 
any improvement in information provision would advance the quality of analysis of the 
epidemic and thus help policy formulation and implementation. 

In the absence of reliable data and information, we propose to look at risk exposure of 
sectors in terms of two factors - firstly, their reliance on a workforce that has a high 
infection risk and, secondly, their reliance on skilled workers, the replacement of whom in 
case of illness and death is much higher than of the unskilled. If we aggregate those two 
factors, we find that transport and storage and catering and accommodation are the most 
exposed to the AIDS risk, while machinery, communication and metals fare relatively 
better. An important finding is, however, that service industries, such as finance and business 
services, rank in the middle field, as their reliance on skilled personnel make~ ... them more 
vulnerable to a rising remuneration bill. Overall, no company can ignore the potential impact 
of the AIDS epidemic. Company management does have choices that will influence the 
future impact of the epidemic - as does government. 

So far, no clear strategies have been forthcoming from either; but they are urgently needed 
in order to mitigate the destructive effect of the epidemic on all parts of the economy and 
society. 

• The government needs to formulate a clear AIDS strategy that will allow domestic 
institutions and international development agencies to channel funds into the fight of 
the epidemic in South Africa. An explicit strategy would also ideally provide the public 
with more up-to-date and complete data on the spreading of the epidemic and allow 
better prognosis and response strategy from the private sector. Information creates a 
better understanding of the epidemic. In the absence of it, foreign investors, in particular, 
will remain deterred by the uncertainty surrounding the effects of the disease on the 
economy. 

• The government should also move faster to dismantle structural obstacles to foreign 
investment in order to avoid a worsening of the savings-investment constraints. ·· 

• The government also has choices regarding the provision of AIDS drugs, especially to 
pregnant mothers in order to reduce the risk of mother-to-child transmission. 

• At public as well as private sector level, the focus needs to be on education, increased 
access to condoms and the treatment of sexually transmitted diseases. 

Given the abundance of policy choices and the limited availability of data, modelling the 
effect of AIDS on the macroeconomy remains a moving target. However, we believe that, 
given the limitations of data availability, we have modelled a realistic scenario. Furthermore, 
we have established a framework of analysis that allows us to incorporate changes to the 
demographic outlook, government policy, household expenditure patterns as well as company 
responses in the future. 

... dampening the 
01,1tlook for the 

··markets 

Sector risk 
assessments will 
become important 

But most importantly, 
a clear AIDS strategy 
from the government 
is needed 
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INTRODUCTION 

This perspective does not set out to offer a complete analysis of equity investment over the· 
period analysed for the economic impact of HIV/AIDS in the accompanying report. Rather, it 
hopes to remind readers of where the various equity sectors lie in terms of size and earnings 
momentum and, most importantly, to sensitize readers to the external and internal )mP,acts 
which HIV/AIDS can be expected to bring about on the profit and valuauo·n driver5:· ··. · 

To this end, we have taken the outputs from the AIDS analysis regarding sectoral impacts, 
and used these as inputs to make subjective ealls on the internal and external impacts. This 

· required adjustment for the sectors' operating positioning and their. relative market positioning: 
this not only takes into account the high or low infection strata of the SA market itself, but 
also to what extent a company might have exposure to low-HIV foreign markets. 

The top-down nature of both the HIV/AIDS analysis and this equity perspective hopefully flag 
sectors and companies which require further micro-analysis. 

SA MACRO ENVIRONMENT 
-~ ... ~/-; ... 

Equities appear on the surface to offer a good value proposition now, with SA in an economic upswing. Real GDP 
growth, which bottomed at 0.6% in 1998, is now accelerating through 1.2% in 1999 to 3.3% for 2000. Consumption 
is in the vanguard, with real retail sales growth set to rise to 5% in 2000 from 1 % in 1999, and the broader real 
PCE growth to rise to 3.5% (from 0.7%). The upswing will see a strong increase in growth of imports (to +6% from 
-7%), but the economy is sufficiently robust to afford this, with the current account deficit rising to R11 bn (1.2% 
of GDP) in 2000, but then stabilising at around 1 % of GDP thanks to improving terms of trade. The vigorous 
growth in the economy is unlikely to translate into inflationary pressure as capacity utilisation and industry pricing 
pressure are low - we anticipate core inflation at around 6% next year. In spite of this, interest rates are unlikely 
to come down from current levels as formal, tight inflation targets have been introduced. 

This is the one- to two-year view, however, and the broad investment negative for SA of the HIV/AIDS pandemic 
leads to a far less bullish investment view over a 5-15 year timeframe. We believe that AIDS will almost neutralise 
the birth-rate-driven population increase of 2% which would otherwise prevail in SA, and have a corresponding 
dampening effect on the economy - especially on the sectors exposed to domestic consumption. Many SA 
businesses also trade in the adjoining sub-Saharan region of Africa and this region carries some two thirds of the 
world's HIV infected people. The recent past has seen high margin add-ons to SA companies in the retail, 
beverage and food sectors and this sweetener to earnings faces clear pressure from HIV. 

SA EQUITY MARKET LEVELS 

In the SA framework (ie, relative to the SA interest market), the JSE looks 'cheap' again after its recent pullback, 
with the FINDI index at a yield relative of 1.64x, and with stronger near-term economic and corporate earnings 
backdrops. 
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Figure 33 YIELD RELATIVE - 3 MONTH NCD TO JSE FINDI 

1/93 10/93 7/94 4/95 1/96 10/96 7/97 4/98 1/99 10/99 

Mean= 2.43. Std Dav= 0.53 

Source: /-Nat 

From a US perspective, however, we note a totally different picture relative-.to, .. us treasuries, Figure 34. 

Figure 34 YIELD RELATIVE - US 10YR BONDS TO JSE FINDI 
L-·------····----····-··-··-·-··---------------·---···------·---------·----- --- -···--·----------·----···-----

1.8 

2193 11 /93 8/94 5/95 2196 11 /96 8/97 5/98 2/99 11 /99 

Mean= 1.07. Std Dav= 0.25 

Source: I-Nat 

Here we see a yield relative of 1.0x - but equities should cost more because of the growth. Establishing the 
growth (in US$ terms), which our equities have actually delivered (the black line in Figure 35), shows a very 
modest increase - up only 12% in the eight years plotted. 
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Figure 35 EARNINGS GROWTH 
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Figure 35 clearly shows the dull dollar growth, with the R/$ cracks in 1996, and 1997/98 lowering the end growth 
and adding volatility - both reasons not to overpay for the JSE's equity performance. The negative impact on the 
economy from AIDS reinforces the cautious stance. --•--:---, ·- -

SECTOR DYNAMICS UNDER THE AIDS SCENARIO 

SA's equity market has a high commodity weighting, with a third of the market capitalisation being resource­
based companies. In the nature of commodity businesses (ie, price takers) many of the relevant share prices 
have been at historically high levels in 1999/2000, anticipating strong demand for these resources from the 
(consensus forecast) global economic upswing. The market is now trying to establish the duration rather than the 
fact of the world growth upcycle, before these stocks revisit their highs. Labour use in these businesses is 
intensive, but predominantly un- and semi-skilled. The capital intensity of mineshafts, refining plants, and process 
plants is obviously not itself vulnerable to AIDS, and the high availability of unskilled labour in the region also 
shields these businesses. From a demand perspective, these export-driven businesses have a further shield 
from the domestic economic impact of AIDS in the form of demand from HIV-remote economies. 

The larger proportion of the SA equity market is the FINDI (or Financial and Industrial) universe, however. 
Internal performance is more important for these companies which are less exposed to external price determination, 
so our key investment screens are volume growth, pricing power (ie, segment leadership), and cost control. 
Achieved together, these three would certainly flag out-performance. Our categorisation of the FINDI sub-sectors 
according to their longer term potential is shown below. We have also shown the expected impact of (or vulnerability 
to) HIV/AIDS in terms of internal company risk and external customer or market risk. High impact indicates a 
negative view on the investment case for that sector. 
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Figure 36 KEY INVESTMENT SCREENS 

Relative 
i Volume Pricing Cost HIV/A Impact HIV/AIDS Impact -

growth power control - Internal customers 
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...... . .-, 
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High High Medium 
Medium Medium Medium 
Medium Low Low 
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--------------------------·------

The bottom-up earnings growth, which we forecast by FINDI sector for the next two years, is set out in Figure 37, 
together with expected longer term growth. The magnitude of sectoral AIDS-irrf~act;which we believe should be 
brought into investment thinking is shown in the last column. 

·---------------------------·---·--"·------~--------------· 

Figure 37 

Sector 

.Banks 
.Insurance 
Fin se..Vices 
Ind resources 
Food/pckg 
Bev/hotel leisure 
Retail 
Divers ind 
Info tech 
Telecom 
Mining resources 

Source: ING Barlngs 
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SECTORAL PERFORMANCE FORECASTS AND AIDS RISK SCREEN 

HIV/AIDS Impact 
Market cap "loCAGR in EPS "lo CAGR In EPS on long term rating 

(Rm) (now - 2 yrs out) (long term) 

;.~6-~.971 23.7 16 High 
. 116,034 22.7 19 Medium 

·36,400 26.1 17 Medium 
44, 160 16.3 12 Low 
36,435 16.2 13 High 
50,363 9.5 13 High 
44,519 20.7 13 High 

146,811 15.4 16 Medium 
95,925 38.6 JO Low 
42,073 32.0 25 Medium 

346,876 19.7 14 Low 

Stuart Thompson 
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To: 
From: 

Date: 
Re: 

Rob Cogomo 
Sandy Thurman 
Michael Iskowitz 
December 11, 1999 

MEMORANDUM 

AIDS Funding for South Africa 

We have gotten clearance for the Code! to announce the FY2000 US funding for AIDS in 
South Africa. Here is the relevant information. 

South Africa AIDS Funding: 
• FYI 999 = $2 million 
• FY2000 = $9.3 million as a result of the LIFE Initiative 

("more than $9 million" is what they would like you to say given that it 
could sti II change by $1-200,000 either way) 

As you know, the LIFE Initiative provides for a $100 million increase in global AIDS 
funding (mostly to Africa but some to India) in FY2000 as follows: 

• $65 million USAID (FY1999 = $125 million; FY2000 = $190 million) 
• $35 million CDC (FYl 999 = $0: FY2000 = $35 million) 

The LIFE Initiative is targeted to four essential activities: 
• prevention (including prevention of mother-to-child transmission); 
• basic care and treatment; 
• support for children orphaned by AIDS; and 
• capacity and infrastructure development. 

While this is a vitally important first step, UNAIDS projects that it will cost $1 billion for 
to stem the rising tide of HIV infection, and another $1 billion wi II just begin to provide basic 
care and treatment for those already sick, in Africa alone. Currently, all donors and host 
governments are spending less than $350 million in Africa on prevention, and spending on care 
is virtually non-existent. 

It would be great if the Code! was willing to say that the US response needs to be 
"sustained and strengthened" to begin to keep pace with a pandemic that is out of control. 

Between James Mcintyre (doc at Baragwanath) and Ken Yamashita (health officer at 
USAID), they should be able to talk about what the money will do and how much remains to be 
done. 

·-'· ·' 
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ounns the la.<it \WO J~dcs, the HIV pt1ndemic; bas l':nlctcd OUI. consciOll!'nCSS as iU1 

in~mp-ehcnsible ~ty. HIV/All)S ba.~ already takal a. terrible human toll; laying cllt..im \o 

millions or li v~. inflictins pain tuu1 grief, causu1g f car llftd unc:ert2Ulty and tbrealt:ni.ug ~nomic 

dev~tion. 

Ac:c:ordinF to the Joint Uuited Nation:; Programme on HIVIAIDS (UNAlDS) 3.lld th~ World 

Health Organisation (WilO). the number n.f people liviut with HIV by the tnl'.1 of 1998 w~ 

P..11timared to be 33,4 million. a 100% 1ncrease compai'Cd to 1997. 111 Sub.Saharan AfriC!l, luorc 

than ii ~ullitr.r of youns adults 111re inf«ted wi1h HIV. 

As:;uming that nn cure is fow1d, it i3 C3tirnated 'lba1 more than 40 million people globally will he 

living with HIV by 2000. The impct of the P.f1idemic on Ilic ~onomy ~ :i.ltcady ~"'g felt in · 

mnst councrte~. Lik ~pcC\Qncy ha.$ been siguiiicantly lcdu<;cd ~ many peorile in the 1 S-49 :ve-<1-1 

age Ktoup iu"t no .... · dying of AIDS. 
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U5C thi:i document ii~ the basis\\) u~lop their own stmtegic and O~lational plan~ SQ that ~II l"llll" 

initiatives a:;; a i;ounuy 8!> a whok ellJl he hartnoni~ tO maxi.u1isc cffic:icncy and efl:ectiveness. 

· ... :.:.. .. ··' 
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Thi'! c1t"!Vl!lnpment of this strategic plan was in.ltiated by the Minister of Health,. ·Dr. Manto 

Tsabalala-Msirnang in July 1999 in .response to Pic~dml, Mr Tuibu ~JU:~. c.:l!lilk.ugc Lu ~l 

sectors· of 5ocicly lu Li;;wu1c l&Cti·vely involved in initiative:1 designed to add.res~ the HIV/AIDS 

epidemic . 

It began \vith a meeting in July 1999 to review the r:i1TTP.nt HIV/AIDS p~ventinn, treatment, and 

r.$1TP. P-ffnrt.c: in ~outh Africa. lbc meeting was attended by represeinativcs of faith-based 

or~sarions, people living with HIV infection wJ AIDS, huwau 1iglits 01gai.J..is11tiu11J, aead.:mic 

wlilutiun~. lltG civil wilita.ry alliautc. die Salvation Army, the media. organi.scd labour, orguniscd. 

sports, orgwiixd bU3inca;;, iosumncc compiml~ women's or~isations, youth org~tiom;, 

intem3tion3.l donor o.rsanis:itions, medical aod health profeuional£, medical and health consulting 

organisations, political partit"!S. !!nl'.I ?P.lev:tnr envemm~t de[lartmento;. 

After priorlty·111~ for fulucc: clioltli 111rc,~ ~~and agra:d upon, a committee wb char&:d 

with dc-vdopwg a five-year HIV/AIDS and SID Stnil:cgic Plo.n. T03k tewn:; were eJuiblished to 

rci."icw current goab and objectives for the de&ignatcd priority aAas. The priority areas are 

prevention; tfeatment, care and support; legel and human right~; and· moDitorinB, lt"~~T't'h 'm1 

evaluation. 

In addition. lh~ MiJij~t1:.r vf Hccs.llh l,eld uila~i:al mcc;ting~ with s~vcral impo~t .scctuu 

W.cludiuc; tr~itionztl kadc:o, failh-bascd orgnni3ntioll!I und b~iness to obtain th"ir vieW& and to 

discu.33 wn)'3 to faeilit:ite their active p31'ticipation. 

ln Septemb~ 1999. thP. Min1~fer of Health and the nine provincial MECs for Health reconfirmed 

the previous prlorltY areas. ThiS was followed ill Octob~r 1999 by a lwu-i.lay Nativnal AIDS 

Meeting wbt:n; rrvvu1~w.l AIDS Cu-ul"dWato1·:1, tbc NatioDAl DOH UIVIATDSISTD Directorllk, 

rcprc:1cnt1divc:J of the AIDS Trnining and Information Centres (ATlC5) and represetitatives of 

3cvcrQl other orgo.nii:;:itions di.scu!:!led pro~s in the five-year HIVtAIOS/STD ~tegil" pl~TI 

In Oc.tob~r ""t1 Novemher 1999 the ta.<;k teams met to funher develop their g<jals and obirxliv~). 

Task Teams were ·eXpected to ·-review the Nuu'<.Jnal -AIDS· PJ~,,· Ju;. s;urh Afi·ic;ii.~ :,.1994, th.: 

Depamnem.o.(!i.caj!l!,1f'7rltr: Pu11erfar rJr~ T>"llrl$fon~~tirmofthc Healrlr Sy~1crn, th~ .. 1PfJ7Annuai 
. ' . . . . . . . . . . . . . . 

.. 
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· Health. ;and the National AIDS meetinf. .-.... 

In Nnvembcr 1999 a draft documcuL w;u J"'C$CDt.cd to the lntcr-Minfoterial Committee= on AIDS, 

and additional ~uu1.mc:i.lts were solicited &om nll government Ministers. The t'iD~l 1'1c:ir:ument wac; 

i:uuipkti:d in Jmuazy 2000. 

2. BACl(GROI JN U 

The South Africa picture of th~ ~pidemic 

Recent estimate!: 1mggr!$1' that of all peaple living With HIV in lhc wu,ld, G out of cvc.ry l 0 men, 8 

out of P.VP.1)' 10 women. and 9 out of evecy l 0 \;l.aildu;o arc in Sub-S~ hfric:i.. These figures 

proVide sufficient eviucul;(; Lv l.Uakc HIV/AIDS both o. region.3.l and a national priority . 

Data fi.vm the DOH's ~ual National HIV ~P.rnprcvalence Surve~ ot" Women atLcmli111=1 

J\ntanatal Clinics for the past 9 J4'-l1~ timvides a good estimate of HIV vrc .. aleucc: aud trends over 

time in South Atiica. (1'cc figure 1). 

Figun 1: National HIV 'un•ey of woml"n ~ttrr1<lin~ nntrn·.lt21 cliniC5 <'~ t~·•: ;:11.'.l·'~. ~. :::,•l 

Hrvices in South Africa, l99U - l '#'J1' 
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>~igure 2 pNSCnts HTV·p~enee·m wo~ atteoctine·ant~·:tlinics by province· m.1998,­

These data show 'that tbere MP.. een~hic disparities in the distribution of the HIV I AIDS 

epicle.rnir: in South Africa. 

Figure 2; mv pr~volcace iD pngnanl women 11tte11diag publir. "nten.atal clinic.• _by 
Provinu, So'Qth Africa, 1998 

X2N MP EC NC WC 

K.EY
1
: K.ZN = K.waZulu·Naud Pruvim;c; Ml' • Mpul1l41Ni;a Provinci:; FS - Frci: State Pro.,·ini:e; CP = 

Gai.lte11g Province; NW - North Wc)t Provingi; NP .. Notth11m Provine~; lC ;; Eastt-m Ctir~ l>mvince: 
NC= 'NorthOTT1 Cape Provit1ce: WC; WMnt.m C11pe Prnvinc.i? 

Additional Information ftom lhi;; sur"~Y 1~v'eal that; 

• The HIV epidc:mil.: iu South AfrfoA iJ one of the fastest growing epidemics in the world; 

• Yu~ wvmCD iigcd 20-JO b<i."C the bighc:it pn:ve}eocE: rates; and 

• Youn& women under tl~e 20 h:id the hi~est percentage increase comp~red to other age 

group:; in 1998 cQmpared to 1997. 

Th~<e and other data clearly indic:ite that \11\l HIV c(Jidem!c is severely affecting the yo\mg, b1ack, 

and economically puur pupul<i\.ivus of South Afrie3-

Cunrntly there arc epproximotely J.S million South Africans living wit11 HI\/. lt i'> estimalcd thal 

in 1998 over. 1.600 people were infected with HI v each day - translatine to more Ulan 5;)0.vOO 

peopleinfectt"J each. year.- It is ~timacC!f that .b}'._the year 2QOJ •. l11r;Lt will be 6 nUllion South 

I . 
See AMl!:aire I for .rr1hp 
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:- :. Afti~ infected wi1h HIV aad almn!rt l million cbildJ:cu under th~ agc·of lS whose mothus ~II 

bAve died of AIDS. · · · · 

All.>~· 1~ CU!l'Cntly nol • 1lotifiablc di3cD:".e in South Afrir.:i1 and voluntary 1epurtiug ~ously 

underestlmates i.l.J..: uumbcr of people with AIDS. Jr i!=i estimated that ·there: were appta..:Uruitely 

165,000 ~ople living with AIDS and 120.0UO AIDS deaths in 1998. Proj~ctioll5 indic3.te thar·by 

··~.. 2002 a qWlrter of a million ·So1.ith Africans will di~ 11f AIDS each yCQl, tmd that this .fig~ will 

ric• to more than a million by· 2008. Av=-age life expectancy is expectP.11 to fall fiom 

approxim~tcly 60 years m 40 yCllls. bc~cn l 99S and 2008. 

Major Cat&UQ and dctCl'DJinauts of the epidPmi~ in South Africa 

n1c inunediak determinants of th.t> epirlcmic include bcNL\' h.1w-al fac;tur:t such :i.s unprotected 

:sCAunl intercourse and multiple ~cxual panners, anJ \Jiulogical foctor.J such :is the high prevl'IPnce 

of sexually tr.tDSTnined diseases. 

The underlyin~ cau5c:li include: 50Cio-ecouomjc far.tn!'l' such as povcrly, Uligrant labour, 

corruuc:1..:ial scs: workers, th~ low status of women. illilc1·acy, the: lack of format ed\lco.tion, mgma 

4.l°Ld di~inn.tiori. The natioDal Hlv"'IA.lDS (I_ sm S1.1a~gic Plnn mll:)"l :iddr~;i; rJl tht.sto. 

immediate ckterminants aor1 nndcrlylna cause:;. 

Tubt>rr.11losis and HIV/AIDS 

Clo5elY linkt:l.l lv the: IIIV.".AIDS cpiJ,;mi;.;, is a. iul:i<!r.:ulosis (TB) cpi~ilil1.: ·•hich is fu1;;llcd by 

Hrv iuf~ction and whi~h i5 alw ~ mo!-t frequent cause of llclill1 ill people living 'vith HIV. ln 

Sou\h Afticn, app~·o:.-:imat.:l)' ~U-'i11% of !5 patients ii.re i.nf~~ed ,~·ith HIV. In some hospitals in 

South Afric:a, the HIV pr~valenc.c iD TB patic:uu h~ been 1ccorded aa; over 70%. 

Sexually Transmined Dise.ue~ 

There i-s COID?~lliur, evidence of the importanc:.t' of :'iTDs as a rnajo1 Jctcrminant of fUV 

trarurui:;:.io1l. There me t1pproxima.~ly 11 millinn STD cpi:roJc:s ucatcd annuolly in Sou\h .~c.11. 

with approKimatsly 5 million ot"thei::c managed 'by piivn.te general practitioners. Eve-n w;thout the 

HIV epidemic, STO$ P""c an important publi1: health problem . 

. . - ·,· 

'" •w 
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. r.ensitive or uscr u&e11dly. · 

folk1wing t}ll,· rcvie~ of both t:hC strr.ngths and weakne~~ in oddrc,,ins the HIV/AIDS 

epidemic, the following rt.cc'lmmendations were mailc: 

1. lnerease resour~!\ and build capaciLy ii1 i:>rovincial and district lev.ls to JUanP.gt. nrfllnise, 

and imrtemcnt the HIV IP.IDS/STD rrogrmmne. Pi~wi.nc:ial authoriti~ '.i:hould designate co­
. ordinators 1t=1>pvusiblc fur STD/RIV/AIDS in evecy Provint:r. and District; 

'- SCCiR pulitical leadership from the Deputy PYesidernt and to increase polili\;41 wuuuitmcc.t 

Wld public lCC1dcr3hip; 

~ Strengthen intstdeparti:aen~ and intP.r•!iectoral response to lhc cvi.d~m.i1;; 

i. Develop CQl\Certed effon hy all stakeholders to p1uLC1:;t hunl4lll righ~, CO\Ulter discrimination 

and reduc~ ~ti~atisauon; 

l Svppott and s-aengtllen PWA iu.i.tiativcs imd increase full in\lolvement Qf t'WAs io program 

design. implt:mculll.tion1 11J1d cvW.u11tion; 

~ lncre-lbi; \:vllo.boration ~cco. the RIV/AIDS/STD l'DJ.1 ·1 H programmes. 

Subsequent to the 1997 Review. ~ome of lhe recommcml4Liuu~ have been nddre:;:;od by th11 

following actions: 

X Appointin~ HTV/AIDS CoordinalUI) iu cai;h province o.nd supporting regular trnining. and 

meetings l.O facilitate PlU!'LAflllllC: implcrocn.Ul.tion~ 

.( Establishing an l.!1lc;1-Mini3tcrial Comminec on AIDS. 1hi.!io l :nmmiru:e consists orMu1im:r.5 

nnd Dt:_cut.t Ministers find meets on a monthly b~si!I to discuss l-IlV/AIDS and provide 

µVliticcl direction and policy (;Uidance to thP. 'HTY!AIDS & STDO~ctora.tt:~ 

l 

x 

" 
l 

x 

UlWlching the P3I1Dersbip against AIDS by the Presidt:ul i.11 1998 that seeks to bro:idc:n and 

formalise the partici~tion hy all sectors in th1: r~powe to the epidemic; 

Developing ;<in HlV/AIDS policy by lh1;; Dc:p~nt of Edueation for learnen iinci educators. 

This makes HIV/AIDS edu1,;"Liu11 a component in the cunicula of ~ll 5-~C:Ol"ldmy schools~ 

Oevtloping o'lher m.1.Liuual polic:ics i11cluding, the Syndromic Miinagement of STDs cwu µost­

expo~ur1;: p1whyl8ll.i$ {r£P) followms occupa.tiona1 ~prisurt: to HIV: 

E!il11bli:01ung the South J\frican AIDS Vaccin~ l"itiaLive in 1998. Tlli:> initiative :ic~k:; to 

develop __ en effective, afforcbble pr<>.venti"w'e vaccine for uuivq·:;al use in South Africa and 

SADC_countrie~ by.?.!HI\ .. 

E~tablishlne th¢ Nltional AIDS Cuum;il (NAC), a 1i1ul1i sectorai body that will oversee lhe 

nlltinnal response to th~ t:µidemi1; and the implem~tati()n 01· tbil '.'t.rategic Plan. Th.; NAC 

~014 

14.JOU 
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facilitates c0Uabunitio11 ktwccu·govemmont and ~U other sectors; 

. ~ . Establishiu1.:: H- uatiooal lntcrdcpmtme11~ HIV/AIDS Committee that has worked to develop 

HIV/AIDS 'o\"Orlcpluce policies and minimum· .HIV/AIDS progl'iinme5 Cur ttll g,o\'i:1lllllicn1 

departments; 

1- · Developinc; a Strategic Frnn.P.wnrlc for a South Afiican AIDS Youth Programme; ond 

'- Improving coll<il:>nration berw~n HIV I AlDS/STD and TD pr1>g:n1mmt!:; 'in the area of policy 

frmnulatfon and advocacy. 

Thb Sl1-atcgic Flan aiins to address those recommencfatioM thaI have not been aJc~Udldy 

ad~cd since 1997, . and provid~ a strategic: framework for the counlr:;" :i 1~po.u:.c to· th.1; 

HIV/A.lDS o.nd STD epidemic. 

Initiatives in the Southern An'lce D~"rlopmcnt CouuDuDitJ (S.i\DC) countries 

South Attica i:; ~ ~wcc:nt chair of and host of the Health Desk ot S.A 111 :, whien ha.c; 14 memb~r 

Slate:;: A113ol<J., Dot.sv.·llllll, Democratic Repu'olic ot < :ongo, Lesotho. Malawi, twfa.witius, 

Moumbiquc, Nimllhia, Seychelles, South .Africa, Swaziland. Tanz.anla.. Z:iiubla and Zirab11.bwc. 

A regional resp:in.~e to HIV/AIDS and STD!i is csseutial in c:urbiug the ~n:ad. wid to this end 11 

SAl.lC: 1-0V!AlDS/STD task fu11,;c; ~ bc;c;n formed ond hns prepsre!d an HIV1AID.':\i~T1 >plan for 

1999 - 2003. The Lluc;1; broAd goa~ of the pTogr:mune are to ac.hiew•: 

1. A Vetter co-ordinntcd and h:umanised response to HIV I AIDS/STD among Mcmbc:i Statc5. 

2. Amulti-:Jectorsl rei;pooseto HlV/AlUS/Sffi. 

3. Improved quality and Cl'.\Ve-r&ge or me respo~ w HIV/AIDS/STD both Q.t n~tional and 

regional le.vt"l. 

These iaiti"rivcs will be important in cnJuring that South Africa Rncl it.c: regional partners have ii 

more C.:U•UIUlUlltcd rc~on:1e to the HIV/AIDS epidemi~. Sl\fJC mus forms an illilJVL"lant link in 

the mechsnism3 ~d strucn.m~s available ti'.' The counuy. 

13 
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The expanded n:ition.al response will be managed by different strucmres at ;ill levels. It j,. 

envisaged that eac:h government miniWy will have a focal person and team whose respoosibllity 

WiH be to pltln, bnrteet, implement and monitor HIV/AIDS interventions. It is also n:commcu1kll 

that all nther sectors including paIBSTatals. NGOs. lht: .priv<l~ ~ctoi:, faith-based orgcmisa.tions, 

youth, and women will ~u U.v~ dedii.:atcd HIV/AIDS focal pc:rsam. (Sec the dingmm on the 

fulluwu1t two ~crc:i). 

The following presents a brief overview ot impnrtant ~ctures at national and provincial levels 

and their specilic rr:tle i:lnd functions relating to HIV/AIDS. 

©CABlNEl 

The Cabiu~L j:; i:be hii;hc:St political authority in th1: oowitcy. Th1: Csbinet me~ts weekly, but 

HIV/AIDS is:iucs nrc not regularly di~cU&Sed at this lev~l. as all Cabinet m"1T!~T.~ pin~ all Deputy 

MUU!iter.: :md members of the Department o.f Health meet monthly in the 1nter-Minislerial 

Committee on AlllS l!:eA 113). 

'l) NATIONAL AIDS COUNCIL 

The Naliuual AIDS Coun~il i:i the higb.~st body tha.t ndvi:;e:; go\/1;:mmi:nl on all matters rel:.\ting to 

HIV/AIDS. Its major function:; nre to: (::i) advise govei:mnent on HIVIAJl>S/S 11) policy, (b) 

advocate for the effective involvement of iectol"i ;inn oq~aniution!'> in implemencing programmt::s 

and strntcgic!i, (r:) mo111tor the implementation of the Stratt:gic Plan in isil :.~tvrs of ~ocicty, (d) 

crt>at~ ~n.1 mengthen partnerships for an ex.panui;U Uillio11al response among all Jcctor~. (e) 

mobilise resources for tht: implemeuwtion of the AIDS progro.mmc:J, Qild (f) recommend 

appropn;al~ re:>e.,.,.cli. 

This body i~ chaired by the Deputy Pre~ident, and t"OQSi')I~ c:if 1 :"! envemment representatives (set: 

li~t below) '1nd 16 civil society repr~sPJ1t;it1ves lsee list ~low). 

Go"ermnenr 

Ministers uf Ht;ahh; Edu.;ation; Wc;lf~c rind Population Development; ~grie~tun>.; A 11< Ciilrure, 

Sd~11c~ m(! Icchnolcgy; ·ri~n:;:;i~~;···La~oui-; Finance; P~-~in;,;~1 :o,,~. l.ocal GQ\;munel'\t; 

oct:nc:::; Minerd~ and E~~~s;;· c~ri~tional Se!"'i:id{;the .. DeptltJ-' CE0-~i(\h{O~~crwi1c11t 
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· · CoaununiC8ti01'1 and l:nfonnation Sysla.u:>; the Chairperson, of the :Portfolio Committl'P. on Health~ 

anti the Chairpcnon of the Select Committee Qn Socill Servic:cs. 

Sectuo lo be represented 

One rcpIC3entative each from J:\u~im:ss~ People Uviu~ with Inv/AIDS; Non-government 

orgunis:itions; Faith-~ect ·organisations; Trd\lc Union:.; Won;en; Youth; Traditional ht"l'IPr1:; 

Traditiomll le.l'c1P.~~. Legal and Huma.u Righ~; Di:io.bled People;. Celebrities; Sport; Medi~ - · 

Hoi:pitl\lity lndUStry; and Local ~\lvenuncut. 

Technie&l Task TCaiu, 

Thi:: NAC will be 3SSisled in its delil:v!r.Uions and decisiull.li \,y tci;luiical tB3k tew11s to be established 

by tba Mlnlstry of Health, and comprising c:~i=m iu the following five areas: a) Pievelltion;'h) aue 

and Support. c) IF:C and Social Mobilbation, d) Rcswch, Monitoring. SurvcillAnce and Evaluation~ 

and e) .1.egal Issues ~d Hwui111 Rights. 

G> INnR-MlNISTf.RlAL Co~nu ON AIDS (U\'I.& :, 

lu 1997, the South African Cabinet fnrmed the Il\.1C. The IMC consi3tJ of all Ministers ancl 

Deputy Ministers ~ is <:haired by the Depuly Prc~ident. This commirtee meets cm a montllly 

basis to review flic country's response to the lTIV/AlDS Gpidemic. lss\\e.s nf l'trate:;ic import.<m.i,;t" 

ate aisr.11:-:!'.ed and political ;i.wdanc.e i! given to the HIV/AIDS Mei :'iTD Directorate miu the JDC. 

® lN"l'hlW£.FA.1tU1ESTAJ.. COMMITU.£ ON AIDS (ll>C) 
11lis -.:uiwnittce cotUi3ts of 1epresentativP-" from all govennmmt Di;paruncnt:J who ~o--ordinat~ 

HIV/AIDS activitiei;. Tht ll'>l.'. ·meets monthly lu 1evicw government prosrams ancl tn fulfil 

requests from the 1Ml°:. Goals of the lDC include fncilital.inc; the <kveloprnent of HIV/AIDS 

workp\~e policies in all Govi:n1ment ~pm-tment!-, ensuring ~t ::ill Govc:mmem D1.rp111\.mcnt! 

alfocl!te fJ.llailcllil resvu11,;cs to IIlV/AIDS; !lDd daveloping minimum HIV/AIDS µi"ogrmns fot n1\ 

Government !Xµarnncnts. 

©MtNM.EC 
The MinMEC consists of :.'Ill l'nwincial Hcahh MEC:; and the nntion:U Minist.e1 of Heal1h. The 

MinMEC meets every- six weeks. aml i21 the: body that o.pproves_p~tioll!'ll_J'olici~ .illld ~ddiul!'s . 

. HIV I AJns i~ a standing il1:m where ~rort3 ~n nstional ~ prn~·in~tal .pr~~~ &c: .di~cu.ued. 
'. ,•·· · ...... ·.·•· .· 
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· · ® i>~o~.N~•Ai- Ii~~,~~ R£iiaucr~·~c coM~1ri-rn:·:p;fiRi:, · ·:·.:·- . . ·· ..... 

Thi~ wWilliu~ \;v.U:S~b uf ll11 Pro.,. incial }itdds · or. Hcallb .8Jl<1 .. mcets on a monthly basis to 

dllcws~ the ~a~~ i$3g~ of national and provincial im.pot1:a111.:c:. HIVlt\lDS is a standing 

agenda item where report:; frorn the IMC, National HIV/AIDS/STD Directorate 0.U~ P1ovindal 

HIV /AlDS C'o-ordinstors are discuss~. Once th'! PHRC me di!:cuesed and g,ppro\"cd 

dncnmentatinn, it i~ ref P.TTAl'i to thP. J\it\nMl::C for the. politic.al approval . 

@ Dnc.ECTOk-Gt:;NU<.~ FVKl.J~i' 

This forum i;onsists o{ Dhec.tu1 Geittlcils fi:um ~ll lhc Nllliumu Ouverumuil D~parlinents and 

meets regularly. IIlV I AIDS is a saw.ding agaida item "'here rcporu from the lMC a1c discussed. 

\I> HIV/AIDS .t.Nl> STD DIJl.ECTOR.ATi, DEPARTMENT OF HEALTH 

HlV/AITJS i,;i;ues are hrnught tn the attention nf the atmve natinnal hociil'_o: t-iy t~ Dr.pMtment of 

Heahh·s Directorate of HIV/AIDS and STOs. This Directorate prepares briefing documen~ for 

these uatioual fornms, ai.id at!(:U~ Jl1(:ci.i1ig:) Lu µiuviut' fw·\Jii:r iu.furnUlliuJJ lll lliJ. ui;;d.siUD·llllikin~ 

in these nzitiono.I. eonunittec3 ~d bodies. 

Th~ fullowillg p1i.nci.µles fot HIV/AIDS aud STD p,eveutk1Jl, 't1:eaunem tlild C'1.L~ t:ffo1l5 fo1 Sv1.1tll 

Africa have lxcn prcvioU3ly adopted in the Natfrmal AIDS Plan /01· Soutli Africa, 1994 - 1995, 

and tho o.,pa.rtment of l-l:ealth Whita Pape' for rhc Transfomration of rho Hoo/th System in South 

Africa, 199?, :tnd are re3.ffinned. 

~ 

" 
0 
" 

" 
i 

People with HlY and AIDS shall be involved In all prevention, imervention und care 

strntelti~s: 

Pe:vµle with HIV and AIDS, thei.t partners, familic~ and friends shall not suffor from any 

form of di:scrimination; 

l>uffor dUi1.:rimination, .nox 1~ unable to take effective measures to prevent infc:ctlon; 

CorJid~.ntialit:y and inlorm~_ C()!lSt>nt with 'i-eg,.rii '"·HIV 1~"'~T1~ ~T1_11· 1~~t 1-ci;\11t~ .. ~h::ill he 
.•::,:. . - . -· ....... . 

-·- ·- --·····. 
prnlc:<;ic:<l; .. __ . 

• •••• ' ......... 1 •• ·.-·:.. • • • • • •• ·._,., .. , .. ,: .... ·.. - ·: • • : ••• ; -· • 

. . Educatton, counselling and healtll ~~:shaHbe seilsitive to .the cuhw-e. lO!IJ.l:(UiiK~ aml ~ul.:!lil 

I Ci 
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i· 

I 

·l 
l 
··-· 

.J 

:·~ :. 

timim~iances uf all -pwplc al ill limt=s~· 
.A···· Tue: ~o\leHui.aeut has a· eiucial .leSIJO.USibijity with regard to the J)A·ov~ion of ~ducatioo, care. 

A 

l 

l 

l 

and wdfarc of~ pi;oplc of South Afritti.; 

FUil community pl.lrlicipQtion in prc:vcntion and~ shWI be developed and foster~; 

hll int.,~nti~_n ond cru-e str.uegie_s. dwl be !;ubject to critics! e~~on and auesmient; 

Both govenunent and civil !:ociety Will be involved in the fight against HNI AIDS; 

A holistic aj>proach to education and care shall be deveJClped ancf sum.ined; 

l C.'.llp;idty n11ilc1in2 will he emt'ha~i!icd tn accelerate HIV/AIDS prevention and control 

measures; and 

i STD prevention and CQnliul an1 am1r'11 ckme11~ iu 1h1: rc~µu~ w HIV/AIDS. 

5 .. HIV I AIDS AND STD STRAT~GIC PLAN FOR SOUTH AFRlCA~ 2000-200~ 

Tne ptiwazy iOals for the South Afrit;;an HlY/AlD:S and STD Strategic Plan are 10: 

• Reduce the n\llllber of m:w HIV in!'~~liurl:i (~:s.~i.;iiJb iWJvuf; )'ou1h); ai1d, 

• Rcuu~ the w11Jact of HIV/AIDS on lndividuab, fanulics and communities. 

The ptinwy priority arca:s are p~-cntion; treatment, C(U'e and :JUpport; hum:m right:;; s:id 

monitoring. rese3reh and evaluation. 

'l"hP. followin2 eeneral strategiei; will be used to ad<ID:ss ibe HIV/AIDS epidemic in South Africa: 

• Provide HIV/AIDS/STD education to ini.n:asc p1.1bfa: a...,1:1.rcuc:;~, u:>i..ug au effective 

wmmuui~tivu~ :.t1iikf;)' tl.iat will fd.cilitatc bchil.v1ow-al change and opcnnc:1:1; . 

• ln~~e a~~c~ to voluntary lllV testing and cou,nsclling to promote beha.vioural changi: and 

appropriate rcforro.1 to 3ervices; 

• Improve STD manasement, and promotce increased condom use to rc-clllCt" STJ.> ;:met HI v 

"' 11"1'1:'"''·". ,.t-~ trea.nnen1 of HIV 'OOSit:iVc uerimns and persons whh AIDS to orumuli= l.Jc:11cr 

quality of life and limit the net:d fur ho~piu1l ~1111;; . 

Youth are not A priority orcn bllt aro n priority population gH>llp esp~ially for prevention efforts. 

Youth !ll'e botb :1 ·Cr~sscuttia~ popult1.tiun Gf.:>up that will b"' Gddt.::.>.>c-:~ ill nil p1iori11·. :;;•:;;.;; a:-:j z. 
. .. .. . : .. . . ·~: . . ... ·· ... . . .. , .... ··.····· ... ____ .: .... ::::..:.; :~_:::.:~.: ::· .. -.: :.· .. ~.:.: :.:...··-~_· .. ·:·.·.····. 

special group ~at \1Jarr3:°.~ PliI'tic~~~~ ~~~nt~?fl. 
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. prioril)" ~- Tiri.1e fr.i.iles me specific targets will he· further developed in·YC"dl'ly UDCr4licu1al 

~ plnnS. -The goats· !Qld OIDectlVP.~ J'!TCSCh1ed hs:(e·primaril'y ~IJ:! OU @.OVernment and 5eCtOU ~ 

j ~ouragcf to ~~vClm> stmS·ii~·pla~that Wql '-V~ul'te.riem'wb&t is ~~ed Jiere. 

I· 

.. '! 

-~ .. : .· . 

• • - ••• -· -~ ~ ·:- • • ....... 1 ' • . ... : ..... : ... _ -· ,_. 

,_ .. 18 



I--·-·:...~ 

'.ROLOPSTDs 

chemes regulations to oblige • Meciical Schemes Ad OOH , SAMA, 
r tze~tmeu~ of STDs re\'iscd ~ENOSA 
1g dispeosing llcenoes m n\trses for • Proportion cf privnr~ 

STD medication lo the prh·ate 

1m:c nar.agcrneu! wilru n the 

ng in SM '.o be itlc:l .rd'd i.i 
hti wc·rlccr;; 
HCWs 
dishibu.c :raining JllAllUllls in 

.rilding workshops with TH3 
sect·:>r ~an:iing tra~ilio!lal 

:>lems bet\Yeen trndi\ionaJ and 

·UTCes 

physic:i...m who oo:T:ct!y 
.l"tatSIDs 

Proportion oOiC\V.; wh:> 
~1Tcctly tre~t STDs 

N:unber cifr.mining sessions 
with lrad.i~ional hta!eG 

DOH,DENOSA 

!JOH, Tradiliorial 
~~ler Otg.mhation.s 

. ·~ 

-... ~ 

··-~ 

19 

0 
UI - ' ~ ..... 

:::> ..... 

"'"' 0 
·0 

0 
0 

~o 
:w1 '.!:) 



··-··· 

Go AL :i: REDUCE Mom~R- ro-cen,n HIV TRAJ\"SMJSSION (MTCD 

_Jmpron .~ocu.~Jo_JllY _ 
~est:in.g-'!lntl_eomisdling in 
ANt clll;t ici .,, ·. 
JinpJ:oie-i.j""mtJY-pfaliniiig 
servit~~tu knon RIV 
p0iitive :~omen =·i ---· -

. ; _a;1 __ D.:!ielcp_oonn.se.:.ling_guideline.11 
b) Train oounselloIS 

a} Tmir\ reprodliCtive ?.eat lb pr<>\·iders on ·mv f AIDS 
coun.c:eU iag 

b) --·Impro,·e access lo termination of pregnar,c.y (TOP) 
services 

GOAL o.l: - ADDRESS JSSt'FS RE::L.ATING'TO BLOOD"I'RAt'l'SF'USION ANDHJV 

.-. 
· ... · 

J) Monitcr existing guidelin~ on btood r:rr.nsfosloo 
!->) Develop national guidelines on HIV and blood 

trmb--fusio11 
J. rove the ra:ruitment of low-risk blood donors 

GOA( 5:. ·: PROVIl>E APPROPRL\ Tl: POST-P.XrOSIJR.E Sll\'ICES 

Prondr iervice.<i for 
ne-~d_l~Stick iii)iuiej itnd -

· occlt~-li()_nal:aposore 

ri) Mon.ilor and :-eview exi.Uing guidelines oo 
OCCllpation.al exposure . 

b :0 Ensure the supply of drugs to treat occupatfonal 
ex sure 

Invcstiga•e option~ fo. cl: Review researth on u:se of ARV to pre\cat HJV 
redu~_HIV/Sri> . lransmi.uion following sePCUaJ as.._qwfc 

hans.mli:iiolt -am.i _ _. b.: Assess services tor woll'..en and men following 
. pre~nai>~k.- muieinn rrom sexual BMauJt 
seiuill a~adt c I Comlder ublic health Jicatio:i of ______ __.___ 

. .Number-of.ANC .cHnlcs-\.\ith -
appropriate pre- and pos<­
teslin services aviillabJa 
'Num~ of midi fecilitleS duit 
provide HJViAIDS infonnatioo 
and coumelling lo prCgnwit · · 
women 

:ooH, women's 
Sector, NGOs,­
J\-PPHCN · 

. ! 

-· - - . 
- r: --
_•:. • J\ 

HIV l.mnmaissian i'ales l'irough ·DOH. SA BJood · ·;~< :{' 
b'ansMed blood and.blood Timmaioa Semccl- ~~- .: 
prodm:ls . : . <.\)_. :f ':' 

. .' ·i~- ~~ -

Guidelines on Ocrupalicna! 
Exposure implemented in 
heaJth fa~m·.ies 

Rescl!l"Ch l!nd polic)' options to 
reduce HIV banmlinion 
foUovling sexual M!ault 

DOH. Research 
In st.itutioru 

.- - ..... · 
. '~~ .~::~ 
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lnct,tn!e oacceiis lo youth 
: )rieddfy,rep~dilctive 
>- lealth se•·viecs -.in duding 
.' ·$rD m:ao-agement, VI'C 
. iin~ :npd mv l'e8ting 

· faciHtiH· · . .-_, ·. 

a) Review ex isling repr~uctive health core senic.c 
guidelines to be explicil about y<Julh friendliness 

b) Develop ciiteria for :'yculh &ie::idly"'sttrices 

' .]ncrtaS'e) 11'e· numlu:r ()f ·a) 
. ,_. .e;n(•c~g--'aiur:t'o1in!clllng 

Asses.$ the 11Ce<l for health and non-health relaled­
tcsti ng sites 

:~. Jit~·:. i-i. :' 
I: ... ~. • ." 

- ~4:mse:fhe ~wriiher ef 
• .f; • i I • ~ ~ •• " 

persj>IU SC.~~g w1uotary-
l~ilti~g •ii~ ~ansenin·g -
itn'iee:i : ,· . . · 
Jiic..Casc.t~ e prop_ortion or 
":ork];hct\1. that have oo-
si_ic cou rise: ling a ti.d ft.Sting 
services 

b) !Jltroduce counselling service in all new testing ~iles 
c) Identify HCW!i for training in HIV testing 
d) Intrcduce rapid testing mcthoc:h and couweUing 
e A inL a counscHin ~o-ordinalor in ea.ch 
a) Promote \lTC KJ"Vi~s 
b) Emure the availability of VTC services 

a) fa1egra1io11 of HI\' counsel ling into occ·.rpational 
troinbg cuni;:ulum 

ce 

b) Modify ar.d i.n<egrate RlV ccun.selling in:o 
curriculum for wor'.c bee !J>Cial sen·ice nP'f''(ITl1ineJ · 

Numbe?"of''youth mendly". 
reproductive health ~ces · 

Number cflA:sring ~d. 
counselling sices 

Number of peoP.Jc seeking 
vrc 

Proportion of workplaces that 
have on-site testing and 
oo:iruaemng services 

'...r:-:• • 
~--· . 

-~ _1·~- -.;·. 

DOH, DOL, Yoo~;h; 
Secror. . ;','1.·. 

~-::S-: -

DOH 

DO~ All Sector 

.­-.-

DOLt Bl1Sb;Jeu ~ -~; 
labour Sector · · ;;';; 

_;f• 

~: ~· 
;.1 . -~ 
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i.2 . P.R ftiiU'h',,tRE.4. 2: 1.flF.ATillENT, CAREA.ND SUPPORT 
. . . ~ . 

tbe_Jbe'.lis ~a.~.for-Treafmeot, ?:ue and Support-are: 
-·· ~ i: rac11ities 

.. ·,. -~-'- ·¢are:'k the cbnUnunity(lw~1e-i>ased ~> 
·:;j --~.:: .~¥- s_:_:· r~---: . 

::; <:o.a 1;:" i PRO~ll TREATME VI'. CAllE Al'fD St "Pl'ORT SERVICE~ IN IJ'EALTR F.\CILITms 

·pew .ii'(;,~:, ~::iK ~ ~- .. • . . . -~... ,... - . . . , .. , . r,;···· 
·-l~:,)j.!E:~~r::r~~-xfofjf w-,. :·~--.:-~·-'.*°';"'~t1 ··· !. er«:telf_ -~ ,;~4~ ,4 t .... !h·· 

! -~~~~v-~ t •'Calra~~t, nire I a) Devefop guidcline:1 for the treaJmenl and i:art!: of 
I inul soppa rt __ for prop le HIV/ AIDS patientc; ~n heallh racilities and the 
, -l#&•g ~ith ~ti afrccfocl by ! colTlJJllmity · 

·: · m WAJ'.I>S. ·' . - . b) Liai~c wi~ medictl and :iursing coUcges lo include 

.. 

) · ; ; = · , . guidelines io curriccia 
· !.: .- c) Enrure llil..i1dem.rp1ed ;uppl)' of dri.1gs for :.he 

. !: 
.·!: 

. J 

treatment "foppom:ni...~c infectiC1ns and olher 
related c.onditioru 

rl) Cond~ct skills audH lo ensure adbe:encc to 
guideline.; 

:) B'Jild capacity of heaJtla profes;ional~ to provide 
comprehensive_ HHIV I AIDSSTD/TB treatment, 
care ~ support 

) &tabt.:sh s-.rong referral networks &oc the health 
faci!it)' to the i:ornmunity 

~ Piomote c~llaboration betwee11 HCV/AIDSISTD 
and TB pro~'J'ammes or: lhe ateiu of' advOCt1cy, 
policy devr-lopment, training, supervisory support 
visils .end operational" research · 
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~=·i. M~~j i~~1 ;~lij OOV~t. J.~;~~=· 
. ·lrrtprove pre'lelifion and 
. h·~iacment of TB and other 
·QRP~r1:1Jllj~tit· ~c~lions _ 

: -~. 

: " 
,_ 

: 

• 1 ,_ : r~ .. 
: · .. • 
; ., " '· I 
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' 
,• 1· : 

.• .. --·: ;-

a) Fm.a.Lise and dirnibute gllideli.nes 
b) Enrur~ that oecessmy drugs are inctu:kd in the 

ret,riscd Essmlilll Drugs Li~ (EDL) 
c) Dcvei;psupir\1sc~i-cliecliH5l-ruicl standardised 

reporting forms for management oft>p?ortunistic 
in{t(.ticns-i.IJ-poople-l:iving-witli-HIV- -. 

d) Train District HIV/ AIDS/STD and IB Co­
ordinators on guidelines, recording, and reporting· 

e) Expand TIJJHIV pilot dis1ricts to all inovinces to · 
pro\idc VTC and comptehensive prevention, care 
and support 

Proportion of TB cJients 
ruccessfully trcated at lint 
~I 

.. · 
=· 

•·.· -. 
O Conduct o:u1ual assessmint on th.e impact of c 

:·:.:f. /~: ·_;-·, - _:~::._~ _______ mv_-_IAID __ S_IS_TD_s_an_d_TB_o_n_h_eal_th_servi_·_ces ___ --+-----------+---------. 
'. )£&,.bliJ h. p:oy•:rtY' · · _ a) Collaborare \'li :h exi.rting po•1erty allevia1ioll · Sncceufitl poverty alJeviati~o Agricultural sedc.r1: ~ 
:: 't~be~atfo.O prc.j~s ti) .. : :. .stralegii:s :.n other ~to1s to :ocorpDrate filVIAfDS projCICls Government:· ··: 
-- ·a.ddteS:{ibc ·1-ooi' eau&t!s of i . issues departmeo~ NG~:, 
: . HiVfAIDSISTD:--'and ·ra ~ b) lncorporale IIlVl~S/STDs and mas irulicalors Busines.i. . 

" 
of poverty 

I c) lµvolve relevan1 sovemme:ll departments and the 

Private .scclo1 in poverty alleviation JJJ01ects 

·,I ~, i: , d) Provide ~Is training aod dc\•elop in~me-
1 _J generating activitie5 in high tr.lllSIIl.ission areas thEt . 
1

'--~~~~~--~~· ~-are~_a_t_ri_sk~fo_r~HI\~-'-'--~~~~~~~~~~~-'-~~~~~~~~~~~--'~~~~~~~~---
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~()iL 2:. · PROVIDC .\Dl:QUA'TE TR.MUIE~ .. CARE AJ\'D SUPPORT 8ERVICI:~ IN COMJ\HJNII'll!S 

••• ·-·-- ;t...LJJ.. ·-- ., 

,· 
I 

.L 

'::: 

~~~-;.~-;to ~IA.~~-~·· '1~J!\~!~~ ·t}tt~: =:~~fi·:·:·~i~.l~~~·~=.:.-: ~ti .. \ J:· .. ~~.~~~fSi!,!. fl!-«~····~"t'!.!·~~~-1~$;!!:·!1;.'!
0

~'.-912!:J~i!Y.fil!.l~Jill~~~~~tfil!!!~!!!_g~~§!t!:!l:~;uem!:!!!~!l!~!!!~DJ 
Oc'(e_lop.and implement 
i :·-;• I-.- I ·.: 

mu4.eh"of; Jaome.i11d 
.. ('.om:~ nli lti;~ based ca re iD 
. &.11 p~ovin~e11 : : 
i :. ':. ,. I '. 
I . . 

I ·: ... :·. : 
,". • .: •• • • I 

. _: 1· l~er.~s~ .. kri~~l~ge ot 
. amimnli.ities' regarding 
'. I iDViAti>s care ii11d . 
· ~ i lip11:ori = ;: ~ -> 

a) Develop h11me-based care gu.id~lines 
b) P~o~e _the ~staJJ_l~lim_enl. of inte1s.cctoraJ ad( 

•ea.nu 111 CC1mmunity Je\'el to <hive home- and 
communiiy-bsed c1n 

cj E~ ihc itvailabflity of resoilrtes ~o coriimumties 
lo o'·ide laome-b~d cue 

a) Address stipna in lh~ commuruty 
b) De\'elop IE C mat~rials 
c) Advocale for more media exposure on care and 

:support 
cf) Deveiop m·~dia ptekagcs tugetcd at infeGted and : 

afti:cted cosnmunities 
c) Provide information lo PW As m llleir legal a.'\d 

human · ;s 

GOAL J: l>EVELOr AND tXPA.'-fD THE movr~;JON C>F CA.RE TO CHILDREN AND ORPHANS 

Oe\·e~op.11,iidjmplement a) Promote advocacy of all AIDS·related i:lsues fhM 
progri.Diinu· to .1opport the affect children 
bt-alth:and 5oClal ileeWi ot b) Develop n numual fen lhe counsdling of chilcl."m 
cliiJdren'.atrectM hy c) Mobilise financial and material resourees foJ 
filvl~ns· >-- orplia.'18 and child-beaded households 

d) Investigate the legal protection of child-headed 
ho~eholds 

e) Provide ~oci~ welfm, legal .we'. b\.'l'JIB.D rights 
SU Ort 

Model& of heme-based cerc 
implemeniod in rul-provinCCi 

Percentage~fsdeC"~ 
community memters with 
appropristc 1-CIV! AIDS care 
and support 

DOH,NGOs, . 
Oowmmeat · 
~putments., Media 
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. .. , .. 
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.-'R~:li prio~~-es for the n:xt five yef:l"S are: 
·::_. ::-~oci~. c~ and beh.a~<Jural factors 
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;.:-• ::Di~o~c&:ror HJV/AIDS/ST:>sffB 
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GOAL 2: [N\'t~TIGATE .REmovrRAL USE rn Tll&A Tl\IENT AND CARE 

t. ·, --

, .. ··:i. 
:-L 

Cond.11'~: re1eardi 011 cb.c 
cost#i~:~:"fr.-~ocs~:or otber 

-~o~:~~-(Jfib~~tme_rr and 

-Oin:duc(rcjear1:1i on lbc 
cffediJ~ii"«-91 of-trBdition1I 
rriec1lan~ .:. 

!1) Review and update rnin.imcm rnuadards of practice Policy guidelines on reducing 
-fur A.\1C Sl!rvice~ mother-to-child HIV 

b) Eslablfab nionil<l~ and evaluatiotl protocols for a.Il tmnmlission deve!oped :vid 
__ MfCT_rcJaled pro~es and actlviti~---- ___________ -~Pl~~ 

c) Identify and implement additional areas of R:Seareh 
d' Review current rescarc-b co the use cf anti-retroviraJ I , 

-i therapy_ lo reduce mother ~o dlilcl HIV transriiis:don 
' e) Revie\\' and update national po licics to reduce 

MTCT 
a) Review inrematiorull reX<Ueh 
b) Facilitate multi-cootre coll.aboralioo 

a) Conduct clinicallrialii 
_ b) Review ioternaliona.J research 
:- e Ccllabor.ste wilh traditional healers 

Re~ercb on cost-effectiveness 
or other forms of tn::atment and 
propiylaxis 

Rcatardt f mdings on 
traditional rneWcincs in 
trea . J-DV/ AIDS 

GoAL3: - CONDUCTPOLICVRl!SE.\RCR 

··. ~~. ·. ,'.'• 

l: 

DOH, A~d1::mk· - -_._. 
[n.stitutiom,-Researcb -.:· 
Institueioos, Wllmen's .·. -.· 

- -~~~'9r - . -'· 

MRC,DOH 

Traditio.rud Healers, 
MRC,DOH 

1 .. 
:~·j· 
:~~:: 

. ;·." 
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a,-:.l: 
1.:. 
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:.-~-
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r1 ·. :>. • t~·: __ ,1r _t'_;; -_. · ~ ~ ~!"!:-, .~ :.11_· ·,_ ·~, ~ .. -.. 

Co11d-uet·Ii1V/AmS imp1d, a) Est.al>U.sb coolac1 wilh departmen1s, provinces and HIV/AIDS impact studies in OOH, DOF, ., . 

erono-m.ii: 1 ,,•alaatiom, and organisations - selected depflrtments and Gt>vcrnment .. 
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·cosf e'ir~tlive~m-:studies in b) Jdentif}" point persons provinces D_epZrtmcnls .,.._.. 
iit-1ccted.;departoienh aad c) . ldentil)· 1eq ttlred dala fa-_ _·_ ~ 
rcwiJ.c~~, - ' : __ '.:-- : cl Fund l.lr · 'sation to co11~t srudies · ·.;;, -·-

f-L--:_::__::.::==.=--~---'------:---'L-::-----:--"'-~--':----:---=--:-~~---=---::---t-:-:::::-::--:---:-:----:-:-----+---------·-1· .;>.'-! L:: • 
Conlfoetirelearch lo · a) ln\•cstig~e implemenlation of tl!e "deb.med assay" HIV incidence studies ; MRC, DOH _:_:_:_~_'._: ( -: 
d.etc·no-~e:lm' ilicidcni:e lo ' b) Conduct HIV prevalence surve-yi U:. narrow age 
iDrorm·mv programme gro\lps to approximate indd~c _ 
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I De,·_dop policy on sen.·icH 
, fo be provided to cron-

\1. bori:'.cr t~gd_ popu.Jation1 
. tn high rraosmi.ni1m area.v 

· Coo~:uct)>ehaviou ral 
research and 8ll"ci.lance 

·! 

i : ' 
' ... . - :< 

' ; 
. ! 

. . 
:_~ . .. 

.. ~~~-- -:·· 
~ 

1 

e) lcenlify mechanisms to contact cro~·l:order rarg~ 
populations .ruch as commercial seJ< wolk:ersi 
migrant workers. truckers, imrrJgranrs an.d displa_ced 
persons 

b) Work ·Nitb .SADC to ~landudlsc a minimum dam set 
to be carried by poliems to faci&late selVice 

Poliq on crosi1-border 
Hf\'/AIDS services 

I 
I 

.. _ 

DOH, Home AJfhirs, ._I 
SAI>C, UNAitH ._;~ 

-: ! 

·: .. 
·­

~ .. , 
proyision -----~-----------'--------------'---------.:..J;·~)g . 

... 
a) Reviev• .international reS:earch 
;} Facilitate coJJaboration among health departments 

and comm• tnity agenci:s 
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', c .. nducl,n.ttioo~t mv 

I
i iufectil)n:~11rveillam:e in 
seleclcd po1M.datio1111 1nd 

I grollps, ~d~di.Jig STD amd 
; TB Clicn~, hospitalised 

a} Review and rupplemenl :he l\fRC rn:omrnmdatiom 
1>0 1-nV s11rvcillaoce 

h) Re'I icw cunenl HIV SUJ"\'eillaae4: in other countries 
c) Develop mining progra..mmes for provinclal and 

tlirnel sllff as ariJlroprfote 

Natfonal HI\' rurvci!lance in 
setected popnbitions 

DOH.MRC 

.=-· 
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... itiliooti;· .mm, alnd vouth .;_1 0 
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.. L~:::~~!~S morbidlfy ... ~~ ~:::;_:~~~':.,eillacc~ __ ... ·- _ .. __ ==~;;~~i~ ... DO~ MRC ' --_;~_t_.:._.-·1:. ~~·_'.:~_:: ·,: ·_;i_· :: ~ 
,_ c} Gonduct.:-esearch on AIDS as a cause of death in. ·· _ _ ~;jj N 

de6tb records: · _, : - > N 

i d' Detennioe AIDS morl>idi• .. i.n hosoitalised ~lients 1· ••· ·,_~_:.:._:~."-.;; •. ,~ ~ 
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... Coa·du.rt._~ational . a) Review and supplement tte MRC recommenda1io~ National illVIAIDS1'STD DOH, HSRC, <Jcrs, th :s~· .... '."-i-· -~ ~ 
Surv'c\Ualice.oo HIV and ~n HIV & SID SW"\ieiJiai:J.ce bchaviowaJ risk surveys MRC '\"mdb Secwr .... :.)..~ ·!·- ·,. ,_ f ::i:: 

-; 

ST ti risk'liehavimu·s. b} Review cwnnt HIV and STD bem·o1i01.nal • · __ m~ :·~2 -~-. {; f':?;. 
· espetiaUY:~i1monr; youth sU.VciH-mce in other SADC OOL1Dtri3s . -~~ ·.!ti. ;~. -.-:: ~ 

·. _·-.·_,_-
1
i. c} Develop tnining prognun,-ues for pmvinciol and _; _",;-J _;;;. .;.: .. ·;. ,,. 

· di. ' .. ....:'"' ..... ""'" "'" llPPr·"pn· "le · · " · · -.: '~ -
'.~~-.' . d) c=;de:i~-:uh risk td,a-.1oun.l-survey· . -~f; ~. 1- ~~ ,~ > 
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S.4 PRIORITY.A.REA 4: HliMAN RJGHTS 

·'· 
The ov_eratl a!nis are to: 
l. Cr.eate a culture of openness an<i acceptance n~ou11d l-UV/AIDS & Sills. 
2. ·· Develop and sustain a legal environment llat protects and promotes the rights o:f PWAs. 
J. Develop appmpriate :nechan.isms to ~st PWAs enforce th~ir rig.his aml lo monitorh\IDlan righr~ abuse~ 1C:atcd to HIV.IAIDS. . . . - . - . . .. . . . 

-Go:h.- ·i ::· ··· -cHEA 1·E ~~1Wr1tOl"lll\n-soc1A L:-EN\11rtoHM£NT 

DmJop-a N.atioual lnrer- . 
Sccf:ora(Campaign on 
Op_inn~ and Acceptance 
or P~pi_e!LiVing'. 9'>i•h­
mw AIDS durmg 2000-
"iooi: _ :=,·~~~- -, · · : 
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Jocrcase the number or ll) Review and enact new Otildren 's Law by 2001 1 to >lumbar of schools wllh 
.scliooii flaai have take into acoounl the 11cedJ r>f children iruec1ed and HIViAIDS policies 
im.plomeat.ed lllV/AlDS a:ff e<:.ced by IBY I AIDS 
polidi! 
l~tiga.tc. Che _use of a) Re•1ie'V re.s.cucb into subsidhing adoption . R~ ~d ~ple'Jll~~~ljon 

· :"•e1fllri-iienefiti t() usisl h) . Revi~w diiahllity graiifciitcria ·· · - of welfare benefi1s to ll...~ist 
. '(hUdren. ind rafu.iue~ . cbildtm and funilies infected ' 
. _1n.f ~~t~~nd~fi'ected-by- -· · --11y-HJV1 Ams- ···-· --· ·- -·- ·-. ···-

... - . 

II.IV I AIDS -
Mo:~i.t~r _human rights a) Starutory commi~ow (HRC a.M CGE) to set 11p a Number of human rights 
: l._bttSe·i 200 ·c!t develop di~criminaticn datab!lle to coUect infonnatio.n on the abuses of poopJc infeclul aod 
:fur~rc~"rrient mccha.nismil to natvr.; and extent of discrimi.oation agaic.s1 people: affected by IDV.'AIDs and 
aulit.P~WAsen!orce their affected by HIV I AIDS complaints 
-rights,' by WOS · _ - . b) lmprove acces!I to ju.,'1ice fo1 people infected .' 
; . . ~ . 

aEre!ed by HIV I AIDS : 
. ' 

DEVEL()!' ,\N Al"PROPJUATELEGALANDPOUC\' IEN\'lJlON~tENT 

Re~e1i policy lo cshhlish a 11:· Review inlernatjooal and regional practices relating Min!mum package of treatnie.nt 
· m.iobnum ,Pack.age or care to l-llV and medicaJ insuncce a.ocl care in pri\"at.e anti public 
reli'ting fo JllV/AlDS b) Lol)Jy medical schemesfodustry ~o review benefits scctor 

De•/clop policy and 
1 legi.slaflon rc1a1in·g lo 

and co\uage for HIV positive clients 
c) Standardise o mlnimum package of frea1ment and 
~for people living with 1-(IV/AIDS in .:lllb1ic and 

rivate sector 
a) .lcc:.reme the number of wor'.<ptaces that ba\'C 

implemented HIV/AIDS J'<)licies 
JllV!AJDS aud employment . b) F'ir.alise Code ofGcod Pn.cti::e on HIV/AIDS in the 

WotkplDee, and acc•lmpu:yicg regu!aticns, to 
enforce wcrk. lace HIV/AIDS olicics b · 2000 

~~~····.-.--::·-. -····-· -· .••· _ r .•••. r.·.·•rr.-- _ . 1 - 1 .ui-•·• "I .,.. 1 •·•.•J :..-r-...-....- r..-· ••
1

•
1
.,...· .. ~•1 ..... ,·-~·~····•• ~~........--.-.-· .. •·• 

Nu.'lJber of workplaces v.-ilh 
lDViAIDS po1icieJ 

1.i..- ·~ ...._..__ __ • ...:.- ~ 

~~di' -CJail~AiedM&i"ii;I 
DOB. Youth Sector; 
SALC 

: .. 
.. 

!DOW -·."' .. •, 

- -:··· 

.... , ... 
- . . ·-. 

, .. -
.. ·- .. : -·- - , 

.... : .. 
DOJ, HRC, CGB 
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.. ;; . 
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noe,BHF 
. , 
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OOL, DOH 
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As indicat~ earlier in tJ¥s doc;umc:m., youth is. a. spCcific focus ~·in The tight ·against HIV /AIDS 

u people betweon the aQe3of14 ~35 .the ~o:n vulucrable·m HIV lnfectlori::. ln addition, the ynnth 
, •" , I • I I 

0 
II • 

. , ..... 

are' an i~pnrt1t~r tmget ~oui) t~ protect ap.inst tutUrc HIV infection as th~y rep~cnl both the · 
' ' ' 

present and fbture economic: powerhouse of the country. 

In this .section th~c St'ralfM.ic:s that relate to youth Wi~ be rer,1ie11tf'.d to. once again emphasise the . 

need for 3.ll sectors of so~cty to focas a signilicmt emollnl of their resources and energ1e.~ on this 
11ge group-

Increase y.ccess to youth friendly rep.toductive health sel"Yiccs - mcludink 

sm ma1¥11ement. VTC and ra11id HI v testing fAcilities (special focu5 OD 

yol,lth, w~ruea, •ad m~t worken) 

a) Review existirJg reprqduetivc health ~ service ~uiuc;llnes about yoUih friendliness 

b} nevelClp criteria for ~outh frienclly" :iervlccs 

c) TrainHCWs 

d) Involve youth ~~tor . 

Oblective~ lmplcmeziit life: 5ki.lls edu~Ktfoa la all primary and secondary AChnnlll 

;i) Involve NGQs,and CBOs thaI me already in..,.olvcd. in HIV/AIDS & STDs inrcrventlon 
I 

programme..~ iri J"iima~ and secondary schools 

b) Ind uth: school !attenders in the fonnulalion of interventions 
I 

c) Train teacha-s ~ paiicn~ 

d) Develop peer cducati~n cape.city &Ju link to youth centres 

e) Evaluate imple'menta.tjon and effcdiv.:ncss 

Oblecrive: As.qi.d ancl1support secton to develop HIV/AIDS/STD programmu and 

pollcl~. Trirgered s;ednn 111re: TJ"aditional leaderli; Yo1.1tb; Foith·Boscd 

Ori?anbat~uns: Gender; Buslnes~; Pehple l :ivio.g with HIV/AIDS; Disabled 

peoplc;.~~t~rtahacn;_NGOs; Medla · 

_.,,) ~lilplir;ity i>.ui.ld_iµg.pr~~~e-for . .5cctors · 

· h) I .ink all sectoiito reS~~-~e·s~·: .•.. ·· 
.·· '·-· . ·. . . 

c) Suppo.n. with teehnicsil .fl~~ce. ..: ·. ; ' . . . ,,.,,. . 

. · .. :: ... -~ - : · .•.. 
". ' ., . 
'·:' 1·,l·•· ', .· 
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· . "1) Dcv~lop sector specirc 'informalion.p'ack1 
. ..... 

...... 

·.\ . , 
... , 

... 
·i 

Objective::_ Improve ~ccen tu male and female condnm1 

a) Expand condom? ~~u~on. tbrough non-traditional outlets 
. . . ·: .. . . -~ ~-·; ''.· ... : r .•. · : . ····. .. . . 
h) Conduct an accepta~~ity survey on fc:male condoms · 

Objective: . In~rease c;nndnm nse a1n.onpt IS -2S·year olds 

· .. 

a) lncrca5c acce~&ncc, ~ttitudes, perceptions, effieacy and use of condoms, and ~ong the youth 
b) Ensure c<indo~ ava.ll~bility e.nd ac~4'SS in bom health and non~hcalth tacilru~~ 
c). Improve knowledge QD. Sllfcty; use and benefits 'uf wndom use and the consequence.~ of not 

uqing t'.ondorns 

d) involve youth direct1)1 in the development of activiiica gc:occ:d toward.3 increasiug i11,;~uince 

ofcc;,ndums 

Obiective: Iiav~stig•t~ options to rcducii:: HIV/STD transmission ~d ['lregnAndes 

l'e&ultibg ~rom &e2:ual auault 

a.) Review res~~rch on u~e of ARV to prevent Hl\1. transmission follaww~ sexual assault 

b) Assess services for wc,men and men following sexual assault 

c:) Consider public health application of implementation of methods to reduce HIV tronsmission · 
. I 

· following sexual assai+lt 

Qbjec;tfve: Increase Afcess to youth friendly. rcproducth·e health services - Including 

STD 1nao~gemeu~ VfC and nplci l:llV testing·facilitia 

a) Revi~w i=xisting repro~uctive he~lth r-11re. service guidelines to be explicit a.bout youth 

fricndlincs.s 

b) Develop criteri~ !or "yputh friendly" Sl;fvices 

Obiective: ~.nci:eas;e die provision of counselling se.nrices to affeclcu 1md infected chlldren 

11) Identify all welfare·n~anisations and NGOs provjding specialised ser-iicc:s to child.fcH 

b) T raiu personnel: in counselling ch.ilclren 
.. ! :· 

c) Eat.nblish natioual 1,;Wldren service network 

d) Modify ~umcllor ~ing man:ue.l lu 11ain social worker and ail c:~ild c::irP. workers in 

I I ·,' 

... 
,·. \' 

,.,•, ''" .. , ... , ...... . 
•.,, 

, .... 
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I 

l ; 

QbleFtil-P.: Develop ~d _implcmc~t proiri~ie to.Supp~~ 'tile health ~~d ~o~id n~ ~f 
.,.· ckitClre~·~rr~~ by.IDV/AIDS .· . 

' . . . 
a) ~m9Lc advocacy o~ RU AIDS.relmd isst.ics ~t afi'-ect children 

b} Dcv~lop a mmiual for the cn\1nselling of children . . . . . , . 

e) ·Mobilise fl~ciai au~ matertel ~emn~~ f~;·~rph4n~ ~~ child~h~nded households 

d) Investigate th<D Iegnl ~rotcc;tion of cb!ld-heade_d homeholds 

e) ProVide l'neiRl :welfar~, leg~ and human ri~lS suppon 

Objectiv~: Conducr ~~vioural reseorch an~ auoclllaace 

a) Rc...;.cw intcruafilional ~esearch 

b) Facilitate ooll11boratioa mnong health deJ'IRrtments a.nd community age11\;ics 
.. 

Q.bJective: Co»rduct ~tional IDV iufcdiua aurveillance in tele~ted popul11ti~ns and 

groap.1, ia~Iucling STD and TD clicitls. hospltaliJed p:afieata, men, alld youtb 

n) Review aml .l!Upplement the MR.C rec:omrnendations on HIV surveillance 
. I 

b) Review cuncnt:HIV st1?Velllance ;n other couauies 

c) Develop training progrpruiuc:s for J'.!rovincial 1md district •taft' Da appropriate 

Obic:\:t\"__£: Conduct N~tiobal Surveillance ou HIV and STD riJik behaviours, especially 

amo~gyoo~h 

a) Revkw and suµplemen~ the M~.C:. recommcnda,tions en I-IlV &. Sm surveillance 

b) Review current l llV lln~ srp beha.vinnral surveillance in other SADC countries 

c) I )evelop training prograpu11e:S fur provincial and district" staff as appropriate 

J) Consider a ynnth :risk b~baviourol surtq 

c) Consid~r sentinel sit~ st/rveys 

Obiettiv~: IncrQ!le theinumber of.!lchoob that have implemcutcd HIV/AIDS pnlicies 

~) Re"ieu.· and enne~ new qhildren·s Law hy 2001, to take into '1ccountthe needs of children 

infected and affected by iHIV I fJI)S 
I 

Objective: lnvcsttgatt'! tJ?.e 1.u1e of welf~rc benefit. hi aulst children Rnd families inf"cfo.il 
. . . ·- ... 

und anec~e.~\hy,,HIV/AIDS ·, · .. '· 
•' ; .. . ·, .. 

a) Review rcsearcl_1 icllo sul:,sidisine i\~qp!i~n ,.~ . ..:. . ~.- · -:-:·_.;,.: : :· ....... : ... _. · .· .. :. ·-·, ... , .. . 
. : .. .' ... : ..... :-- -.· ·:· .·.· .' .. ' -

· ·· ·b) Revi~w-disnbiiity grant criteria 
. • • •··: • I . 

~ __ ..:. .. ; . -~.::. ·.:.. . 
. . ·. ·. ~. 

,•';• 
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Objcctiv.c: . D,v.do~ ~olicr~nd legidAtioli re1:a&~_t~ mv1AiDs-~cJ-~~a1-~~~~t 
- a) . "OeV~lop criminal ·la~ :mcclllmisrns Which_ protec"t the ~ of yi~ of~~ vlolc:ncc. by'. 

2001' 

.. b) Investip.te th~ prov~on of PEP to the~~ Ol.!ICXual Violence 

c) lnve:iti)vite-decrimi~i~ing commercial sex work 

7. WA,VFORWAIµ> 

Implementing the! HIV I ~S & STD Stra.ccgic: P~ is essential to en.111;1re the aclU_evemCQ? of the 

national twals. Broad prnciples f~ iuiplementation include th., requirement_ that 3etivities and 

p~tices are appropriate and cn1t cft"ective f~r South Attica. ActiviLics should be ha.ire.ti on . . 
known evidence: based Pljactices. 

Key critical Areas for effCfti.ve dclivay include: 

A Auth.OritY f!nd J'Olftieai will at all levels 

B. Stn1ctures: • 

c. 

D. 

E. 

1 Delivery 21J1d implemenratinn 
2 Co·rordinatinn 

Resource.1; 
l 

3 

FinpnQal Rcaour~ 

Il~wt ~urces 
Tcqhnica1 Re.~urces 

Capacity 

1 

2 
HIV J\IDS & STD umlcrsw_idtng 
Ma.i1ag(;mt:nt 

I 

Morutnrine And evaluation 
I . 

3 
Communica.tir.in 

l Nnt~onal ~ P1·uvinc:ial .t Provincial ~National 
2 Proyincial c:i Provinc:inl 
3 Prnyincial = District ~ Co111munity 

4 Go'l,\ernmc.nt ¢:) Civil s<A.icty 

' ... : : .: .. - •. .' ... '!'• ..... ..:...-. ~- . -· .• "'·. ~". ··<· 
··:··:-····· :_.• I 

. ; . 

.... . . ... - . -
:· .. · ... 

... . . _:.• '': ... :.: ·.;· . 
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To achieve this, thF follo~ igoo -will he addressed: 

: : 

I. AJ'prnvai of~~ HIYIAIDS -.i SID Strategic Plan by 111tlooal bodies such a.• the Inter· 
. . 

Mlnlsret1al ~ommi~cc on AIDS (IMC), NA..C .sand Nation~l WV/AIDS .4' ~1"1>.• 

Dirc.;turare, f~llnwe~ by .p~v~dal and Ioc..:U structurl!.4 

··-··· The HIV/AID~~ S1!D Stratsgic.Plan should be uKd in-dcve~oping nstion.al, provincial and 

distric:t oporo.tjpnal pl~- Yearly operational plo.as should ~·based on realistic o~jcctives. ·. 

These should ~e dcvcJopCd. taldn& lntn consideration existing finai.u:ial and human resources, 

the capAcity th~eof, ~c process ufrecruitment as well is the politi~ eoumtltmmt in each of 

lht: proVince&. \•Che s~tting of national guals WlJl allow .for i1\ter•provincial "10anipari:suri's and 

ensure a m~µre of\ 1mity rega.rdles:i of ths: rela.cive autonomy of the provinces. T11e 

provinces :ihouid lh~itakc the...e national goals and objectives and pre.11ent them to key role 

players v.ithin the pro~ii1ce to ensure .1111 buy into what would be 21. Provincial Strategic AIDS . 

Plan. 

2. lmpruve structpl'e.'J ftir delivery 

l 

\ .. ··. 

'This in.,,·olvcs r~viewi~ and developing where ncCQSaIY structure~ at all levels, from 
. . ' 

national to com.qi.wiity.: The concept nf appropriate ~tio~al struclures such a.11 the IMC. IDC 
' ' 

and NAC should be ?oraidecccl for dupliCfttion within provinces, keepine in mind the 

importance t:if ~very ynthib communities. . . 

The mo.st impo~t s~ctures to create io guide tlJ~ implementatinn Qf the Strategic: Pinn arc: 

• A Nlltional Af\DS Coµncil, with duplicate bodies in cac:h province 

• lnterdepartme~1al Cq1umittees on HIV/AIDS in every province. One of the fiinctions of 

the lnte.rdep~entt~ Committees with.in the pro"1nces wou.ld ht: to define each 

government dFp3.rtm~t's unique: and generic responsibility within the: HIV/AIDS and 

STD Strategic\Plnn. 

Equally imporu.i.ni i:1 the \eStabli:"hme.nt ~f approp-'.i~ structures at district:level ·to ensure th~ .. 

1mplementat.io~ .. of the .ijlVf AfpS. and SID ·:Strat.egio :.pJ&.ci; ·:·.It ·i~·:lhus:; reco~~~n·~·:: ·~::.: . 
Di~ct HIV f.AJ.~S.. ::. ~~~m~~.~ .. :~ .. :~~-~i~~~ <~Tu.ese~~-tµ!ltrj~':'. ~c(<!t~::·iSh()ilid'."iri~l~id~ ~---. · 
. .:.~_·.:_· , • ,',•r.~ .. ,,.,.,~.'.~'.'_'~.'t,'·. :··- , _:-·: • . ·. . . .. . .. ,.. . 

community·ba~ed'(· coin:roittc:cs . tbat.: represent major:' 'ro1e~plliycrs." ~·ithiu the .. relevant 
. ". ' . ' . 

.·.··: : .. :.:. ·',•· 

.. . ~ . ·. : .·- . ·· .~·. _ ... 
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· .. . . . . . , : . ~ . ;, ;.;~,o .:;~)4~\(f ;~;;li~fl/ .. • ;,O:if C;.:·. ' : 
···comm:umtfhl'~ii:n~\cf6tffiY1~s~···Th~ ~~tli.tees sboul4 {nclude local go-.-mwieot to 

. l· ' "'' ' ' I , 

ensure 1lie. inicgratio~ ut.HIV/AIDWSTDs and TB .. i~qcs ldld devclopm~_plans. ~.i:8 vital 
• • • ', I fO •,• o 

that thi~ include ao~1hcaltb issues u pan' nf HIV/AIOS/STD plnMing.. such as transport and.. 

po~ alleviation ... 

3. Establish acccptabJ~ standards for provinces wlth respect cn're1ou~es.~ .. 

Fia.ancial ~esoul"ca; It is impnrtent to ensure that ~equate 1\m.din.e is available at national . . . .. 
and provin~ial levels )Jlitbin the healthcare envlton.rncnt to cu.sure delivery. c lne ~ethod fo ~ 

· establish an agteed re(sour~ ~ for ill J'~Ovinc~ to. dir"tly pla~ fi~n~ial re.i;o~es 
into HIV/AIDS. Thi~\ ia··cuaently (in 199912000 price.~) set as RIO per p~n per year or a 

. . 

totru of R400 million per year for the whole eountzy. 

Related activiti~ inel~de: 

Audit financial re30urccs Cur HIV/AIDS activities within Provim:es over the precedins - . . 

three years. 

- Compan: resources ~tween provin;es on.a. ~r capita end per HIV infcc:tcd population. 

- Agree on somdards or conditions by· National bodies such as MinMBC, PHRC for 

allocating dedicated \HlV!AIDS funding from Nnt.ional bodies. 

Cost the HIV/AIDS ~d STD Strategic J:llan and Programmes. 

A2fee nn tbe contin*ed funding by the Natinna.1 DOH of activities lil.llcl products (~11C"h as 

couJums] that h::i"'e if major oro:u provincial Impact. 

Funds for HIV/AIDS .!lhpuld be devolved to provinces ti:"tn the national. government only on 

the Mndition th:it certain s1andards are met.· These. include: 

• Prese.nce of an lnl:cr Dcp1:1rtmental Committee on !UV I AIDS; 

• Commitment to "ringftncc" funds for direct HIV/AIDS activities within province.ct; 

• Commiuncnt to c\isU'ibutc funds acoordini to the HIV/AIDS & STD Stratcl!ic Plan: 

• Commitment to 'Ppertd over 80% of the funds in one firutncial year; 

• Comrnitnicot to 1'011 fiinds over funds into t.4c: new fine.nr.ittl year without risk of 

penalty; 

• 

• 

Commitment to p~ioritise the prn".e.ss of HlVJAIDS s~nding within the provinces; 

C('lm.mitm,cnt t!J. Q~~~~lg ~onal -anti proVinbal e~mm~~ti.o~> · . .. -. . . . . . . 
R.cgu l~r rev~~w. o.fj~~-:iajP.J9~!?U~tj.Q~ qf~~J Yl.Afl).S::i:!lans;:.·fu}~F .. d ,;}!:;.~· ,;:;.:- · · · ,_. ., ,.-':.-:·.,:,. . . · '' · · · 

·• ; Es~bllshi~g:·;;;Ji~~~:;~ci~~-~d \)bj~v~s, th~ ~~~:be implem~-~tcd .wiU~n· p(ovin~es 
. ' ' . . . .. . ...... 

'I "••"" 1~:. 
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Jiu1n.an Resriutces; It ls ~tal to the su~ · .~f this. ~1:J'B~gic Plan lbat ·ad~uat~ human 

resonrces ·an: a~allf~ble to. ~ deliv~ry .. Th~. ::::n~~t. on aotfuu ls. arg~bly capacity 

rather than f~di.ng~ The c~nt standard 1n.1°gge.'lted is one dc:Ji'8tcd employee per 100,000 
.. 

populaliou. To cv~Wtte the availability nf hwnan resources. it will be ne~~ to aurlit the 

~g hUf'P.&1° r~ources_ flt national. proviacjal, rcgiorud ~d district levels. . This a~dit 
. . -

should infonn tbe JPfOCCSS Of esl.ublishing ~dards of pen_o.nnel at district. ri:l(iuual and 

provincial l~els o~' IJUUiqcmcnt. 

4. Resularly review ~ha impleanentation of the 1tratcglc Pia.a 

Th.; HIV I AIDS S'*1tegic Plan must he reviewed e111:ry 12 months o.t Nstiona.1 and Pro\fmclal 

lcvcb, with quarteriY tt.rimt-~ to be submiLLc:J to pto'-iriciol and national str11ctures . 

1 ne National DO'jJ. bu ovcr:all responsibility for the ;mplementalio1i of the Stro.tagic Plan 

within thi: provin~ial structures. Specific mea.orurable targe~ w.id indicatora will be deveIQped 

for ~ objci;tivF and repo~d in yearly operational plans. The Strategic Pl~n will be 

monitored. by tb~se objective~ and suppli=cne:nted 'with addition.al monitnring including 

nation~, provinc\al and local beh;s.viuw·al 'urvcys. These surveys will. measure chwig6 in 

HrV related ril:ik. pc:havigurs including ~ndom use, ~elay of sex.uaJ initiation i:imong youth, 

IIIV incidence, oad the number of sexual partners . 

AnnT.her irripn'11.a.r,it pnint is to estahlish a mechanism of c;onst~t and consistent feedback and 

rep~rtin~ by pro~inces to nation.a! mucrures and vice versa. Information from rhe regular 
review should bcj used to sc:rvi; as au iufuimation tool in communication hetwee -
Of ~IJCCes_ses. as ; weJJ ·as t th. .n provinces 
involved in. . o o er stakeholders to pl'ovidc truidelines on actiVities tn bf' . 

1.2 THE ROLE OF S~CTORS 

The HIV I A IDS atid STD Strnt . Pl : - . . . • 
. ' . cgic an J.)ruvides a broad mun k 

bus111.:ss. labou;:, wc"n~t:11 ~ ail . . . ' ewor for government, N<]0~ • 
· ·· · · ·:' , ; ,-; . S~tOI'3 of. society .. ·&ch SCC · . · . · . . ' . . · . . . 

pllltl3 based o.11 Lheir ra;.lc in S~Cif! .. ... . ... . . · .• · .. -· . co_r_SJioul~ d~~c:lop more specific 
.b. .. · . . .. ·. --·=~-.-:.· :.;' .... '.ry• a~n~ttics.and .1.c, .. ~-ifil"" .:,...- ·-;.;.;1. •.. . . .. . .. · 
~~on each s~cto1··s·~~"p'!~~ti;': .··~~ .":.': .. ···.-·'":·-.':fl; ~~-rww "'!~11.enE,~.us.~·;··.The.c;e plans 'sn~u]d be 

. . . . e .m1Vantage in·tmpleme f .. h" = I ...... 
: · · ... · . . ·. n i.ng t c: P anned ·act.I vi tie.(;. Sf'.:tors. are 

.'· :• .·1 
·.; 

.. f· .. . •" .. 
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The sectonl. AIDS. c;orw14nees wi.ll also be responsible fot" lia;son urith ~er s~tots and the 

Dir~r.:c.on.te: Ji I VIA.IDS an~ STO::i. Tbe rect>mmended role of the sector.; will be as follows: 

- Identify dctc:nninant.q of the spread afHIV/AlDS/STDs.sj,eoific to th.: scetor .. 
I ' 

- Identify strengtlu and Vi(eatcnesset~th rcs~l to HIVIAIDS/STD3 

- Identify obstacles to lhe\response within the sector . 

Integrate HIV/AID~/ST.jYs a¢vities in. their yearly pliills 

- Fonnulate ,;recific HIV MIDS ac:ctoral plans and budget for thc:ir implementation 

- Mobilise: resoureci for t}~c intcrvcntiuns 

• Document bcsl practic:e '~thin the s"tois wd share information 

Yrepa.re and submiL quan;et"IY report! to the: NAC 

All Ministries, including the iMOH. will mhmit quarterly reports to the NAC on their IIIV/AlDS 

· activ&tic:s. 

7.J MONITOR.ING A.NUJ;\i,U.UATION 

TI.1e effecti'1t!: j.mplernentntio1l of the activities outlined in the Strategic Plan wiU largely depend 

on the availability of humo.n~ · financial and institutional rcsou~e;:s. The $UStainability af the 

responle will depend 1in an ·::fficicnt monitoring r'l'.'oceiS in the areas of policy development, 

instiN.tiono.l strengthening a.net jservice delivery. 

Moni«>rtns will ensure that·w.;~vitics are being irnplcmcntcd according to the plnn and that each 

impleu1tntins agency lll1d all ?arliiers contribute to the· ii.ccomplishment of polii;y aims. -This 

activity sbuuld be .~en. as m..,tua.lly b~tleficial for tke implementing aaencies to assess ·their 

performo.ncc aod seek cnrrectiv~ me11Surc~ amd for govf'~ent to formulalc.approprfate policy. 

Effective monitoring apt.I e\'il,ua.tion. to.ols will be developed and ·customised· for each 
I ,., . .. . ', ... '· .... 

intcrventinn. These tools .will. ic.~.entizy,,~~.e-.n~ and ~e:SSes 1ti the· i~ponse pr0griuilli1~s and 

8.<:tlVJti·~~ :1Tlr1 . i.A ~~~> ;·z~~·:.·~~~~ .. ~~'.Jh~·. t'~rectioij ,;~f·:~~~·[ces:,.~<ffhe'':cb~~6ffectl\idn~~· uf : 
. . . ·. . .':; .. ~ .. :.<:.·~:.~~:~·.:::~.!.·:~-.. :·=·.\._~:·:·~~:..~~::;:-~·-:· :;.·--:"; :· . .· ' ... .. ~·:·".' . ', ,,, .. · .· ·: .. . 

. 's~lccfo(i interventinf\~ will b0 d~~cmlli1c<(chrou,gh special ·operiltional research: .. . 
. •:. . 
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U:>/l:l/UU ll:4J 08:20 USA!D ;OUTH AFRICA (C&Rl 12. MAY • 00 IFR!l ~~~ AlJJ:S rULl~t ; 

27123236443 . PAQE. 23/2 

7.4 

The RlV/AfOS iuia SID! ~gic Piao is a li\'lqg document unc1 ·will be llUJUecied. to "'BUlar 

altiCRI Jeview. This "'ill be lllldeitolcen Gt the Notional, ProVi.ocial aOd Distri<1 Jovels With inputs 
. -

liom all •IBl<eholder.i. A inid-tenn review will be «>odllCled and the '"""'gk Pillll modified in 
accurdance wirh the finding1. 
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