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EXECUTIVE SUMMARY

The HIV and AIDS pandemic is a major challenge facing our communities and society in
general. This pandemic manifests itself in different ways and it thrives in poverty stricken
communities with high rate of unemployment. This pandemic has a potential to alter the
household and community configuration, with many families characterised by children who
have lost either one or both parents. Most of the families have lost the only breadwinner.
In responding to the challenges posed by the HIV and AIDS and STIs and Cancer,
government working with civil society organisations has to develop strategies and plans to
ensure the reduction and negative impact of the pandemic in our communities.
Local government as the sphere of government that is at the coal-face of service delivery and
located closer to the people, that makes it strategically placed to co-ordinate and facilitate
local responses to immeasurable challenges posed by HIV, STIs , TB and Cancer.
As part of their co-ordinating responsibilities, municipalities are expected to bring together
all stakeholders and role-players involved in initiatives that seek to reduce the spread and
impact of the pandemic in our communities. Working collectively, the municipality and the
locally based organisation are expected to develop multi-sectoral and multi-pronged
strategies and programmes that will serve as guide to all those involved in this battle for
human survival.

The municipal response to HIV, STI, TB and Cancer has to adopt a mainstreaming approach.
The mainstream approach focuses on two main fronts, which are:

a) Internal mainstreaming, which mainly focuses on municipalities addressing the
challenges in their capacity as employers by developing and implementing policies and
strategies to address the identified challenges.

b) External mainstreaming: whereby municipalities consider appropriate mechanisms and
effective approaches that relate to their core- mandate and business to reduce the negative
impact of the identified challenges in the local communities.

To ensure that the above tasks and objectives are realised, the Amathole District Municipality
(ADM), initiated a process of developing a multi-sectoral strategic plan to guide the district
wide response. This strategic plan will be reviewed on regular intervals. This document is a
product of a review process that resulted in a Multi- sectoral HIV, STI, and strategic Plan
(2014 – 2018).
The objective of the strategic plan is to ensure and facilitate a coherent approach towards the
implementation of programmes and strategies that seek to reduce the spread and impact of
HIV, STIs, TB and Cancer within ADM jurisdiction. The inputs and contributions made by
the different stakeholders and role-players provided different perspectives that enrich the
strategies and approaches that seek to ensure the realisation of the multi-sectoral forum goals.
The ADM HIV, STI , TB and Cancer strategic plan is divided into six (6) sections that
address different aspects of the strategy and these sections are:
a ) Introduction and background:  in this section of the document, we provide an outline
of the areas covered by the strategic plan. This section also provides some basic
information on the challenges that the HIV pandemic ,TB and Cancer create within the
communities.

b) Legislative and policy framework:  to provide a framework for the municipal response,
section two (2) of the ADM HIV, STI , TB and Cancer strategic plan outlines basic
international, national and local policy and legislative imperatives.  This section lays the



foundation for all policy making institutions and those who have to implement them the
grounds for local government and others to positively respond to the negative impact and
challenges posed by the pandemic.

c) The HIV, AIDS , TB  and Cancer prevalence and impact in the Amathole District
Municipality: This section of the document looks at the HIV- prevalence of the identified
disease from National, Provincial and District Levels. The second part of this section
focuses on the impact of HIV and AIDS and Cancer with specific focus on:
a) Family and children
b) Community and poverty
c) Health, welfare and education services
d) Local development

In each of these areas attention is drawn to effect and impact of the pandemic in altering
the lives, tradition and practices that define the local communities.

d) Amathole District Municipality Situational analysis: This section of the multi-sectoral
strategic plan analyses the different socio-economic conditions and situations that
contribute towards the spread of HIV, STIs, TB and Cancer in our communities.  In
conducting the situational analysis special attention is drawn to the following issues:
a) Municipal demographic profile
b) Gender population profiling
c) Municipal economic profile
d) Access to basic services
e) Access to Health services

e) Amathole District Municipality HIV,STIs and TB Strategic Plan (2014 – 18):In line with
the National Strategic Plan 2012 – 2016 (NSP) and Provincial Strategic Plan (PSP) the
primary goals of the Amathole strategic Plan are to:

 Halve new infections.
 Ensure that at least 80% of people who need treatment for HIV are receiving

it. At least 70% of these people should be alive and still on treatment after five
years

 Half the number of new infections and deaths from TB.
 Ensure that a legal framework exists and is used to protect the rights of people

living with HIV and AIDS.
 Halve the stigma related to STIs, HIV and TB.

The realisation of the ADM strategic plan (2014- 18) is largely depended on the
implementation and effective co-ordinated programme that  focuses on two main fronts
which are:

 Rolling out prevention programmes targeting all sections and sectors of the
society;

 Provision of care and support programmes targeting the infected and affected
members of our communities especially children and older persons.



The ADM STIs, HIV, TB and Cancer strategic plan focuses on five (5) Priority Areas
which are:

 Education, Awareness and condom distribution
 Care and support for people living with HIV and AIDS (PLWHA)
 Care and support for orphans and vulnerable children (OVCs)
 Tuberculosis (TB)
 Circumcision.

In each of these strategic priority areas, the strategic plan document focuses on four
strategic areas which are:

 Problem analysis and definition.
 Outlining the broad goal for each area as identified by the stakeholder and

role-players that are involved in the implementation of initiatives that seek to
reduce the negative impact and spread of the diseases.

 Outlining strategic objectives for each of the priority area.
 Outline the broad approaches, and strategic partnerships needed to ensure the

realisation of the objectives and broad goals.

f) Co-ordinating the District wide response: The realisation of the strategic goals and
objectives as outlined in the ADM strategic plan 2014 -18 depend on the creation of
effective partnerships, collaboration and cooperation between all those involved in the
fight against the negative impact of the identified diseases. The last section of the ADM
strategic plan unpacks the structures, the roles and responsibilities as well as the mandate
of each of the levels of the Multi-sectoral District AIDS Council (DAC).



Section 1: Introduction and Background

The United Nations (UN) General Assembly has declared the HIV and AIDS pandemic as the
most formidable challenge ever to face humankind. The devastating impact on development,
especially in the African continent is felt across all sectors and societies. Its rapid spread
tends to undermine our labour force, business productivity, exporting capacity, ability to
attract investments and general economic development.

Local government is the sphere of government that is closest to the people and is mandated
to deliver the best quality services aimed at improving the quality of people’s lives, thus
creating and maintaining a climate and environment that would support the socio-economic
development of all citizens.

In aggravating situations such as the one the AIDS pandemic currently presents,
municipalities are legitimately expected to provide decisive leadership and help facilitate the
creation of partnerships, both within and beyond the immediate community in the process of
development. An effective response to the HIV and AIDS pandemic and the challenges it
poses in the political and socio-economic development of our communities requires
leadership, community ownership, and greater involvement of all sectors of our society.

This approach has to put people at the centre of all actions and activities, especially the
infected and affected individuals and their families. The response has to ensure both respect
for and protection of human rights as the foundation of all actions and activities.

Local governments’ responses to the HIV and AIDS and Cancer challenge have to take place
in two main fronts; and these are:
a) Internal mainstreaming: At this level municipalities have to respond to HIV and AIDS

and Cancer in their capacity as employer by developing and implementing workplace
policies and programmes that promote prevention, care and support for employees and
Councillors. This response should be based on the protection of and respect for human
rights, non-discrimination and confidentiality.

b) External mainstreaming: municipalities have to consider most appropriate mechanisms
and effective approaches in which HIV and AIDS and Cancer relate to their core mandate
and business. Therefore, municipalities must develop and implement relevant strategies
that seek to reduce the pandemic’s rapid spread and minimise its devastating impact, as
well as increasing the ability of the communities that they serve to respond to the
challenges poses by HIV and AIDS.

In line with this understanding, Amathole District Municipality has correctly identified the
pressing need to develop a district-wide HIV and AIDS multi-sectoral strategy, which will
assist in guiding its and those of its partners that are involved in rolling out initiatives and
programmes in response to the challenges posed by the pandemic.

The Amathole Multi-Sectoral HIV and AIDS and Cancer Strategic Plan (2014-2018) is a
product of extensive consultations with the different role-players and key stakeholders that
are actively involved in noteworthy initiatives and programmes seeking to reduce the rapid
spread of HIV and AIDS and Cancer and mitigate its impact on communities. This ADM
multi-sectoral strategy embraces innovative strategies and plans that are based on existing
and new partnerships.  It also acknowledges the existing experiences and programmes that
are driven by government, the private sector and community based structures.



The purpose of this strategic plan is to guide the district-wide response to HIV and AIDS and
it is organised, accordingly, into four different but interrelated sections which are:

Policy and legislative framework: The response to STIs, HIV, TB and Cancer is guided by a
number of policies and legislative prescripts that oblige governments, civil society
organisations and other key stakeholders to develop and implement strategies and
programmes that are aimed eliminating the spread and negative impact of the identified
diseases. These prescripts range from international declarations and commitments,
continental declarations, national and local framework documents. This section ADM
strategic plan 2014-18 outlines these basic documents that inform all programmes
implemented by the multi-sectoral body.

The HIV, AIDS and TB and Cancer prevalence and impact in the Amathole District
Municipality: This section of the strategic plan document looks at the prevalence of the
identified diseases and how they affect the broader society especially the marginalised and
vulnerable sections of our communities. In doing this, the document outlines the trends and
the landscape of these diseases over a period of time.

The ADM strategic plan also looks at how these diseases, particularly the HIV, AIDS and
Cancer, negatively affect different households, individuals and the communities in general. In
analysing the impact of these diseases, the document focuses on the following critical areas:
a) Impact on local economic development;
b) Impact on Labour force;
c) Impact on education sector;
d) Impact on social cohesion; and
e) Impact on provision of services

District municipal situational analysis: HIV and AIDS thrive in poverty conditions; these are
areas where there are pronounced socio-economic challenges as well as the absence of social
cohesion. Responses and strategies that seek to address the negative impact of these diseases
must be based on the analysis of socio-economic conditions as well political and
demographic situation of the broader municipal area. Critical areas of importance in
situational analysis are:
a) Geographic profiling of the district municipality.
b) Population profiling.
c) Local Economy development profiling.
d) Access to health, education and welfare services.

In each of these priority areas, the document focuses on the following areas:
a) Problem analysis
b) Strategic goal
c) Specific objectives
d) Outputs needed to ensure delivery or implementation

Co-ordination of the district wide multi-sectoral response: The fight against the spread and
impact of the HIV and AIDS pandemic requires a well co-ordinated effort that brings
together all sectors of society and stakeholders including the infected and affected. The last
section of the strategic plan deals with the co-ordination mechanisms, role and
responsibilities of the different sectors. In this section, we also look at the mandate, the roles



and responsibilities of the district and local municipalities, both as lead facilitators and co-
ordinators of the municipality wide response.

Section 2: Legislative and Policy Framework

The South African government’s developmental orientation provides the political and
developmental framework for the municipal response to HIV, AIDS, TB and Cancer. As part
of this agenda, municipalities are expected to play a central role in the development of
strategies and programmes that are aimed at improving the people’s lives.

The local governments’ role in responding to the HIV, AIDS, TB and Cancer challenges is
centred on the facilitation and creation of partnership, strengthening of the existing ones as
well as the co-ordination of all local initiatives. The municipal response to HIV, STIs, TB and
Cancer pandemic is informed by different policy and legislative requirements that include the
international declarations, developmental goals and policy statements. The table below
discusses some of these imperatives:

2.1 Global Imperatives
Imperative Requirements/Provisions Implications for ADM
United
Nation’s(UN)
Developmental
Goals (MDGs)

The United Nations declared HIV and AIDS
pandemic as one of the major challenges ever
to face human kind. The declaration provided
member states with a strong mandate
especially to scale up access to HIV
prevention, treatment, care and support.
The UN Assembly adopted the MDGs, in
particular the goal on combating HIV and
AIDS, Malaria and other diseases which has
set the following key targets:
a) To begin to halt and reverse the spread of

HIV and AIDS by 2015
b) To ensure access to treatment for all

those who are HIV positive and are in
need of treatment by 2015

c) To halt and begin to reverse the
incidences of malaria and other diseases
by 2015

The ADM as a
constituent of the
Republic of South Africa
which is a member state
of the UN is required to
contribute to the
country’s effort to meet
the MDG targets.

Alliance of
Mayors' Initiative
for Community
Action on AIDS
at the Local Level
(AMICAALL)

AMICAALL calls on municipalities to work
on the:
a) Promotion of actions that contributes

towards reducing the spread of HIV and
alleviates its social and economic impact
on communities in Africa

b) Promotion of an expanded, multi-sectoral
response to the pandemic at local level
and work with government, civil society
organisations, the private sector and local
communicates

c) Contribution to the creation of an

As part of the global
community and a
constituent member of
SALGA that subscribes
to the AMICAALL
declarations the ADM is
enjoined to work with its
citizenry, other spheres
of government and civil
society to reduce the
spread of HIV and
minimise its impact on



enabling environment in which fear,
denial and stigma can be overcome, and
enhanced management and co-ordination
mechanisms for better service  delivery
and use of existing limited resources

communities by creating
and enabling
environment.

2.2 National Imperatives
Imperative Requirements/Provisions Implications for ADM
RSA Constitution
(1996)

The RSA Constitution (1996) calls for the
improvement of the quality of life of all
South African citizens and freeing of the
potential of each person. Chapter 2,
Section 27 of the Constitution focuses on
the health rights of all citizens of South
Africa whilst  Section 153 (a) and (b) of
speaks to developmental duties of
municipalities

HIV and AIDS directly
impacts on the lives of
communities.

It impacts on their ability
to break out of the
poverty cycle and
presents itself as a key
challenge that requires a
response from
government closest to the
people, namely local
government.

White Paper on
Local
Government(1998)

The White Paper outlines the vision for
developmental local government and
requires municipalities to ensure that all
citizens receive at least minimum levels
of basic services, that democracy and
human rights are promoted, and that
economic and sectoral development are
facilitated

HIV and AIDS impacts
negatively on the quality
of life.  If the
consequences are not
mitigated it becomes an
obstacle to democracy,
human rights and
achieving sustainable
development. As such
any development
planning has to be
informed by the impact of
HIV and include actions
that seek to deal with this
impact.

Municipal Systems
Act (2000)

Establishes a framework for the processes
of planning, performance management,
resources mobilisation and organisational
change within municipalities

Given the negative
impact of HIV on
development and quality
of the life the processes
of planning within the
ADM must be informed
by the impact of HIV and
include actions that seek
to deal with this impact.

Intergovernmental
Relations
Framework Act

Provides a framework for the national
government, provincial governments and
local governments to facilitate co-

The spirit of the act
requires the ADM to
work with other spheres



(2000) ordination in the implementation of policy
and legislation including:
 coherent government
 effective provision of services
 monitoring implementation of policy

and legislation
 realisation of national priorities

of government to develop
a coherent approach that
includes co-ordinating co-
operation amongst local
stakeholders to support
the roll out of national
and provincial
programmes and the
provision of services
within its own
competence.

The South African
National HIV and
AIDS and STI
strategic Plan (2012
-16)

The National Strategic Plan (NSP) guides
all those that involved in the fight against
the spread of HIV and AIDS pandemic in
South Africa.
The NSP sets targets and goals that should
be achieved in responding to the HIV and
AIDS pandemic.
The NSP also set key principles that
should guide all sectors and stakeholders
in their engagement in the fight against
the spread and impact of this pandemic.
The NSP describes the role of  the South
African National Aids Council as to:
a) Advise government on HIV, AIDS

and STI policy, strategy and related
matters

b) Create and strengthen partnerships for
an expanded national response to HIV
and AIDS in SA

c) Receive and disseminate all sectoral
interventions to address HIV and
AIDS, and consider challenges

d) Oversee continual monitoring and
evaluation of all aspects of the NSP

The NSP recommended that Provinces
duplicate appropriate national structures,
such as SANAC, at provincial and local
level and further recommends the
establishment of appropriate structures at
district level.
It specifically recommends that District
HIV and AIDS Committees be
established. These district structures
should include all local role players
within communities.

The main implication
thereof is for the ADM to
establish a fully
functional HIV and AIDs
Council incorporating all
stakeholders to ensure co-
ordination and monitoring
and evaluation of efforts
of government
departments, civil society
and local municipalities

The South African
Local Government
Association
(SALGA) Country

The goals of the Country Plan are defined
as:
a) To promote an effective leadership

response for HIV and AIDS

The implications for
ADM are:
a) Involvement of

councillors as leaders



Guide (2008) b) To enhance local government input
into policy development

c) To increase local capacity for an
effective internal response

d) To increase local capacity for an
effective external response

e) To promote effective partnerships
According to the plan local government in
response to HIV and AIDS challenge,
needs to focus on the following broad
areas:
a) Mitigating the impact of HIV and

AIDS in our communities
b) Programme co-ordination and

management for effective response
c) Provision of prevention, care and

support to the infected and affected
d) Creation of enabling environment for

effective responses

in their communities
in the fight against
HIV and AIDS
especially in creating
education and
awareness and dealing
with stigma and
discrimination.

b) To advise provincial
and national
government on policy
issues that require
their attention

c) Have effective
workplace policies in
place at local and
district level

d) Mainstream HIV and
AIDS in the planning
processes of the
district and local
municipalities

e) Develop a strategy
that involves all
stakeholders to
improve co-ordination
in the provision of
prevention, care and
support services. I.e.
this strategy
document.

Department of
Provincial and
Local Government
(now COGTA)
framework for
municipal response
to HIV and AIDS
(2007)

The Framework suggests that municipal
responses should be guided by the
existing development, governance and
policy framework. It should also be
informed by the developmental,
governance and health agenda for South
Africa.

The implications for the
ADM is that its efforts in
tackling HIV and AIDS
must:
a) Support the national

and provincial efforts
to meet the MDGs.

b) Focus on supporting
the efforts of national
and provincial
government to meet
the key
developmental
priorities of South
Africa that includes
HIV and AIDS



2.3 The Eastern Cape Provincial Government Level

Imperative Requirements/Provisions Implications  for ADM
Eastern Cape
AIDS Council
(ECAC) –
provincial
Strategic Plan
(PSP)

The ECAC provincial strategy objectives
are defined as:
a) Address social and structural barriers to

HIV and TB prevention, care and
treatment – the primary objective is to
address societal norms and behaviours
through structural interventions to
reduce vulnerability to mitigate the
impacts of HIV and TB

b) Prevent new HIV, STI and TB
Infections – the primary objective is to
ensure a multi-pronged approach to
HIV, STI and TB prevention which
includes all biomedical, behavioural,
social and structural approaches in
order to reduce new HIV, STI and TB
infections.

c) Sustain health and wellness – the
primary objective is to ensure access to
quality treatment, care and support
services for those with HIV, STIs
and/or TB and to develop programmes
to focus on wellness, inclusive of both
physical and mental health; and

d) Ensure protection of human rights and
increase access to justice – the primary
objective is to address issues of stigma,
discrimination, human rights violations
and gender inequality.

As described in the
previous imperative the
ADM has to support the
efforts of provincial
government and ECAC  by:
a) Developing its

approach to HIV and
AIDS in the district that
seeks to reduce the
infection rate, and
mitigate the impact
thereof on
communities. i.e. this
strategy document

b) Develop a multi-
sectoral structure that
incorporates all
stakeholders. i.e. the
DAC

c) The approach should
include action plans
with time frames and
indicators

d) Mainstream HIV into
the planning and
implementation
processes of the ANC

Provincial
Government’s
delivery
agreement for
Outcome 2

The Executive Mayor of the district is a co-
signatory like other district mayors to the
provincial delivery agreement for outcome
2 that focuses on health. A key focus area
of outcome 2 is HIV and AIDS with
signatories committing themselves to
combating HIV and AIDS and decreasing
the burden of diseases from tuberculosis.

The ADM as a signatory to
the agreement has to give
expression to its
commitment through
action. The implementation
of this strategy is the
strongest commitment the
ADM can make



2.4 ADM Level

Imperative Requirements/Provisions Implications forA.D.M
AIDP The IDP commits the ADM to:

a) To effectively manage the impact of the
HIV and AIDS epidemic and other
communicable diseases in the District
with the aim of to reduce the rate of new
infections as well as the impact of HIV
and AIDS on society.

b) To facilitate and support the process of
improving service delivery in public
health facilities.

c) To facilitate and support the
improvement of governance and
management of the health system in the
region.

d) To ensure the realisation of these
objectives the municipality undertook to
engage the following strategies:
 to fully implement the District HIV

and AIDS strategy
 to resuscitate and strengthen the

District and Local AIDS Councils
The ADM has also committed itself through
the IDP to improve strategic partnerships
between various stakeholders. In this regard
the municipality seeks to build partnerships
between all stakeholders involved in the
provision of prevention, care and support
services.

The ADM has to give
expression to these
commitments by:
a) implementing the actions in

this strategy document
b) Work towards the

revitalisation of the DAC
and LACs

c) Work with Department of
Health and other role
players in the DAC and
LACs to improve service
delivery in public health
facilities

Section 3: The HIV, AIDS , TB and Cancer prevalence and impact in the Amathole District
Municipality

South Africa is one of the countries with the high HIV prevalence and a number of people of
people living with the virus die due to the con-infection by HIV and TB. The number of
people living with HIV in South Africa was estimated to be 5.63 million in 2009 which is
about 17.9% of the adult population. This number included an estimated number of women
which is about 3.3 million and 334 000 children.

The HIV prevalence among pregnant women in the Province of the Eastern Cape has been on
the increase. In the period between 2008 and 2010, the HIV prevalence in the province has
increased by 2.3%, the table below illustrates the HIV prevalence between years 2008 and
2010.



The HIV prevalence (%) among pregnant women in the Eastern Cape (2008 – 2010)
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3.2 TB Prevalence in the Amathole District municipality
South Africa is one of the countries in the world with the high TB infection and prevalence
rate. South Africa has registered high rate of new TB infections, in 2009 the infection rate
was estimated to be 40% over a period of fifteen years. Poverty conditions coupled with the
high rate of unemployment and inequalities that characterises our communities, create a
favourable environment for the high rate of TB infections.
The estimated rate of infection was estimated to be 970 new infections per 100 000 people in
the same period. It is estimated that approximately 1% of the South African population
develops TB disease every year. More and more HIV positive people die due to TB
complications and more that 70% of patients are co-infected with both diseases.
In the period between July to December 2011 there were more incidences of TB among the
age groups between 25- 34 years as well as the age group between 35 – 44 years. According
to the district health tracking systems TB is rife in females in the 15-24 years age group.
The HIV and TB co-infection is rifer in the 15 – 49 years age group. In the overall more
males are more infected with TB, about 42.2% females as compared to 55.8% males. The
increase in the number of males who are infected with TB is observed in all the department of
health sub-districts within the Amathole district municipality. There is still a big reluctance in
testing for TB in almost all sub-districts. The reluctance in testing and the late presentation of
patients who are co-infected by HIV and TB is still a major challenge in the district.
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The Impact of HIV and AIDS impact on Amathole District Municipality

The disease does not only affect communities, public and private institutions are also affected
by the scourge of HIV and AIDS. Private and public service delivery spending patterns are
high affected by the spread and impact of the disease. The pandemic mainly affects our
society in various ways, which include among the following:
a) Impact on local economic development;
b) Impact on Labour force;
c) Impact on education sector;
d) Impact on social cohesion; and
e) Impact on provision of services

Impact on the Local Economic Development

Municipalities are obligated by the South African constitution to create an environment for
social and economic development. The municipal economic development can only be
achieved through cost effective and efficient provision of essential services. This objective
can only be achieved if municipalities develop an integrated approach in planning and
utilisation of available resources including human resource.

HIV and AIDS and Cancer are a big challenge that stands on the way of achieving this
objective. Most municipalities are facing service delivery challenges and HIV and AIDS and
Cancer is compounding them. These diseases do not only affect human resource aspect of
service delivery, they also have an impact on other resources such as budget, material and
land use. Most municipalities are forced to alter their spending patterns to cater for social
assistance programmes such as food parcels and indigent policy programmes targeting the
poor sections of the communities.

HIV and AIDS and Cancer coupled with high rate of poverty and unemployment have
drastically changed the social and economic configuration of our society and its economy.
Most companies are experiencing drop in productivity levels. The Amathole District
municipality is one of the poor districts in the country and HIV and AIDS and Cancer is
contributing to the situation.

The most economic active section of the society is highly affected by the pandemic. Most
institutions within the jurisdiction of the Amathole District municipality are registering high
levels of employee absenteeism due to poor health, attending funerals or providing care and
support for family members who are sick. Most institutions are losing specialised expertise
due to poor health and death. This is costing public and private institutions.

Impact on Labour Sector

The economic development of any society depends mainly on its labour force. HIV and
AIDS and Cancer pandemic has made a negative impact in the health situation of our labour
force. Most institutions are experiencing employee related challenges such as high levels of
absenteeism, drop in productivity levels associated with poor health and high stress levels
caused by continued exposure to situations and conditions that affect the psychological
conditions of workers.
Due to an increase in the number of people dying as a result of HIV and AIDS and Cancer
related sicknesses, institutions both in the private and public sector are unable to meet the
skills requirements needed by the local economy. Institutions are forced to spend more



resources on recruitment and training of new staff to replace those that are sick or dead. The
high level of absenteeism by employees has resulted in other employees being overworked
and demoralised.

Impact on the Education Sector

Education is the cornerstone of the social and economic development of any society. The
education sector is one of the sectors in our communities that are hardest hit by the impact of
the HIV and AIDS and Cancer pandemic. The negative impact of the pandemic is further
exacerbated by the high level poverty conditions that prevail in the district and learners are
always victims of such social challenges.
Most schools within the jurisdiction of Amathole District Municipality are experiencing high
levels of absenteeism among educators and learners. Some learners have lost both parents and
in some instances they have to attend school without having eaten any meal. This situation
has resulted in learners losing concentration during lesson times.
Some learners are expected to play a parental role due to the loss of parents as a result of HIV
and AIDS and Cancer related sicknesses. Schools within the district are registering poor
performance by learners. Both educators and learners are showing high stress levels which
are a result of experiencing stressful situations at home and at school.
Our country is experiencing serious challenges in the shortage of teachers. Rural areas
because of their peculiar situation of poor development, this challenge is always acute. HIV
and AIDS have compounded this challenge. Most schools are registering big numbers of
teachers who are always absent from school due to poor health.
Schools are experiencing an increase in the rate of substance abuse among teachers and
learners. This situation results in learners to be exposed to dangerous situations and in some
cases they end up engaging in unprotected sex. Suicidal tendencies are on the increase among
teachers and learners in schools. These suicidal incidences are mainly caused by the lack of
acceptance by the individuals, the society or community of a person who tested positive for
HIV.
Failure rate and dropout has increased among learners especially females because of the loss
of parents or having to spend time caring and support a sick and dying parent. These children
are sometimes expected to play a parental role since parents have died.

Impact on Individuals, Families and Communities

Families are the nucleus of the society and nations. HIV and AIDS have shaken that
foundation. Families are broken, disintegrated and children displaced due to HIV and AIDS.
Poverty and unemployment has resulted in some families abusing substances as means of
finding sanctuary and comfort.  Children and elderly are usually victims in situation like
these. Some families are divorced.
Individuals that have tested positive on HIV are generally isolated by the communities and
they feel lonely and dehumanised. The isolation and ill-treatment that individuals living with
the virus are experiencing in our communities contribute towards the deterioration of their
health and end up dying. Some of the infected individuals end up abusing substances as result
of absence of care and support from families and communities in general.
Even though there is a lot of work that is being done to remove the stigma associated with
HIV and AIDS, people living with the virus are still experiencing discrimination and
stigmatisation. Individuals tend to hide their status in fear of discrimination and isolation by
their families and communities.



Families are losing providers and people who are central to the survival and development of
the family. As result of this situation, some families solely rely on the state support and
community members. In some instances the grants relieved by individual members of the
family are divided to cover the different household needs. In certain cases the pandemic
result in broken families since some parents regard infection of one of their children as
inability to discipline their children. This results in domestic violence and conflicts between
parents to an extent of breaking up.

The emergence of the HIV and AIDS and Cancer pandemic has threatened the social
cohesion of our communities. In some communities, families of individuals infected with the
virus are isolated and ill-treated by the communities which sometimes result in disputes and
conflicts. Role models and leaders are loss to the communities as a result of the pandemic.
Communities are feeling the pressure that is caused by loss of economically active members
of the communities. This has resulted in the economic drain of most of our communities.
Societies are losing people with skills that are needed by the communities.
Some members of the communities have ill-informed beliefs that have resulted in the
degeneration of family and societal values. Children and senior citizens are raped by people
who think that such acts will cure the disease. They do not want to talk about Cancer as it is a
myth that they will contract cancer if they do.

Impact on Children

Children are one of the most important assets of the society. They represent a better future
that is full of hope and better life. Social challenges always impact negatively on the future as
represented by the children since they are the most vulnerable sectors of our society.
Most community workers in the jurisdiction of Amathole District municipality are reporting
an increase in the number of street children and child-headed families. Most of these children
are seen roaming around streets during school hours. Children who have lost one or both
parents due to HIV and AIDS related sicknesses are stigmatised and in some cases feel
isolated.
Orphaned and vulnerable children end up being victims of scrupulous individuals who abuse
them psychologically and physically. Some of these children are drawn in illegal activities
such as selling drugs and other illegal substances. Children’s schooling gets disrupted and
some of the children end up dropping out of school. Poverty conditions and absence of
support forces young girls and boys to engage in transactional sex very early in their lives.
Absence of good parental guidance results in some of the children engaging in criminal
activities. Some of the children get displaced and in some instances they are victimised and
are exploited for personal gains. These children require psychological and emotional support.

Impact on Service Delivery

Government institutions are expected to provide citizens good quality services with minimum
disruptions. The emergence of HIV and AIDS and Cancer has affected the manner
government institutions and its employees provide services. Most government institutions are
forced to alter their priorities in favour of social and health related community needs.
Most health workers are experiencing an increase in their services and this has affected their
capacity to deliver. In the field of social development, institutions are experiencing an
increase in the demand for care and support for both children and elderly. Communities are
putting more pressure in the on government institutions by demanding more services from



them. Most municipalities are experiencing an increase in the number of orphans and
vulnerable children and this puts more pressure in the limited resource.
At municipal level budgets are redirected to cater for the needy communities in the form of
indigent policy and poverty alleviation programmes such as food parcels. Due to the increase
in the demand of health and social services infrastructural development is compromised. The
quality of services provided by the private and public institutions is compromised due to staff
shortages and limited skills.



Section 4: Municipal Geographic Profile:

Amathole District Municipality (ADM) is one the of the six (6) district municipalities
together with two (2) Metropolitan municipalities that constitute the Province of the Eastern
Cape. The ADM is located on the east of the Province of the Eastern Cape and it is
predominantly rural. The municipality is constituted by five (7) local municipalities which
are:
a) Mbhashe Local Municipality
b) Mnquma Local Municipality
c) Nxuba ill Local Municipality
d) Amahlathi Local Municipality.
e) Nkonkobe Local Municipality
f) Ngqushwa Local Municipality
g) Great Kei Local Municipality

Municipal demographic profile

The emergence of HIV and AIDS and Cancer has had serious impact in the population
distribution. Most communities have seen changes in the population age distribution whilst
others have are registering a decrease in the population numbers. The changes in the
population distribution can be attributed not to HIV and AIDS and Cancer but also to other
factors such as unemployment which has seen people leaving their homes in search of better
jobs as well as the high poverty conditions that prevail in a number of areas.

Municipal Economic profile

The province of the Eastern Cape is one of the poorest provinces in South Africa. Economic
disparities are very high with one small section of the population that is rich with a bigger
section of the population living in poverty conditions with no jobs or source of income.

Government is the largest contributor in the economy of the district followed by trade,
finance and to certain extent agriculture. Men from the district leave their household in search
of jobs in other areas and this has resulted in female headed households

Poverty, unemployment and under-development are one of the vehicles that propel the spread
of HIV, STIs and TB and Cancer in most areas. To ensure effective response to the
challenges posed by these diseases, there is a need to conduct an extensive analysis of the
economic activities that characterises a particular area or community. The analysis should
also ascertain which of the economic activities that increases the chances of the communities
being infected and affected by these diseases.



Economic Performance (sectoral)

Community/government services (45%), followed by manufacturing(14%) are the largest
sectors in terms of economic contribution. Agriculture (3%) and mining (0.05%) have a
minimal contribution)

 The unemployment rate relates to people of working age who are out of work.

• National goal: To cut unemployment by at least half to a maximum of 14 percent by
2014

• After a slight decrease in the mid 2000,s unemployment is now on the rise again. This
is linked to the recent recession and current low levels of growth.

• Unemployment is much higher in the ADM region than the EC and Nationally
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Sectoral Analysis

Community services contributes about 42% of all jobs in the ADM, followed by
trade(18%), manufacturing(10%) and households (10%)
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Jobs by LM

In line with economic contribution, Amahlathi LM (26%) and Mnquma (19%) contribute
the most number of jobs. Mbashe (11%) and Nxuba (3%) contribute the smallest number

of jobs.

Access to basic services

HIV, STI and TB are more prevalent in areas where there are not or poor services and these
include access to fresh clean water, sanitation, proper houses and electricity.

A number of local municipalities that constitute Amathole District municipality are still faced
with challenges of providing communities with clean and fresh water and to certain extend
some have a challenge of ensuring sustainable water supply. Older persons and people with
disabilities are highly affected by the poor access to water services.

Poor sanitation system and poor living conditions increases the chances for the spread of
diseases in our communities. Poverty conditions and unemployment have forced people to
leave their areas in search of better living conditions as result of this movement of people, the
informal settlements in major industrial areas are increasing and this phenomenon has not
missed some of the municipalities within the Amathole District.

Access to Health services

The emergence of HIV and AIDS and Cancer has put a tremendous pressure on the existing
health care services in the whole country particularly in the province of Eastern Cape. The
lack of development strategy by the apartheid government has led to poor access to health
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care by many people especially in those living in the rural area. Most public institutions in the
small rural and farming towns were not meant to cater for the current demands. The current
demands for health services have put more pressure in the limited resources and staff.

The district is one of the districts in the province that are experiencing serious challenges in
as far the access and availability of health facilities and services, but the district working with
the provincial and NGOS is ensuring that communities have access to basic health facilities
and services.
The district has fixed clinics that are managed by both the local and provincial government
institutions. These clinics are supported by health centres and mobile clinics. The district has
district hospitals spread across its jurisdiction.

The district has a number of Non-Governmental Organisations and Community Based
Organisations (CBOs) who have committed themselves to the fight against the disease and its
impact on the affected individuals’ and families. One of the challenges that make district
response to be difficult, is the available of both human and material resources, the district is
committed to the fight against the spread of the disease.



Section 5: SITUATIONAL ANALYSIS

Contextual Factors and Social drivers

(a) Poverty

Poverty operates through a variety of mechanisms as a risk factor for infection with HIV and
AIDS. Its effect needs to be understood within a socio-epidemiological context. It works
through a myriad of interrelations, including unequal income distribution , economic
inequalities between men and women which promote transactional sex, relatively poor public
health education and inadequate public health system. Poverty-related stressors arising from
aspects of poverty in townships such as poor and dense housing, and inadequate
transportation, sanitation and food, unemployment, poor education, violence, and crime, have
also been shown to be associated with increased risk of HIV transmission.

(b) Gender and Gender-based violence

South Africa has one of the highest rates of violence against women, with over 53 000 rapes
reported to police in 2000, translating into a rape reporting rate of 123 women per 100 000
population31. Sexual violence is linked with a culture of violence involving negative
attitudes (e.g. deliberate intention to spread HIV) and reduced capacity to make positive
decisions or to respond appropriately to HIV prevention
Campaigns. More significantly, the experience of sexual assault has also been linked
to risks for HIV infection which is more prominent at Mnquma and Mbhashe Local
Municipality.

Equally interesting, in the door to door campaign conducted at Mbhashe local Municipality,
Msendo community and in clinic both showed that men with a history of sexual assault were
also at significantly higher risk for HIV transmission than their counterparts without such a
history. In the district, the gender system fosters power imbalances that facilitate women’s
risks for sexual assault and sexually transmitted infections (STIs). District men, like men in
most societies, possess greater control and power in their sexual relationships. Women with
the least power in their relationships are at the highest risk for both sexual assault and HIV
infection, both stemming from the inability of women to control the actions of their sex
partners . Men who have limited resources and lack the opportunity for social advancement
often resort to exerting power and control over women.

Importantly, sexist beliefs and negative attitudes toward women are held by men who have
not been sexually violent as well as men who have a history of sexual violence. In fact,
negative attitudes toward women are so pervasive there is evidence that they are often held
by women themselves . Power and control disparities in relationships create a context for
men to have multiple concurrent partners and fuel their reluctance to use condoms.
Unfortunately, men’s attitudes toward women impede HIV preventive actions and can
culminate in the acceptance of violence against women. Men believe they are more powerful
than women and that men are expected to control women in their relationships. There is also
evidence that men often hold attitudes that accept violence against women including beliefs
that women should be held responsible for being raped . Studies show that  One in three men
receiving STI clinic services endorsed the belief that women are raped because of things that
they say and do and half of men believed that rape mainly happens when a woman sends a
man ‘sexual signals’.



(c) Cultural Attitudes and Practices

There is some evidence that cultural attitudes and practices expose communities to HIV
infections. Firstly, gender inequalities inherent in most patriarchal cultures where women are
accorded a lower status than men impact significantly on the choices that women can make in
their lives especially with regards to when, with whom and how sexual intercourse takes
place. Such decisions are frequently constrained by coercion and violence in the women’s
relationships with men. In particular, male partners either have sex with sex workers or
engage in multiple relationships, and their female partners or spouses are unable to insist on
the use of condoms during sexual intercourse for fear of losing their main source of
livelihood.

Secondly, there are several sex-related cultural beliefs and behavioural practices such as rites
of passage to adulthood especially among male youth, rites of marriage such as premarital
sex, virginity testing, fertility and virility testing, early or arranged marriages, fertility
obligations, polygamy, and prohibition of post-partum sex and also during breastfeeding, and
rites related to death such as levirate (or spouse inheritance) and sororate (a widower or
sometimes a husband of a barren woman marries his wife’s sister) are also believed to spread
HIV infection.

HIV infection is also believed to occur during some of the traditional health practices
conducted by traditional healers when they use unsterilised sharp instruments such as knives,
blades, spears, animal horns and thorns during some of the healing practices and/or
recommend sex with a virgin as part of their treatment of patients

(d) Stigma, denial, exclusion and discrimination

HIV and AIDS is perhaps one of the most stigmatised medical conditions in the world.
Stigma interferes with HIV prevention, diagnosis, and treatment and can become internalized
by people living with HIV and AIDS. In the UNGASS declaration, governments committed
themselves to, among other things, confront stigma, denial and eliminate discrimination.
Although still prevalent, AIDS stigma appears to be declining in South Africa as shown by
the findings of the 2005 national HIV and AIDS household survey, when compared to the
2002 survey. A recent study conducted among people living with HIV (PLHIV) in the district
found high levels of internalised stigma.

This is mostly due to the fact that HIV infection, as with other STIs, is widely perceived as an
outcome of sexual excess and low moral character, with a consequent strong culture of
silence by PLHIV because of fear of rejection and isolation by close relatives and the
community at large. Stigma appears to be more severe for women than for men. One of the
consequences of the problem of stigma, exclusion and discrimination of people living with
HIV and AIDS is that it forces people who are infected to hide their condition and to continue
engaging in high-risk behaviour

Another consequence is denial. Both silence and denial about HIV and AIDS are lethal
because they prevent people from accurately assessing their own personal risk of infection as
well as accessing the broad range of available services in this regard.



(e) Mobility and labour migration

Poverty and unemployment are linked to economic disempowerment and this affects sexual
choice-making and exposure to wider sexual networks. Over and above gender vulnerability
that flows from economic disempowerment, individuals who engage in work-seeking, mobile
forms of work or migrant labour are at increased vulnerability to HIV as a product of higher
likelihood to have multiple sexual partners, higher exposure to sex for exchange of money,
amongst other risk factors.

Mobile individuals include informal traders, sex workers, domestic workers, cross-border
mobility, seasonal agriculture workers, migrant workers (e.g. mine-workers, construction
workers, and soldiers), long-distance truck, bus and taxi drivers, travelling sales persons and
business travellers 4 These forms of mobility are pervasive in the district. Migration patterns
in the district have shifted from being predominantly male migration, to a trend towards
increasing mobility and migration by women. Mobility and migration not only increase
vulnerability to HIV of mobile individuals, but also sending and receiving communities.

(f) Informal settlement

Informal settlement is associated with higher levels of HIV prevalence in the district; with
HIV prevalence for people aged 15-49 in urban informal areas being nearly twice that of
prevalence in urban formal areas. There is often social fragmentation within informal
settlements that may increase the likelihood of exposure to unsafe sex. In addition there is a
greater likelihood that individuals at higher risk of HIV including work-seekers, temporary
workers, and labour migrants are resident in these areas. Informal settlements frequently lack
adequate housing, sanitation and health service access, and these exacerbate overall health
risks

Populations at higher risk

(a) Women

Women, especially black women, have been on the bottom rung of the ladder in terms of
participation in the economic, social, and political life of the district. For many years black
women have experienced triple oppression – discriminated against on the basis of their class,
race and gender. Some practical challenges facing women because of these three forms of
oppression relate to violence against and abuse of women, poverty and poor health status in
general.

Acknowledging the fact that gender inequality hinders social and economic development, the
current government has made great strides towards empowerment of women. Gender equality
is one of the critical elements of the transformation agenda at Amathole District. Women are
beginning to regain their appropriate place in society and are taking responsibility for their
lives. Patriarchal attitudes are changing, with men participating in efforts to address
challenges such as violence against women.

Gender transformation is part of a broader transformation agenda that also seeks to reduce the
gap between rich and poor and between historically disadvantaged black communities and
white communities with many more resources. However, the high levels of gender-based
violence in the district indicate that a lot still needs to be done in this area. Notwithstanding



the abovementioned achievements, women remain one of the most important vulnerable
groups in the district.

In additional to biological, economic, social and other cultural vulnerabilities, women are
more likely to experience sexual abuse, violence in particular domestic violence including
rape.

They bear the brunt of caring for sick family members and are the soldiers at the forefront of
community-based HIV and AIDS activities. The HIV epidemic and AIDS is clearly
feminized, pointing to gender vulnerability that demands urgent attention as part of the
broader women empowerment and protection. In view of the high prevalence and incidence
of HIV amongst women, it is critical that their strong involvement in and benefiting from the
HIV and AIDS response becomes a priority. Teenage females have been underemphasized as
a target group, even though pregnancy levels are high in this age group. The fact that the
burden of the epidemic falls more on women and girls than on men and boys remains a
central challenge to the district response.

(b) Adolescents and young adults (15-24 years)

HIV/AIDS Prevalence in the age group 15-19 has decreased in the district, while in the 20-24
age group it has risen slightly. Although current HIV prevention programmes in the district
have invested significantly in this age group, they are yet to demonstrate the desired impact.
Continued investment in and expansion of carefully targeted evidence-based programmes and
services focusing on this age group remain as critical as ever. Young people represent the
main focus for altering the course of this epidemic. Positive behaviour change is more likely
in this group than in older ages.

The greatest increase in pregnancy and HIV infection is associated with school leaving.
School-leaving is a time of insecurity for young people. Often the aspirations that existed in
school of getting a job and earning an income are dashed. Personal motivation to achieve and
the psychological rewards of school achievement are no longer there. In addition there are
family pressures to contribute to household income or to leave. In the absence of career
opportunities, many young women find fulfilment and affirmation in being a mother – by
definition requiring unprotected sex.

(c) Children 0 – 14 years

Nearly half of all orphans in the district is estimated to have lost parents as a result of AIDS.
Some of the worst affected children, those in deeply impoverished households  may
experience various forms of physical, material and psychosocial deprivation and assaults on
their health as a result of poverty and/or a lack of parental care and nurturing environment.
Often these children are separated from caregivers and siblings and sent to stay with other
relatives or other carers or social networks. A significant number of children in the district are
living with HIV and AIDS.

Children usually do not have sufficient access to AIDS treatment and care because available
services are mostly designed for adults. Serious challenges around the skills of health workers
and capacity to manage and treat children with AIDS, including lack of appropriate ART
formulations, for treating children remain a serious challenge. Children are vulnerable to HIV
infection through child sexual abuse.



(d) People with disabilities

People with disabilities, constitute a significant part of the district population, Yet, this group
has been particularly neglected in the AIDS response. There are often erroneous perceptions
that people with disability are asexual. To date the national, provincial and district response
has not addressed the special needs of the various categories of people with disability in
terms of prevention, treatment, care and support programmes. People with disability suffer
double stigma arising from discrimination as result of their disability and their HIV status.
Increasingly, AIDS is a cause of disabilities and the more people’s lives are prolonged while
infected so this will become a significant issue and it will be necessary to provide for care,
support and treatment. The disabilities sector is actively involved in ensuring that people with
disabilities respond to the challenges of HIV and AIDS that are facing them often with little
support. The special needs of people with disabilities demand conscious efforts to ensure
equitable access to information and services.

(e) People in prisons

Incarceration is a risk factor for HIV and is correlated with unprotected sex and injecting
drug use in correctional facilities, but may also include risk of blood exposure as a product of
violence and other factors. Interventions for risk reduction include provision of HIV/AIDS
testing and counselling (HCT), condom provision, addressing rape, and addressing
intravenous drug use. Male prisoners are predominantly vulnerable but risks extend to female
prisoners

(f) Men who have sex with men (MSM)

Biologically, receptive anal intercourse carries an elevated risk for HIV infection. MSM
practices are also more likely to occur in particular institutional settings such as prisons, often
underpinned by coercion and violence. MSM behaviours and sexualities are wide-ranging
and include bisexuality, and the HIV epidemic amongst MSM and the heterosexual HIV
epidemic are thus interconnected.

(g) Commercial Sex Workers

Commercial Sex work is not readily defined but includes a wide range of informal and formal
activities that relate to the exchange of sex for material benefit. Key characteristics include
frequent and repeated exchange of sex with multiple sexual partners usually for monetary
gain. Sex workers are predominantly female. Commercial Sex workers are at high risk of
HIV infection and are vulnerable as a product of high partner turnover and a limited capacity
to ensure safe sex during each and every sexual encounter. Very little is known about HIV
prevalence amongst sex workers or their clients in the district, but both groups are linked to
sexual networks that overlap with the broader epidemic. It has been reported that there are
commercial sex workers visible at Kei bridge, which the boarder of Mnquma and Great Kei
Local Municipalities.

(h) Mobile, casual and atypical forms of work

Truck driving, military service and other uniformed services such as security service
provision may require regular and sustained travel and may in turn increase the likelihood of
multiple sexual partnerships. Such activities have been linked to increased risk of HIV



infection. Whilst very little is known about prevalence in these sectors in the district, it is
likely that risk of infection is higher, and these groups also overlap with the broader epidemic
as a product of linked sexual networks. High Transmission truck stops have been identified in
the district at Ngqushwa – Lovers Twist and Kei Bridge in the boarder of Great Kei and
Mnquma Local Municipalities.

(i) Refugees

The disruption of services and support systems caused by conflict or unrest in their home
countries means that many refugees have limited information about HIV and AIDS, and they
are often not familiar with local services or systems in the district. In addition, while their
legal status guarantees the right to access HIV-related information and services on the same
level as South Africans, barriers such as language, cultural situation analysis traditions and
xenophobia often preclude their ability to access these services. Therefore targeted
programmes are necessary to ensure that refugees and asylum seekers have access to
information and services- including prevention, care, support and treatment- as an integrated
component of the district response to HIV and AIDS.

(j) Injecting drug use

Amathole district Municipality has a remarkable market for drugs including injecting drugs.
Needle and syringe sharing is a common practice amongst injecting drug users, and is a
highly efficient mechanism for transferring HIV. This has been reported from institutions of
higher learning. Intravenous drug use in the district is presently very low, but has the
potential to escalate.

Sexual HIV transmission and biological risk

The likelihood that an individual will become infected with HIV through sexual contact
depends on the mechanism of sexual contact, the viral load of the HIV positive person and
the susceptibility of the individual. Whilst the probability of HIV transmission through a
single coital act is relatively low, risk increases through repeat exposure and higher risk is
strongly associated with higher viral load in the infected partner, coinfection with sexually
transmitted infection(s), genital ulceration, genital maturity, and anal sex, amongst other
factors.

Prevalence data in health facilities have illustrated the higher biological vulnerability of
women and younger women and girls in particular. Biological factors include
underdevelopment of the genital tract in young women and girls, a greater surface contact
area within the vagina, retention of fluids for a longer period, and the higher possibility of
undetected STIs. Both males and females are biologically more vulnerable in the case of
receptive anal intercourse, and uncircumcised males are
also more vulnerable. Concurrent sexual partnerships increase the likelihood of exposure of
sexual partners to high viral load and consequently, higher likelihood of infection . High viral
load in the late phases of HIV is reduced through antiretroviral therapy.



Sexual HIV transmission and individual risk factors

(a) Early sexual debut

Earlier sexual debut is significantly associated with increased risk of HIV infection. Risks of
earlier sexual debut also include higher likelihood of having multiple partners, lower
likelihood of condom use at first sex and higher overall numbers of sexual partners, not to
mention higher biological susceptibility to infection of adolescent and young girls. Orphan
hood, which increases as a result of deaths of parents from AIDS, has been found to increase
the likelihood of earlier sexual debut.

(b) Older sexual partners amongst youth

For young people, particularly girls under 20, having older partners is a significant risk factor
for HIV infection as it exposes them to a pool of higher HIV prevalence. Both young males
and females are more likely to be HIV positive if they have sexual partners five or more years
older than themselves. There is also a significant “Ben 10 Syndrome within the district.

(c) Transactional sex

Transactional sex involves the exchange of sex for material gain. Transactional sex further
disempowers women and may include a reduced ability to negotiate safer sex – particularly
condom use. Transactional sex amongst females with a non-primary male partner was
associated with lifetime experience of partner violence, problematic alcohol and drug use,
and substandard housing, amongst other factors

(d) Partner turnover and concurrent sexual partnerships

Having a higher overall number of sexual partners, having a high turnover of sexual partners
and having concurrent sexual partners (or having a partner who has concurrent sexual
partners) are all risk factors for HIV infection. People settle into permanent sexual
relationships and marry at relatively older ages in the district. This results in a higher
likelihood of having numerous life-time sexual partners. The length of the period of risky
sexual activity prior to marriage has been shown to be closely correlated with HIV prevalence
in a country and declines in HIV prevalence have been associated with declines in number of
sexual partners in the past year .

(e) Condom use

When used consistently and correctly, male and female condoms prevent HIV infection and
other STIs. Consistent, but not necessarily correct condom use is estimated to provide 80%
protection in comparison to non-use, whilst inconsistent use is not significantly protective.
Male latex condoms are widely distributed in the district including via the public sector,
social marketing programmes and high transmission areas like taverns. Quality control and
related logistics for public sector condoms is managed by the Department of Health and over
50-million condoms annually have been distributed on a demand basis in past two years.
Public sector distribution includes hospitals and clinics as primary distribution sites, with
secondary distribution extending to non-governmental organisations, workplaces, and other
locations. Female condoms are distributed to selected sites. Access to male condoms is
perceived to be high. Reported levels of male condom use at last sex are high in the district,



particularly amongst youth. However, high levels of reported use have not translated into
reductions in antenatal HIV prevalence over the past years. Increases in condom does not
really means condoms are widely used, some are taken for wrong reasons.

(f) Male Circumcision

Epidemiological analyses have demonstrated correlations between circumcision and HIV
prevalence. Male circumcision reduces the risk of HIV infection of males through female-to-
male transmission. However it is not yet clear whether it reduces male-to-female
transmission, although there are likely to be long-term epidemiological benefits .Even after
circumcision it remains necessary for men to practice consistent condom use, as well as
adopting or maintaining other HIV prevention strategies such as limiting numbers of sexual
partners, whether or not they are circumcised.

(g) Alcohol and drug Use

Alcohol and drug use have a disinhibiting effect on safer sex as a product of diminishing
rational decision-making. Alcohol use has been associated with higher risk of HIV infection,
with heavy alcohol consumption being linked to higher likelihoods of having unprotected sex
with a non-monogamous partner, having multiple sexual partners, and paying for or selling
sex.

(h) Knowledge of HIV status

Knowledge of HIV status appears not to lead to increased adoption of HIV prevention
practices amongst people who tested HIV negative, but has been linked to increased
prevention behaviours amongst those who test HIV positive .Interventions focusing on people
living with HIV who know their status – sometimes referred to as positive prevention – have
also shown increases in the adoption of preventive practices.

Impacts

(a)The economy

The International Labour Organisation (ILO) demonstrated in 2004, and again with more
recent data in 2006, that the rate of economic growth in countries heavily affected by HIV
and AIDS has been reduced by the epidemic’s effects on labour supply, productivity and
investment over the last decade or more. According to this assessment, 3.7 million labour
force participants aged 15 to 64 years were living with HIV or with AIDS in South Africa.
However, there is currently no clear evidence of the actual economic impact of HIV and
AIDS in South Africa.

(b)Families and communities

Households experience the immediate impact of HIV and AIDS, because families are the
main caregivers for the sick and suffer AIDS-related financial hardships. During the long
period of illness caused by AIDS, the loss of income and cost of caring for a dying family
member can impoverish households. The problem of orphans and vulnerable children will
persist for years, even with the expansion of prevention and treatment programmes. Studies
in several districts in South Africa found that the majority of orphans are being cared by



grandparents, family members or through self-care in child-headed households. Orphans and
vulnerable children are at higher risk for HIV infection, as they face numerous material,
emotional and social problems. They also face:
• Discrimination and stigma, as they are often shunned by society, lack affection and are left
with few resources;
• Many of them drop out of school due to inability to pay school fees;
• They also often suffer from malnutrition and ill health and are in danger of exploitation
And abuse.

(c)Psychosocial impacts, mental health and HIV

Interventions to address HIV and AIDS have tended to focus on biomedical intervention
including, for example, condoms for HIV prevention, and ART and PMTCT, for people
living with HIV. Psychological distress and psychological disorders are also more prevalent
amongst PLHIV, and the importance of mental health programming in relation to HIV has
long been overlooked. Less emphasis has been given to the psychosocial impacts of the
disease which are related to illness and death of parents, children and other family members;
caring for people who are ill and dying of AIDS; and living with and coping with an HIV
positive diagnosis. A recent study in South Africa found a higher prevalence of mental
disorders amongst PLHIV including depression, anxiety, and increased anxiety amongst
PLHIV with children, and alcohol related problems.

(d)The health care system

HIV and AIDS affect both the supply and demand of health care systems. On the ‘supply’
side the human resource are two-fold: the impact on stress and morale of rapidly changing
epidemiological, demand and mortality profiles in patients caused by HIV and AIDS, and
HIV infection in providers themselves.

(e)Education system

The epidemic affects the supply and demand for primary and secondary schooling. On
the supply side, infected teachers will eventually become chronically ill, with increased
absenteeism, lower morale and productivity. A South African education sector study
found a sero-prevalence of 12.7% among teachers and significant gender, racial and
geographical differences. The challenge of HIV and AIDS in South African requires an
intensified comprehensive, multi-sectoral national response. This response should:

 address the social and economic realities that make certain segments of society
most vulnerable provide tools for prevention of infection

 provide services designed to mitigate the wide-ranging impacts of the epidemic.

CANCER

Cancer has been around as long as mankind, but only in the second half of the 20th century
did the number of cancer cases explode. Contributing to this explosion are the excessive
amounts of toxins and pollutants we are exposed to, high stress lifestyles that zap the immune
system, poor quality junk food that's full of pesticides, irradiated and now genetically
modified, pathogens, electromagnetic stress, lights, and just about everything that wasn't here
200 years ago.



All these weaken the immune system, and alter the internal environment in the body to an
environment that promotes the growth of cancer.

Cancer is not a mysterious disease that suddenly attacks you out of the blue, something that
you can't do anything about. It has definite causes that you can correct if your body has
enough time, and if you take action to change the internal environment to one that creates
health, not cancer, while at the same time attacking cancerous cells and tumors by exploiting
their weaknesses.

Cancer tumors begin when more cancerous cells are being created than an overworked,
depleted immune system can destroy.

Because of this stress and the overload of toxins, people end up with a malfunctioning
immune system, and a body that is not capable of destroying the excessive numbers of
cancerous cells that develop. Some, sooner or later, survive and multiply. And then you have
cancer. Of course, our diets loaded with sugar and refined carbohydrates don't help. Refined
carbohydrates digest so fast they act like sugar, and cancer cells love sugar. They have about
15 times more receptor cells for capturing sugar than healthy cells.

Overcoming cancer is a process of reversing the conditions that allowed the cancer to
develop, and going after and killing cancerous cells.

The more cancer there is, the more serious the condition, meaning much more has to be done
-- fast. It may be too late, or it may not. No one knows where that cutoff point is as some
people given only a few days to live have pulled through and conquered cancer when they
applied these strategies.

According to the National Cancer Institute, about 500,000 people will be diagnosed with
some form of cancer this year. You may not know it, but cancer -- NOT heart disease -- is the
number one risk of death for most everyone.

Chemotherapy works by killing all cells -- throughout your body -- that multiply and divide
rapidly. This would include cancer cells, and other rapidly multiplying and dividing cells that
we need, such as:

Bone marrow, which produces blood

Digestive system

Reproductive systemHair follicles

Certainly some people beat cancer using chemotherapy or radiation therapy. But look at the
number of deaths from cancer, and you see that too many people are not using natural
supplements to fight cancer.

The more support you give your body, the better you will be at handling any possible side
effects of chemotherapy and radiation therapy, and the better your body will be at fighting
cancer.



A natural approach to cancer is based on making your body healthier. It is also meant to
strengthen a depleted, worn out, under energized immune system that is not capable of killing
cancer cells as fast as they are multiplying.

Use safe, natural supplements to change the body's internal environment to one that does not
support the growth of cancer, and to directly kill cancer cells.

Poor women and schoolgirls in villages of Mbhashe and Mnquma are still using old socks or
rags filled with sand, ash or sawdust as an alternative for sanitary napkins during their
menstrual period, thus exposing themselves more to vaginal infections and cervical cancer.

Some girl students of some schools in villages at Mquma and Mbhashe have vaginal
infections as they not only use sand, ash or sawdust filled with dirty socks or rags during their
menstrual cycle but they also go out in open to answer nature's call and use contaminated
water for cleaning their private parts.



Amathole District AIDS Council HIV, STI, TB and Cancer Strategic Plan 2014- 2018

The development of the district wide multi-sectoral HIV, STI, TB and Cancer strategic plan
is aimed at providing a broad guidance to all those involved in the response to the negative
impact of these disease.  The convergence by the district municipality and the constituent
local municipalities as well as the representatives of the civil society organisation is an
indication of the commitment to eliminate completion and duplication associated with
rendering of services.

Vision

“A people-centred developmental rural district municipality that strives to improve the
quality of life for the infected and affected”

Mission

The ADM  through the District AIDS Council and other  is committed to co-ordinating
governance and improve service delivery for the betterment and improvement of the quality
of life of the its citizens and its communities services and betterment of communities through
co-operative governance, socio-economic development, and integrated development planning
and sustainable utilisation of resources by 2016.

Principles and core values for ADM-DAC HIV, ST, TB and Cancer Strategic plan 2014 -
2018

The principles and values that underpin the development of the ADM HIV and AIDS and
Cancer strategy are:
a) Commitment
b) Humanity
c) Respect
d) Integrity
e) Sincerity
f) Honesty
g) Accountability
h) Nurturing
i) Innovative

IMPLEMANTATION PLAN AND PRIORITY ARES OF THE STRATEGIC PLAN

The ADM’s response to the challenges posed by the identified diseases is informed by the
information obtained through the situation analysis as well as the broader responses by the
different role-players and stakeholders. This analysis resulted in the identification of four
priority areas for the ADM HIV, STI and TB strategic plan for 2012-16. The priority areas
for this strategic plan are:
a) Education, Prevention and Awareness
b) Treatment, Care and Support for People Living with HIV and AIDS and Cancer
c) Care for Orphans and Vulnerable Children
d) Tuberculosis (TB).



Priority Area 1: Education, Prevention and Awareness

Broad Goal:

To reduce the HIV, STI and TB infections including teenage pregnancy through public  and
private education  including one-on- on one interventions, awareness programmes and
campaigns on  HIV, STI and TB and Cancer targeting all sections and sectors of our
communities.

Problem analysis

Government and community based organisation are running HIV and AIDS awareness
programmes with specific focus on Testing Counselling but these programmes are not able to
reach maximum interests in communities due to fears of stigmatisation and discrimination.
The quality of service provided by the public institutions does not provide the necessary
confidence that people need.

Government is making all efforts to provide free condoms and improve their quality but their
accessibility in certain parts of the district municipality is still a challenge and this is working
against the reduction of the infection rate efforts. The increase in the spread of the HIV and
STIs is compounded by resistance to use condom use by some men. Access to female
condoms is still a challenge in most areas within the district.

Government working with civil society organisations is rolling out programmes that seek to
reduce spread and impact of HIV, STIs and TB. These programmes include community
involvement in providing care and support for the infected and affected. The major challenge
that we are facing is the availability and active participation of men these programmes.
There is an increase in the number of young people who are falling pregnant and those who
are infected by STIs and HIV. School programmes to address and educate children on
sexuality and dangers of being involved in unprotected sex are not making the necessary
expected impact. There is a minimum involvement of parents and teachers in the rolling out
sexuality education in schools and in the households and this make the fight against the high
rate of pregnancy to be a difficult one.



Outputs needed and approach to implementation

Outputs: What must we put in place to
achieve our goal? (Clear and measurable
specific objective)

Broad approach: How will we implement? Drivers and possible partners
– who
Co-ordinates and who does
the work?

Timeframe/
dates

To ensure the reduction of new HIV, STIs and
TB infections by 80% over 2018

a) Conducting education and awareness programmes
targeting deep rural areas and informal settlements.

b) Develop an education and awareness programmes
targeting young people.

c) To develop a clear communication strategy on
prevention and awareness targeting communities
especially those in the rural areas

d) Rollout traditional education and preventative
programmes including the ‘circumcision’ and
moral regeneration programmes.

e) Conduct education and awareness campaigns
targeting the young people and sexually active
young adults.

f) Mobilise and distribute educational material
g) Accessing and distribution of educational material
h) Initiate programmes targeting schools.

Driver: DAC; DoH, DoE
Partners: CBOs, NGOs,
LACs, Traditional Leaders,
Traditional Health Practitioners

2014 - 2018

To  Increase  the HCT  uptake from the current
levels to higher targets by the end of the 2017

a) Initiating awareness and educational programmes
targeting all wards in the district.

b) Lobby for an increase in the number and access to
testing sites.

c) Develop an education and awareness programmes
targeting young people.

Drivers: DAC; DoH,
Religious Sector
Partners: CBOs, NGOs,
LACs, Traditional Leaders,

To mobilise and capacitate about 20 Lay
Counsellors per ward in all municipalities by the
end of 2016.

d) Ensure that all councillors are ward champions for
HIV and TB in their wards.

e) Recruit and train more counsellors

Drivers:  DOH
Partners: CBOs, NGOs and
the broader civil society.

2014-2016



To facilitate the HIV, STI and TB mainstreaming
processes by the municipalities and other
institutions within the district jurisdiction by the
end of 2016.

a) Conduct mainstreaming sessions for political and
administrative leadership.

b) Engage the IDP and IGR forum to include HIV,
STI and TB in their planning, implementation and
evaluation processes.

c) Identify programmes and projects that the
mitigation of HIV,STIs and TB to be implemented
by local government and

d) Conducting HIV integration, programming and
mainstreaming.

e) Creating a platform for the voices of HIV and
AIDS in the IDP and other municipal programmes
and projects.

Drivers: District and Local
AIDS Co-ordinators,
Councillors, DAC,
LACs.

Partners: Civil society,
private sector. NGOs
and CBOs and all
other stakeholders.

2014-2016

To create a networking and a referral system
linking all the organizations involved in the
response to HIV, STI and TB by mid 2016.

a) Develop a network system linking up all
stakeholders involved in the fight against the
spread of HIV, STIs and TB.

Drivers: District and Local
AIDS Co-ordinators,
Councillors

Partners: Civil society, private
sector. NGOs and
CBOs and the
broader civil society

2014-2016

To facilitate and co-ordinate the establishment
and capacity building of ward based forums in all
district municipality jurisdiction by the mid-
2018.

a) Facilitate the establishment of ward based forums
to co-ordinate local responses to HIV, STIs and
TB in all wards within the Amathole district
municipality jurisdiction.

b) Develop a programme to ensure that ward
committees integrate HIV and AIDS related issues
in their programmes.

c) Develop a programme for the induction and
capacity building of ward based structures.

Drivers: District and Local
AIDS Co-ordinators,
Councillors, DAC,
LACs.

Partners: Civil society,
private sector. NGOs
and CBOs and the
broader civil society

2014-2018



Priority Area 2: Treatment, Care and Support for PLWHA
Broad Goal:

Ensure that the people living with HIV and TB have access to quality care and support and
are protected from all forms of discrimination and prejudice with communities mobilised to
provide care and support.

Problem Statement

The number of people who are infected by HIV, STIs and TB is on the increase and the lack
of access to quality support and services result in a number of them dying without getting the
necessary help. The high levels of discrimination against those who are living with the
disease has resulted in a number of individuals not disclosing their status and thus
The number of people who are getting sick of HIV and AIDS related diseases is on the
increase and that those who happen to open disclose their status are exposed to unacceptable
discrimination and stigmatisation. This situation has resulted in the increase in the number of
people who are defaulting on their treatment. People living with the HIV and AIDS are not
receiving the necessary support and care from the community and some from their immediate
families.

The high levels of stigmatisation and discrimination has resulted in many individuals being
afraid to go for testing. In addition, people are afraid to test because of lack of information,
being stigmatized and ignorance.  As a result many of them go for testing when they are
already ill, with a very weak immune system.

There is a lack of emotional support systems as there are not enough lay counsellors and
functional support groups with sustainable programmes. As a result there is often a lack of
follow up support for patients. Families are ill equipped to offer adequate support and care for
infected family members

There are not enough people who volunteer (especially men) for Home Base Care services.
There is a lack of a co-ordinated approach to the delivery of health services and support and
many people fall through the cracks after testing positive.

Specific objectives:

The following specific objectives were identified to ensure the realisation of the above goal:
a) To ensure the scaling up of a comprehensive care, support and treatment package

targeting 80% of the People Living with HIV and AIDS over the next five years
b) To ensure community competence in order to facilitate utilisation of good quality services

targeting the broader community
c) To facilitate strengthening of the health system including the deployment of competent

health workers to rural areas and to remove barriers to  service delivery over the next two
years

d) To ensure that 70% of all affected households within our district receive education on
ARV – adherence and responsibility by the end of 2016

e) To facilitate establishment and capacity building of support groups and their attachment
to local clinics and other health care centres



Outputs needed and approach to implementation

Outputs: What must we put in place to achieve our
goal? (Clear and measurable specific objective)

Broad approach: How will we
implement?

Drivers and possible
partners – who co-
ordinates and who does the
work?

Timeframe/dates

To ensure the scaling up of a comprehensive care,
support and treatment package targeting 80% of the
People Living with HIV and AIDS over the next five
years

 Integrate PMTCT and
nutrition.

 Training ANC, baby’s
defaulters.

Drivers: DoH

Partners: CBOs and NGOs

2014-2018

To ensure community competence in order to facilitate
utilisation of good quality services targeting the broader
community

a) Conduct education and
awareness campaigns
targeting the broader
communities.

b) Monitor and provide support
to health care providing
institutions.

Drivers: DOH

Partners: DAC Stakeholders

2014-2018

To facilitate strengthening of the health system including
the deployment of competent health workers to rural
areas and to remove barriers to  service delivery over the
next two years

a) Engage DoH to recruit and
deploy health workers in
areas where there are
shortages.

b) Engage NGOs and CBOs to
recruit and mobilise
volunteer community health
workers.

Drivers: DOH

Partners: DAC Stakeholders

2014-2018

To ensure that 70% of all affected households within our
district receive education on ARV – adherence and
responsibility by the end of 2016

a) Conduct intensive door to
door visits by the trained
community health care
workers

Drivers: DOH

Partners: DAC Stakeholders

2014-2016



To facilitate establishment and capacity building of
support groups and their attachment to local clinics and
other health care centres

a) Train support group
facilitators in all wards of the
ADM.

b) Mobilise affected individuals
for establishment of relevant
support groups

Drivers: DOH

Partners: DAC Stakeholders

2014-2018

Ensure that the municipality, government departments
and the private sector develop workplace policies and
implement workplace wellness programmes.

a) Facilitate the process of
workplace wellness
committees.

b) Engage the institutional
management to get their by
in.

c) Ensure that resources are
allocated for wellness
programmes

Drivers: DAC, Labour
movement.
Partners: All DAC
stakeholders

2014-2018



Priority Area 3: Care and support for Orphaned and Vulnerable Children (OVCs)

Broad Goal:
To ensure that orphaned and vulnerable children are provided with assistance to receive the
necessary guidance, care and support to ensure their complete human potential.

Mobilise communities and forge partnerships towards education programmes and awareness
campaigns to highlight the plight of OVCs and ensuring development support addressing
obstacles to eliminate development constraints for a better life.

Analysis

The constituency communities are facing a challenge of OVCs in the district. Strategic
partnerships are developed at resourcing OVCs programmes to improve human living
conditions and quality of life.

Specific objectives

a) To develop a comprehensive database of OVCs within the Amathole district jurisdiction
by 2017.

b) To initiate the establishment of a OVCs fund that will be functional by 2016.
c) To facilitate the establishment of OVCs centres in all the local municipalities linked to the

Thusong Centres by 2018.
d) To ensure that all wards within the district jurisdiction establish OVCs committees linked

to ward committees and headed by local councillors by 2017.
e) To develop a comprehensive monitoring and evaluation tool to monitor and assess the

conduct, impact and activities of all stakeholders involved in providing care and support
to OVC within the next three years.

f) To create an all-inclusive and properly maintained stakeholder referral system by the end
of December 2016.



Outputs needed and approach to implementation

Outputs: What must we put in
place to achieve our goal?
(Clear and measurable specific
objective)

Broad approach: How will we
implement?

Drivers and possible partners –
who co-ordinates and who does
the work?

Time frame/dates

To develop a comprehensive
database of OVCs within the
Amathole district jurisdiction by
2018.

a) Collate data of the OVCs
receiving services from the
CBOs, NGOs and government
departments on quarterly basis.

b) Establish a team to drive the
process of data collection.

c) Mobilise resources to fund the
project

Drivers: Social Development,
DAC, LACs

Partners: CBOs, NGOs and all
other stakeholders.

2014-2018

To initiate the establishment of
an OVCs fund that will be
functional by 2018.

a) Formulate conceptual frame
work for the fund.

b) Get political buy-in
c) Establish a technical team to

work on the matter.
d) Mobilise influential people and

politicians to support the
initiative.

Drivers: Social Development,
DAC, LACs

Partners: CBOs, NGOs, business
sector and all other
stakeholders.

2014-2018

To facilitate the establishment of
OVCs centres in all the local
municipalities

a) Mobilise and engage local
communities and leaders

b) Identify  OVCs

Drivers: Social Development,
DAC, LACs
Partners: CBOs, NGOs and all

other stakeholders.

2014-2017



To ensure that all wards within
the district jurisdiction establish
OVCs committees linked to
ward committees and headed by
local councillors by 2018.

a) Convene ward meetings through
ward councillors.

b) Recruit and capacitate
community child-care
committees.

c) Market and popularise the child-
care committees

Drivers: Social Development,
DAC, LACs
Partners: CBOs, NGOs and all

other stakeholders.

2014-2018

To develop a comprehensive
monitoring and evaluation tool
to monitor and assess the
conduct, impact and activities of
all stakeholders involved in
providing care and support to
OVC within the next three
years.

a) Implementation of the
Integrated Monitoring and
Evaluation Tool by all
stakeholders in the district.

Drivers: : Social Development
Partners: CBOs, NGOs and all

other stakeholders.

2014-2017

c) To create an all-inclusive
and properly maintained
stakeholder referral system
by the end of December
2016.

a) Mobilise resources for the
development and
implementation of the
comprehensive referral system.

b) Obtain and consolidate the
information from relevant
stakeholders.

c) Develop systems and
mechanisms for the effective
use of the referral system

d) Compile, circulate and maintain
the referral system.

Drivers: Social Development,
DAC, LACs
Partners: CBOs, NGOs and all

other stakeholders.

2014-2016



Priority Area 4: Tuberculosis (TB)

Broad goal

The main aim of this focus area is defined as that of prevention of TB infection and disease
through intensified TB case finding, control, policy development, prevention therapy,
immunisation and reduction of TB related stigma.

Problem statement

The rate of tuberculosis (TB) infections continues to increase despite the efforts and
initiatives to educate and raise community awareness. There is an increase in the death
rate of those infected by TB due to late presentation to the health care centres. The
effectiveness of prevention programmes is weighed down by the poor co-ordination and
tracing of TB patients. The HIV and TB co-infection further complicates and exacerbates
the challenge of TB control and minimisation of the spread and impact of the disease that
result in an increase in the death rate.
Specific objectives

This goal can be realised through the implementation of a set of objectives that include:

a) Enhancement of education and awareness programmes targeting communities in the next
five years.

b) Integration of TB with HIV and AIDS in education and awareness programmes targeting
all communities within the Amathole district municipality jurisdiction in the next five
years.

c) To ensure that at least 80% of the targeted population of Amathole district municipality
undergo voluntary testing for TB on annual basis in the next five years.

d) To encourage employees to undergo TB screening and testing on an annual basis in the
next five years.

e) To strengthen the support provided to Primary Health Care -outreach teams in the next
five years.

f) To enhance the capacity of directly observed Treatment Support (DOTS) in order to
effectively ensure treatment adherence.



Outputs needed and approach to implementation
Outputs: What must we put in place to
achieve our goal? (Clear and
measurable specific objective)

Broad approach: How will we implement? Drivers and possible partners –
who co-ordinates and who does
the work?

Time frames

Development of education and awareness
programmes targeting all sections of the
community over the next five years.

a) Roll out education and awareness
programmes targeting areas with high
infection rate.

b) Develop and implement education and
awareness programmes targeting schools.

Drivers: DOH

Partners: All stakeholders

2014-2016

Integration of TB within the education
and awareness programmes targeting all
stakeholders and role-players within the
Amathole district municipality
jurisdiction over the next five years.

a) Implementation of PHC outreach
programme.

b) Involve community based organisations in
the education and awareness programmes

Drivers: DOH
Partners: All stakeholders

2014-2017

Ensuring that at least 80% of the
population of Amathole district
municipality undergo voluntary testing
for TB in the next five years.

a) Conduct education and awareness
programmes.

b) Distribution of educational material and
conduct workshops targeting vulnerable
communities

Drivers: DOH , DAC

Partners: All stakeholders

2014-2017

Strengthening the education and
awareness programmes (EAP) in the
workplace wellness programmes over the
next five years.

a) Health awareness to be implemented
b) Wellness programme to be initiated in all

workplaces.

Drivers: DOH , DAC

Partners: All stakeholders

2014-2018

Enhancing the support provided to
outreach teams doing intensive care case
findings door-to-door campaigns over the
next five years.

a) Recruitment and training of volunteers
b) Initiate door-to- door programmes and

campaigns.

Drivers: DOH , DAC

Partners: All stakeholders

2014-2018

Expansion of DOTS – treatment
adherence avoid defaulting.

a) Training of DOT
b) Involvement of all stakeholders

Drivers: DOH , DAC

Partners: All stakeholders

2014-2018



Section 6: Co-ordinating the District wide Multi-sectoral response

The increase in the infection rate of HIV may lead to a situation where these institutions may
be undermined and face serious threats to their stability. It is against this background that the
Alliance of Mayors and Municipal Leaders on HIV, STIs and TB in Africa (AMICAALL)
and South African Local Government Association (SALGA) made a call to all municipalities
to ensure that they respond positively to the challenges posed by the HIV and AIDS
pandemic.

The district municipality response is informed by the local government Key Performance
Areas (PKAs) which are:
 Good governance and public participation
 Institutional transformation.
 Basic service delivery
 Local economic development
 Economic and Financial viability

In relation to the municipal KPAs as adopted by government local and district Municipalities
are expected to:
a) Ensure that municipal systems and procedures are made increasingly accessible to users d

and constituencies.
b) Ensure that management and governance systems are made more accessible to users

within the municipal jurisdiction and that institutional memory is retained in local
government.

c) Ensure that development interventions acknowledge place specific development priorities
whilst ensuring adequate balance.

d) Ensure that role-players involve in the provision of social safety nets are effectively
performing their roles.

e) Ensure that efforts are made to foster practices of partnership-driven development in
planning and implementation.

f) Ensure that access by NGOs and CBOs and other role-players in the field of HIV and
AIDS is facilitated and supported.

Role and Responsibilities of Municipalities in Response to HIV and AIDS

The fundamental role and responsibilities of local government institutions is defined as that
of:
a) Providing municipal services.
b) Promoting the local economic and social development.
c) Providing good governance to local communities in a manner that is responsive,

inclusive, efficient, democratic and accountable.

District and local municipalities have a critical role in the co-ordination and facilitation of
local stakeholders. There are specific and common roles and responsibilities that guide
municipalities in their response to HIV, STI and TB. The following are some of their shared
and specific roles and responsibilities:
a) Avoid further infection through effective prevention efforts by challenging the underlying

development conditions driving HIV and AIDS in the community.



b) Ensure that the Key Performance Areas (KPAs) for developmental local governance in
the context of HIV and AIDS are prioritised.

c) Develop and monitor Key Performance Indicators (KPIs) for officials and Councillors
that is related to their specific roles in response to HIV and AIDS.

d) Entrenching the HIV and AIDS roles and responsibilities across the municipality by using
the existing structures and mechanisms.

e) Ensure an effective response by planning and delivering services associated with the
powers and functions each municipality.

f) Ensure that HIV, STIs and TB are mainstreamed into the core functions of the
municipality.

Collectively, district and local municipalities have the following roles and responsibilities:
a) Collaboratively deciding how to respond to HIV and AIDS on the basis of the local HIV

and AIDS context as well as institutional capacity.
b) Collaboratively engaging provincial and national sector departments to identify

institutional arrangements for local level response in the district jurisdiction.
c) Obtain and analyse information and knowledge on the local landscape of HIV and AIDS

and its implications for service delivery and governance.
d) Identifying the HIV prevalence and incidence within the municipalities and the

implications this will have for service delivery and governance capacity.
e) Formulating and implementing responses to HIV and AIDS.
f) Mobilisation, distribution and utilisation of the available resources to meet the needs of

the infected and affected individuals.

Multi-Sectoral Response and Co-ordination

Central to the municipal response is the creation of multi-sectoral structures that bring
together government and its institutions, civil society organisations and the private sector to
create a formidable force against the spread and impact of the HIV and AIDS.

The District and Local AIDS Councils are expected to develop a coherent plan and to ensure
effective implementation of programmes aimed at eliminating duplication, competition and
waste of the scarce resources. As part of its broad goals, District and Local AIDS Council
should ensure that all sectors of the society are mobilised to:
a) Collaborate in building the capacity of locally based organisations in ensuring an

effective response to HIV and AIDS challenges.
b) Ensure positive response to HIV and AIDS in a cost-effective way with maximum impact

to ensure the reduction of spread of the pandemic.
c) Ensure improvement of prevention programmes through information and programmes

that seek to reduce the stigma and discrimination of the infected and affected.

The multi-sectoral District and Local AIDS Councils are established to co-ordinate and
facilitate a coherent response between government, civil society organisations and business
sector within the municipal jurisdiction: The multi-sectoral AIDS council operates in three
levels which are:
a) A multi-sectoral forum (council chaired by the Mayor).
b) Four(4) Sub-committees:
 Education, prevention and Awareness.
 Treatment, care and support for people living with HIV and AIDS
 Care for Orphans and Vulnerable children (OVCs)



 Tuberculosis(TB)
c) Technical Task Team (TTT) responsible for the day to day implementation and co-

ordination of the district and local AIDS councils.

The District and Local AIDS Council structures are a very important pillar in the
implementation of a country response to HIV and AIDS. The tasks of the District and Local
AIDS councils are three-fold and are defined as to:
a) Act as a voice for HIV and AIDS in the broader municipal development and in the IDP

planning, implementation and monitoring processes.
b) Take responsibility for the co-ordination, planning, implementation, monitoring and

evaluation of HIV, STIs and TB programming and interventions led by the municipality.
c) Leverage, co-opt and support role-players outside the municipality who are providing

programming services.

Composition of District AIDS Councils

The District AIDS Council comprises the following individuals, sectors, officials and
government departments:
 Mayor (Champion)
 Councillor (s)
 Local AIDS Councils Chairpersons.
 Municipal manager
 Community services Managers
 Men sector
 Organisations of People living with

HIV and AIDS
 Business sector
 Children organisation
 Sporting community
 Women sector
 Youth sector

Non-Governmental organisations
(NGOs)
 Community-Based Organisations(CBOs)
 Religious sector
 Traditional Leaders
 Traditional Practitioners
 Labour Movement
 Transport industry
 Disability sector.
 Older Persons.
 Government Departments
 Other relevant stakeholders

Roles and Responsibilities for the District AIDS Council Structure

District AIDS Council
As a broad approach based on the global, provincial and local imperatives informing the
ORTDM involvement in HIV, STIs and TB, the role of the role of the ADM is to:
a) Facilitate the integration and co-ordination of programmes between all stake-holders and

role-players involved in the fight against the spread of HIV and AIDS pandemic.
b) Bring together all role-players and stakeholders within the jurisdiction of the district

municipality.
c) Ensure the development of a District wide multi-sectoral HIV and AIDS strategy to

respond to the impact of the pandemic.
d) Build the capacity of all local initiatives and projects.
e) Monitor and evaluate the implementation of projects and initiate new ones if they do not

exist.



DAC Sub-Committees

To ensure effective co-ordination and implementation of its programmes, the District AIDS
Council will establish sub-committees that will be constituted by representatives from
different role-players and stakeholders that will among other things will be responsible for:
a) Building partnerships among stakeholders and role-players.
b) Convene all role-players and stakeholders according to priority areas as outlined in the

strategic plan document.
c) Improving communication and co-ordination among stakeholders and role-players.
d) Setting up of cross referral systems.
e) Development of joint plans and programmes.
f) Developing a broad programmes and ensure involvement of all organisations and

community at large in the DAC programmes.
g) Monitoring and evaluation of the implementation and impact of the DAC programmes.

6.4.3 Technical Task Team

To ensure effective co-ordination and implementation of its programmes, the District AIDS
Council will establish a Technical Tasks Team constituted by sub–committee convenors and
other resource persons that will among other things will be responsible for:
a) Provide administrative support to the  AIDS council and the council committees
b) Provide the council with technical advice
c) Collate reports
d) Minutes of all council and task teams meetings
e) Correspondence management
f) Assisting task teams with logistical preparations
g) Responsible for the general co-ordination and preparation and logistical arrangements of

the DAC and its sub-structures.
h) Monitor and evaluate the implementation and impact of DAC programmes.
i) Mobilisation, distribution and utilisation of available resources.



DISTRICT AIDS COUNCIL STRUCTURE
________________________________________________________________

Special Programs
Unit

Treatment,
care and
support
PLWHA

Care and
support for

OVCs

Tuberculosis
(TB)

Education,
Prevention
and
Awareness.

Amathole District
Municipality

Council

Municipal Manager Legislative and
Executive Support
Services

Amathole District AIDS Council
Constituted by Sector representatives

and Chairpersons of LACs
DAC

Technical Task Team



CONCLUSSION

The District HIV/AIDS strategic Plan 2014-18 is the culmination of extensive consultation and
deliberation over several months with a wide range of stakeholders.
These processes were key to determining the strategic priorities and the appropriate way forward
in dealing with the dual epidemics of HIV and TB in the District.
DAC provided the overall guidance and framework for the DSP. The Local AIDS Council
played an important role in this process.

The DSP 2014 – 2018 will provide strategic guidance for HIV, STI and TB activities for the next
five years. It focuses on the drivers of the HIV and TB epidemics to achieve the goals defined
below. It builds on the achievements of the previous SPU plan, scaling up what has been done
well, and improving the quality of services, while at the same time integrating new and proven
strategies. As such, it does not repeat many of the interventions that are now considered to be
part of the routine package of services for HIV and TB prevention, care and treatment (e.g.
home-based care and support groups). The DSP is intended to respond to the rapid changes in
the epidemics and will therefore be reviewed regularly for relevance and effectiveness. It is
located within the broader development plan of government.

The DSP is a multi-sectoral, overarching guide that will inform the District, local, municipal and
community-level stakeholders about the strategic directions to be considered when developing
implementation plans. It will also be used by DAC as the framework for coordinating and
monitoring the implementation of the plan.


