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Gender and HIV
This issue of Equal Treatment focuses on
women, men and HIV. In the opening article we
examine how gender-based violence and our
perceptions of the roles of men and women in
our society help to drive the HIV pandemic.
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Women and Men
From multiple concurrent partnerships and
decriminalising sex work to child abuse and
‘corrective rape’, this section explores a variety
of issues relating to women, men and HIV.

Rape, gender and the law
In this section we bring you a step-by-step
guide on what to expect when reporting rape
to the police and what your rights are in
such situations. We also take a look at Julius
Malema’s case before the Equality Court.
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Ground-breaking science
In the final section of this issue we review some
of the important scientific findings presented at
the International AIDS Society Conference held
in Cape Town in July. Read about the findings
of the pioneering CHER trial and find out where
we are on the road to early treatment for all
infants.

Editorial
Violence against women (VAW) is a major public
health and human rights problem throughout the
world, and particularly in South Africa.
Every 26 seconds a woman is raped in our
country. Every six hours a South African woman
is murdered by her partner. Hate crimes are on
the rise as we see black lesbians being raped and
murdered. VAW has profound implications for
health, but is often ignored. The National Strategic
Plan commits to addressing gender-based violence
(GBV) as it is one of the factors driving South
Africa’s HIV epidemic.
The World Health Organization’s World Report on
Violence and Health notes that “one of the most
common forms of VAW is that performed by a
husband or male partner”. This type of violence is
frequently invisible since it happens behind closed
doors. Effectively, legal systems and cultural norms
seldom treat it as a crime, but rather as a “private”
family matter, or a normal part of life.
A recent study found that at least one in four South
African men admit to rape. One in nine women
in South Africa reports having been raped, and
this figure might be lower than the reality. Women
do not always report rape, for various reasons,
including the failing justice system. Rape cases
often take more than two years to process and
conviction rates are extremely low. There have
also been instances of secondary victimisation by
police.
Poor service delivery has contributed to the
increase in GBV. For example, there are often
no street lights or police stations in areas where
rape is rife. Few Sexual Offences Courts are
fully operational in these areas, and there are
not enough accessible Thuthuzela centres (care
centres for rape victims) of the same standard as
Simelela centre in Khayelitsha.
Efforts to deal with GBV have focused mainly
on the justice system. They have not addressed
prevention methods or the health implications of
GBV. Therefore, the Treatment Action Campaign
(TAC) is campaigning for health care access for
rape survivors and for the prevention of GBV. South

Africa has progressive policies on GBV, like the
Domestic Violence Act, Sexual Offences Act and
national Sexual Assault Policy to deal with this
crisis. The challenge, though, has always been the
implementation of these policies.
This can be seen in problems like poor access
to post-exposure prophylaxis (medicine to
reduce the risk of getting HIV from rape) and
the shortage of rape kits for evidence collection.
There is no psychological support for rape
survivors. Victim empowerment centres in
police stations are sometimes closed, or rely on
volunteers. Furthermore, service providers may
lack understanding of the law or the needs of rape
survivors. Thuthuzela centres operate only during
office hours, even though rape happens at any
time of the day or night, and many Sexual Offences
Courts are hard to access.
Civil society and government run projects to
address these challenges, for example, the Men
as Partners (MAP) programme, and 365 Days of
Action to Prevent Violence Against Women and
Children. Many organisations such as TAC and its
partners (People Against Women Abuse [POWA],
Rape Crisis, National Network on Violence
against Women, 07-07-07 Campaign, One in Nine
Campaign) are working to make South Africa a
safer place to live.
I am raising my son Warona and his nephews to
respect women and to see violence of any kind
as a crime. I aim to help them understand issues
of gender and sexuality. Until all of us commit to
preventing GBV, it will remain a huge problem. By
changing harmful social norms, assisting those
who cry for help, engaging our friends and family
members on these issues, and most importantly,
by adjusting our own attitudes to women, we can
create the change that is needed. Enjoy this issue
of Equal Treatment and share with others what
you have learned. Join your nearest TAC branch.
Attend your local Community Safety Forum and
Community Police Forum to address safety and
security in your neighbourhood.
Nomfundo (Nono) Eland, TAC National Women’s
Rights Campaign Coordinator
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Gender and HIV

How gender-based violence, gender inequality and traditional gender roles fuel HIV.
By Poppy Riddle

In South Africa, the rate of female murder by a partner is six times the
global average. Every six hours a woman is killed by her partner in this
country. It is estimated that 42% of South African men have committed
violence against an intimate partner. In a recent study 28% of men admited
to rape. The statistics are overwhelming: gender-based violence is a huge
issue in South Africa.
HIV is also a big problem in this country. With 5.5 million infected, South
Africa has the largest number of people with HIV in the world. 11% of the
population is HIV-positive, although HIV is more prevalent in certain groups.
HIV prevalence is highest among women aged 25-29; 33% of females in this
age group are HIV-positive.

Photos by Jodi Bieber.
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My name is Cassandra Emma Moyo.
I was stabbed with a bread knife by my husband. I was stabbed in the back through the kidney. After stabbing me he
drank poison. He forced me to drink the poison. After that I was in a coma for three months and I was pregnant.
I have scars all over. I can’t say I’m happy. I’m happy I’ve got myself and my child. But I don’t like these scars. When
I look at them I get very angry. Sometimes I think I am just ugly. I just think maybe I was stupid. He kept on hitting
me, hitting me, and I kept on staying with him for no reason. Sometimes I blame myself for it.
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My name is Doreen Kotsedi Pitsa.
I am a single mother, a divorcee, a mother of two and I am a blind woman. I was never born blind but today I am blind. My ﬁrst child, Pumla, 21, is
also blind. She became blind at the age of 7 due to the family violence.
I was married to a very violent husband. Why I didn’t quit in that marriage I don’t know. He made me his punching bag. What he used to do was to
pull me with my long hair and just hit me on the face. The doctors say I had a retinal detachment which made me blind. The doctors say this happens
by having a heavy blow on the head. I will say thanks that I didn’t die in that relationship. Many women didn’t make it. But the fact that I did make
it, that’s why I have to tell women, to quit such relationships.

Studies have shown that sexual and other
physical violence against women helps to fuel
the HIV epidemic. Such violence, and the fear
of it, puts both men and women at higher risk
of contracting HIV. Women are sometimes
afraid to insist on using condoms because they
worry that men will be violent and assume the
woman is unfaithful. Men sometimes think that
using condoms is not ‘masculine’, and so they
have unsafe sex with women.

Rape
South Africa’s rape rate is the highest in the
world for any country not at war; every 26
seconds a woman in South Africa is raped.
Rape fuels the HIV epidemic for a number of
reasons. If the rapist does not wear a condom
when he rapes, HIV may be passed both from
the rapist to the victim and vice versa. If both
perpetrator and victim are HIV-positive, they
may reinfect each other (reinfection, also
known as superinfection, occurs when an
HIV-positive person contracts a different strain
of HIV from the one that first infected them).
During forced intercourse, the chances of HIV
infection are higher. This is because the violent
nature of the act may cause genital injuries
in both women and men. Such injuries make

What is gender?
When someone is born we can immediately tell their biological sex – male
or female.
Gender, by contrast, is a changeable set of characteristics labelled
masculine or feminine. These characteristics diﬀer depending on the
society or culture in which a person lives. This means that what we see as
‘masculine’ and ‘feminine’ can change depending on where, when and how
we live. What it means to be ‘male’ or ‘female’ is not ﬁxed, and as a society
we can change what these concepts mean. Being a male also does not mean
that men have masculine characteristics. Being a female also does not
mean that women are feminine.

HIV transmission more likely. In South Africa,
where HIV prevalence is high, transmission
of HIV through rape is a very real danger.
Furthermore, women are biologically at a
higher risk than men of HIV transmission
through intercourse. This is because the vagina
has a greater exposed surface area than the
penis – the vagina has more skin, or tissue,
through which the virus can be passed.

Violence and the fear of violence
A study carried out in 2004 showed that women
who experience violence are more likely to
have HIV. Another survey conducted in 2009
confirmed that men who had been physically

GENDER AND HIV

Are gender-based violence and HIV
prevalence linked?
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violent to a partner on more than one occasion
were significantly more likely to have HIV.

women to show their power, reminding women
that they are less powerful.

Violence or the fear of violence within intimate
relationships creates vulnerability to HIV
transmission in several ways. If a woman has
experienced violence and/or fears it, she is
less likely to ask her partner to wear a condom
and less likely to insist on continued use of
condoms. She is also less likely to reveal her
HIV-positive status to her partner for fear that
this will result in violence. It may also mean
that the woman cannot adhere fully to her
antiretroviral treatment (ART) as she has to
hide from her partner the fact that she is taking
medicine. Reduced treatment adherence
makes the woman more vulnerable to
opportunistic infections, more likely to develop
resistance to her ART, more infectious and
therefore more likely to pass HIV to her partner.

Patriarchy does not only show itself in violence
against women. It also affects how society
expects us to behave as men and women in
every area of our lives. There is increasing
evidence to suggest that these expectations of
male and female behaviour put both men and
women at greater risk of contracting HIV.

Past experience of violence
Some studies have suggested that past
experience of violence also makes women
and men more vulnerable to HIV infection. For
example, studies have shown that if a woman
experiences sexual violence in early life, she is
more likely to engage in risky sexual behaviour
in the future. She is more likely to have sex at
a younger age, use drugs and alcohol, have
more sexual partners, trade sex for money and
use condoms less. All of these behaviours have
been shown to put people at higher risk of HIV
infection.
Other studies have found that if men
experience violence in their homes as
teenagers, they are more likely to become
trapped in cycles of violence themselves. As
explained above, men who are violent to their
partners put themselves and their partners in
danger of HIV transmission and reinfection.

GENDER AND HIV

Inequality and gender roles
While the reasons for violence against women
are complex, one key cause is the power
imbalance between the sexes. In a patriarchal
society like South Africa’s, men are considered
to have primary authority and control over their
families and within society as a whole. Women
have less power than men and are expected
to obey them. Some men use violence against
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What society expects of men
To be sexually virile is often seen as
an essential part of manhood. In many
communities, this expresses itself in the ideal
of a man with multiple partners at one time
(for example the Zulu ideal of isoka). If a man
has many sexual partners at the same time,
and does not use condoms with them, sexually
transmitted diseases including HIV spread very
quickly.
Furthermore, researchers have found that
traditional ideals of masculinity make men
reluctant to wear a condom. As one man said,
“Men want flesh to flesh; they believe that what
makes man is flesh to flesh”.
In a society in which male strength is prized
and expected, men are reluctant to show
weakness by visiting health clinics. One study
in 2008 suggested that significantly more
women than men access ART, even when
accounting for higher HIV prevalence amongst
women. If men do not use ART as much as they
should, this feeds the HIV epidemic in various
ways. Firstly, the health of men is undermined,
as they do not get medicine when they need
it. They are more vulnerable to opportunistic
infections, more likely to be seriously ill before
starting ART and more likely to die from AIDS.
Secondly, people taking ART are far less
infectious. If men do not access ART they are
more likely to spread HIV.
The reluctance of men to show physical
weakness is also displayed in their
unwillingness to test for HIV. There is evidence
that some men use ‘proxy testing’ to discover
their status, making their girlfriends or wives
pregnant and then expecting them to test for
HIV through antenatal services. This practice
fuels HIV in several ways. It places the burden

Photos by Jodi Bieber.

My name is Motlalepue Mahole.
I am 23 years old. I was abused by my stepfather. He was abusing me sexually and physically and he actually did it for a long time and I stayed there
until I had a baby, I actually had two children from my stepfather. I was only 14 when the abuse began.
When it ﬁrst happened it was at night and I was alone with him, my mom was in the hospital and then he raped me. I was just ashamed, afraid and I
just didn’t want to deal with it. I didn’t tell anybody until some couple of days. I told my mom and she asked him, and they beat me together because
they said I was lying. Sometimes it used to happen during the day when my mom was not there. Sometimes I never told her, I would never talk about
it, I just thought it was shameful.
My one dream for sure is that I would like to go out and talk about rape to schools you know, talk to children, because I believe this thing is still
happening and kids out there, they are still blaming themselves about what happened.

What society expects of women
In a patriarchal society, like that in South
Africa, a woman is not supposed to challenge
her man’s power. She is expected to put his
pleasure before her own needs. Therefore
women, knowing that men are often reluctant

to use condoms, are less likely to insist on
using them.
A man’s power in a sexual relationship is often
greater when a woman is financially dependant
on her partner. In a patriarchal society, men
are expected to provide financially for women.
This builds dependence on the part of women
and they may become reliant on their partners
for basics such as food and shelter. This again
creates vulnerability to HIV infection in both
partners; it makes a woman less likely to insist
on using condoms, less likely to leave her
partner if he has other partners and less likely
to disclose her HIV-positive status to him. If
she does not reveal her status to him, problems
with treatment adherence, infant feeding and
reinfection may occur.

Sources: Dunkle, K. et al. “Gender-based violence, relationship power and risk for prevalent HIV infection
among women attending antenatal clinics in Soweto, South Africa” Lancet 363 (2004); Jewkes, R. “Gender &
Sexuality – Recent Data and its Implications for HIV Prevention, Treatment, Care and Support” Presentation to
the International AIDS Society Conference, Cape Town (2009); Jewkes, R. et al. “Gender inequalities, intimate
partner violence and HIV preventative practices: Findings of a South African cross-sectional study” (2005);
Kalichman, S. C. et al. “Sexual assault, sexual risks and gender attitudes in a community sample of South African
men” (2007); Mills, E.A. et al. University of Cape Town “Love in the Time of AIDS: The Relational Gender
Dynamics of Prevention, Testing and Treatment” CSSR Working Paper (2009); Mills, E.A. “Briefing: From
the Physical Self to the Social Body: Expression and Effect of HIV-Related Stigma in South Africa” Journal of
Community and Applied Social Psychology 16 (2006); Nattrass, N. “Gender and Access to Antiretroviral Treatment
in South Africa” Feminist Economics 14 (2008); Peacock, D. “Men as Partners: South African Men Respond to
Violence Against Women and HIV/AIDS” (2003)
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on the woman to test and therefore allows the
man to blame her for “bringing HIV into the
home”. This in turn makes the woman reluctant
to disclose her status to her partner for fear of
violence or abandonment. If the woman does
not reveal her HIV-positive status to her partner,
both man and woman are at risk of HIV-related
problems. These include reinfection due to the
continued practice of unsafe sex, and reduced
adherence to treatment (the woman may have
to hide the fact that she is taking ART). If she
becomes pregnant, it also makes her unborn
baby more likely to contract HIV. When the
baby is born, she may not use formula milk
to protect the infant from contracting HIV for
fear that her partner will realise that she is
HIV-positive. Not using formula milk is made
more likely by the social pressure on women
to breastfeed - the idea that a ‘good mother’
breastfeeds her child. This puts the baby at risk
of HIV transmission through breast milk.
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Multiple concurrent

partnerships
By Ella Scheepers

?

Q

Why is having multiple partners risky for HIV?

A

When you have unprotected sex, you can get HIV from your
partner’s past partners and all of their partners

WOMEN AND MEN

What is MCP?

6

?

Multiple concurrent partnerships (MCP) occur
when a man or woman has more than one sexual
relationship at the same time. The partners may
overlap for weeks, months or years. When men
or women have more than one sexual partner
over the same time period, they become part of a
sexual network. If someone in that sexual network
becomes infected with HIV, it increases the
chances of HIV spreading to everyone in the group.

partners. In some communities, a man’s
masculinity is defined by how many sexual
partners he has. A relatively wealthy man may
even be expected to have more than one wife
or girlfriend. Some men feel the need to have a
variety of sexual partners. There are some who also
believe that their partners need to be spared the
physical demands of frequent sex, and therefore
these men have sexual relationships with other
women.

Why men have multiple partners

Why women have multiple partners

Many men experience peer pressure to
demonstrate their manhood by having multiple

Some women may be forced into sexual
relationships or be afraid to leave them because of

Poverty and MCP
High levels of poverty in some communities such
as in informal settlements and rural areas create
situations where MCP is the result of social and
economic factors. For example, the migrant labour
system in mining and other industries resulted
in men and their partners spending a lot of time
apart. Some men would have a girlfriend near the
mine or industrial area and then go back to their
wives in rural areas. In this way infection could
spread from one area to another.

Why is MCP important?
In southern Africa the probability that a sexual
partner is infected with HIV is around one in four
to one in six. It is therefore extremely risky to have
unprotected sex with anyone whose HIV status is
unknown.
The sexual networks created by large numbers
of people engaging in multiple concurrent
partnerships have been described as creating
a ‘superhighway’ for the spread of HIV. The
combined effects of sexual networking and
the spike in infectiousness after a person first
contracts HIV mean that as soon as one person in
an MCP network is infected, everyone else in the
network is at risk. The precise extent to which MCP
has driven the HIV pandemic is unclear, though.

Sources: Halperin, D. and H. Epstein “Concurrent sexual partnerships help to
explain Africa’s high HIV prevalence: implications for prevention” Lancet 363
(2004); Simbayi, L. Human Sciences Research Council “The Challenges of
MCP prevention in South Africa” Presentation to a Roundtable discussion on
“Multiple Concurrent Partnerships in the Popular Media” (2009).

Types of MCP

Relationships with a steady partner and other ‘side’ partners
Example: A man has an ‘official’ girlfriend or wife, but also has a
mistress or two. If one mistress is infected, the man could become
infected through unsafe sex and then infect both his steady partner
and the other mistress. If the mistresses have other boyfriends,
infection could then be spread to them as well.
Intergenerational relationships
Example: A young girl has a relationship with an older man
because he provides a good opportunity to improve her social
standing. She may also have a boyfriend of her own age. If the older
man is HIV-positive, he may infect the girl through unprotected sex,
who in turn may infect the younger man. From the younger man,
the virus may then be passed on to other young women or men.
Transactional relationships
Example: A teenage girl has a sexual relationship with an older
man who buys her things that she wants and helps to support her
family. She also has a boyfriend of her own age. If this boyfriend
is HIV-positive, she may become infected through unsafe sex
and then the infection may spread to the older man. From here,
infection could spread to all the people in the older man’s sexual
network.
Women and men who are in intergenerational or transactional
relationships often have a boyfriend or girlfriend of their own
age at the same time.

Solutions
•

Use condoms – If you have multiple concurrent
partnerships, it is extremely important to use a condom
when having sex.

•

Change sexual behavior – The so-called ‘zero-grazing’
campaign has had some success in reducing the spread of
HIV in Uganda. ‘Zero-grazing’ refers to not having sexual
relationships (‘grazing’) outside of your marriage or primary
sexual relationship.

•

Change social values and norms that support and reinforce
MCP and intergenerational sex – For example, in Uganda,
Kenya and Zimbabwe, reports suggest that a reduction in
the number of multiple concurrent sexual partners was the
main reason for a decline in HIV incidence.

•

Get tested – Testing for HIV helps to identify infection
earlier and prevent it from spreading through sexual
networks.

WOMEN AND MEN

the threat of violence. Sometimes women stay in
relationships due to manipulation, financial need
or social pressure to conform. Difficult economic
circumstances and a lack of employment may
make them reliant on multiple partners for
support. Transactional and intergenerational sex
is sometimes driven by girls needing money or
the material possessions that ‘sugar daddies’ can
give them. A recent Human Sciences Research
Council (HSRC) study found that intergenerational
relationships are becoming more common in
South Africa. In most of these partnerships, the
young adults conduct parallel ‘love’ relationships
with someone of their own generation. Desire for
sexual satisfaction is also a reason for MCP.
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Help
prevent

rape

Preventing
rape is a task
for all of us,
men and
women alike.
By Rachel Jewkes

South Africa is once again the focus
of international attention over
rape, with recent research showing
that more than one in four men
interviewed had forced a woman or
girl into sex. Shocking as this ﬁgure
is, it was already known that very
large numbers of women are raped
every year. About 55, 000 report
the incident to the police and an
estimated eight out of nine incidents
of rape are never reported.
8
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Such research is very valuable in helping us to
understand how rape can be prevented. Until now the
main approaches to rape prevention in South Africa have
focused on strengthening the criminal justice system.
This is very important. It is important that people
are encouraged to report rape to the police and that
when they do so, the police and justice system respond
sensitively and professionally. However, when we realise
that as many as a quarter of the adult male population
of the country may have raped, it becomes clear that
rape cannot be prevented just by punishing perpetrators.
Rape prevention needs to start much earlier in people’s
lives.
The new research shows that nearly three in four men
who rape do so for the ﬁrst time in their childhood
and teenage years. This points to the need for rape
prevention to start in childhood. So what needs to
be done? The problem of rape is rooted in gender
inequality, which is a deeply-rooted problem in
South African society. Despite having gender equality
enshrined in the Constitution, our society accords men
more power than women and values them more highly
than women.
From an early age, boys learn that they have both
physical strength and collective power which they share
with their male peers. Young boys learn that, for the
most part, when they behave in an anti-social way adults
will see them as just ‘being boys’. Girls, on the other
hand, are not expected to ‘get raped’ and if they do,
people will ask what they did to deserve it. Women and
girls are blamed for rape and stigmatised afterwards.
Rape prevention starts at home, in schools and in
our communities. It starts with the way we raise our
boys. If we want to contribute eﬀectively to the task of
reducing the problem of rape, we have to try consciously
raising our boys to understand that both sexes are of
equal value. We need to teach them that respect is not

just about respecting elders, but about respecting all
of humanity. We must teach boys to appreciate that
they are responsible for their actions, and that they
must think about how these will aﬀect other people. A
prominent NGO campaign in the United States used
the slogan ‘My power is not for hurting’ to educate
men in the prevention of violence against women. This
message can also be key in our eﬀorts to socialise South
African boys.
It is very diﬃcult to ask children to give what they do
not receive. If we want boys to grow up as kind, caring
and non-violent individuals, we have to ensure that
this is also part of their childhood experience. Research
has shown that men who rape are much more likely to
have had absent fathers and experienced diﬀerent forms
of physical, sexual and emotional abuse and hardship
in childhood. One of the most urgent tasks for our
families and communities is to ensure that men become
involved socially, as well as ﬁnancially, in the lives of
their children and can become positive role models. This
requires a change in the way many men organise their
lives. It will be a particular challenge to get men who do
not live with their children back in touch with them in a
meaningful way.
We also have to look at how boys are introduced to sex.
We still struggle to talk about sex with our children and
usually leave it up to their peers. If we want to prevent
rape, we must talk about it. We need to be clear that no
woman or girl ever deserves to be raped, ever asked for
rape or ever enjoyed it. We need to talk about the law
on rape. It clearly says that if a woman or girl doesn’t say
‘yes’ she hasn’t consented to sex and then any sexual act
with her is rape. What about those who say ‘no’ when
they mean ‘yes’? This is often raised, but what we need
to say to boys here is that the worst that will happen is
that the two won’t have sex then. If she really wants to
have sex, there will be another chance for her to make
her views clear.
Rape is a very serious problem in our society. It indelibly
marks the victims of rape, many of whom struggle to
deal with the psychological consequences years after
the event. Yet it is something that we all have a role in
preventing. If we want to build a better society and one
that enshrines the principles of the liberation movement
and our democratic Constitution, we need to ensure as
men and women that we all play our part.

WOMEN AND MEN

What was new about the recent research was that it
involved men disclosing in interviews that they had
raped. This made it possible to learn more about the
circumstances in which men rape. Men most commonly
had raped a woman who was not a partner, and about
one in ten had participated in a gang rape, in which
more than one man had raped. About one in twenty of
the men interviewed had raped in the previous year.
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Human rights for
Many people bear prejudice and aggression towards sex workers. Words like
whores, gentoos, makosha and isifebe pepper the language that refers to women
who sell sexual services. Yet few people realise that the majority of sex workers
have little choice; they work in the sex industry in order to survive.

Many sex workers provide for extended families and
are often the only breadwinner. Their work is neither
glamorous nor safe; sex workers are raped, abused,
kicked and beaten, and often work in dark, dangerous
places. Some police are unsympathetic to sex workers’
complaints about abuse and, on occasion, may be the
rapists and abusers themselves.

3. Legalise sex work within certain narrowly-regulated
conditions
•

The state regulates sex work and it may be legal
in certain designated areas

•

The city of Amsterdam in the Netherlands is an
example of this approach

4. Decriminalise sex work
Life is very hard for most sex workers. Instead of
assisting them, South African criminal law currently
makes it a crime to engage in sex work. Fortunately,
these old laws are being examined by the South African
Law Reform Commission (LRC) in order to bring them
in line with the South African Constitution. The LRC
is a government body that examines laws and suggests
revisions where necessary.
In May 2009 the LRC released a discussion paper on sex
work and invited the public to comment on sex work
and the law.

WOMEN AND MEN

In this paper, the LRC said that there are four basic
approaches that the law can take in relation to sex work:
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•

Remove all laws that criminalise sex work

•

New Zealand uses this model

Many human rights and women’s advocates argue that
decriminalisation is the only model that can safeguard
the human rights of sex workers. It gives sex workers the
right to refuse sex, to be covered by current labour laws,
and to have the assistance of police in times of need.
In New Zealand, researchers found that following the
decriminalisation of sex work in 2003, sex workers
said that their working conditions and wellbeing had
improved. They felt safer and were more likely to report
abuse to police.

1. Totally criminalise all aspects of sex work
•
Marlise Richter
is a lecturer at the
Steve Biko Centre
for Bioethics (Wits
University) and a
member of the South
African National AIDS
Council (SANAC)
Women’s Sector Task
Team.

This is the model we have currently in South
Africa

2. Partially criminalise aspects of sex work
•

Some aspects of sex work are illegal, but others
are not

•

Sweden and Germany are examples of this
model

If sex work is decriminalised, it will also help South
Africa to deal more eﬀectively with HIV/AIDS. Some
health workers do not want to treat sex workers, or they
make it hard for them to get health care services. If sex
work is decriminalised, the stigma that attaches to it will
be lessened. Sex workers will feel more entitled to access
and demand important services.

Photo by David Harrison/the Mail & Guardian.

Muchaneta’s story

Equally important is the fact that sex workers will be
able to refuse sex with clients who do not want to use
condoms. This is currently diﬃcult as many clients want
‘ﬂesh-on-ﬂesh’ sex and often force sex workers to have
unprotected sex.

The LRC now has to consider the public’s comments
and to make speciﬁc recommendations to the Minister
of Justice and Constitutional Development about which
legal model South Africa should adopt. We hope that
the LRC will choose the decriminalisation of sex work
– the legal model that the National Strategic Plan (NSP)
recommends.
In the meantime, there are a number of things you can
do to help:
•

Encourage government departments, civil society
and service organisations to improve all programmes
supporting the wellbeing and legal standing of sex
workers.

•

Campaign for the implementation of the provisions
in the NSP that relate to sex work.

•

Challenge people’s negative ideas about sex workers.
You can point out that decriminalising sex work is
not the same as morally supporting sex work. We
don’t always make a crime of everything we think is
‘immoral’. For example, I might think it is immoral
to lie, but it isn’t a crime in South Africa. When
you hear someone talk about a whore, slet, makosha
or similar names for sex workers, challenge them
directly.

(Translated by Corwin Mhlahlo)
My name is Muchaneta (‘you will eventually tire’). I
come from Zimbabwe. I came to South Africa to look for
work, but found things very difficult here, so I decided
to become a prostitute. It is hard to look for work in a
foreign country, especially when your papers are not in
order, and really, nothing comes to those who just sit.
I have been working for two years now as a prostitute
while staying at a hotel in Johannesburg.
I met a man at the bar in the hotel where I live. This man
told me that he wanted to take me home. After I agreed
to his proposition, he left money for me at the hotel, and
we went to his home together. He did not tell me that
he lived there with many other men. I was to find out
the hard way, as all six men then slept with me without
putting on condoms.
I cried as I had nowhere to report this. I was afraid to
go to the police for fear of being returned home as my
papers were not in order. Also, sometimes the police do
not listen to you if you are a prostitute. Instead, they say,
“she who goes looking for scars will get them”.
All we ask for is a better means of survival in this foreign
land, and recognition that we are as human as everyone
else, not wild animals. We went to school and passed our
examinations, and it is only the scarcity of jobs that has
led us to prostitution. We therefore appeal to government
to put in place laws that prohibit the police from treating
us like slaves and instead require them to help us in times
of trouble.

The National Strategic Plan (NSP) recognises that several
higher-risk groups, such as sex workers and drug users,
face barriers to getting HIV prevention and treatment
services, because their activity is currently unlawful. The
NSP therefore recommends the decriminalisation of sex
work.
Source: HIV & AIDS National Strategic Plan for South Africa 2007-2011.
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By Marlise Richter

11

Photo by Roulé le Roux.

Protecting
our children
By Joan van Niekerk, Childline South Africa
Child abuse and neglect are pressing problems in South Africa. They can severely damage all aspects of a child’s development.
Childline is often asked about the prevalence of abuse in South Africa, but it is difficult to answer with any accuracy.
The CIETafrica research among 283,000 children across the country indicated that 50% of South African children have
experienced some form of sexual abuse before the age of 18.

Many children never report abuse to
anyone for a number of reasons:
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Sometimes children accept a favour or
material reward from an abuser that makes
it very difficult to reveal the abuse. Children
who live in poverty, and teenagers who feel
under pressure to have the same lifestyle as
their more privileged peers, are particularly
vulnerable here. Childline comes across many
children who survive only by exchanging
sexual ‘favours’ for basics such as food,
clothing or a roof over their heads

•

They do not recognise the behaviour as
abusive or neglectful. This can be true even of
the sexual abuse of young children, because
they have no adult understanding of what sex
is about, and are sometimes sexually abused in
a ‘gentle’ and sexualising way.

•

Sometimes children are led to believe that they
deserve abuse or neglect, perhaps in response
to some real or alleged misbehaviour.

•

Many children feel intense shame and
embarrassment, particularly when the abuse
is sexual. This is especially true in cultures
with strong beliefs about virginity, or if the
abuser is of the same sex as the child. Teenage
boys in particular may find it very difficult to
acknowledge sexual abuse by any person, but
especially by a male abuser. South African
society still has many prejudices about
homosexuality.

Some children feel a need to protect the
abuser, for example when that person is a close
member of the child’s family. There arere are
times when the need to protect is motivated
by someone else in the family who puts
pressure on the child not to reveal the abuse.
This may be because the abuser is the family
breadwinner. Children may find it very difficult
to report abuse when they have an affectionate
bond with the abuser.

•

Many times children are simply intimidated
into silence. They are threatened with further
violence, or the withdrawal of food, love,
possessions or relationships.

•

12

•

•

On occasion children may feel that they are to
blame for the abuse. For example, an abuser
may tell a young girl that she should not have
worn shorts or a tight top.

•

Everyone has an obligation to report child
abuse and neglect. However, the law is
changing and the following now applies to
reporting abuse:

•

Everyone is obliged to report any sexual crime
against a child, including child prostitution,
according to Section 54 of the Criminal
Law (Sexual Offences and Related Matters)
Amendment Act. These crimes must be
reported to the South African Police Services.

•

Everyone has the obligation to report any
involvement of a child with any form of making,
distributing, downloading of or exposure to
pornography, including child pornography.
Again, people are obliged to report these
offences to the police.

•

In terms of our laws on domestic violence, all
of us have a responsibility to report other forms
of abuse to the police, or to a social worker or
Commissioner of Child Welfare. However, the
Children’s Act as Amended, which has not yet
been implemented, will change this situation.
Only certain professions and occupations will
have to report abuse.

•

Under the new legislation, those who must
report abuse include any correctional official,
dentist, homeopath, labour inspector, legal
practitioner, medical practitioner, midwife,
minister of religion, nurse, occupational
therapist, police official, physiotherapist,
psychologist, religious leader, social service
professional, social worker, speech therapist,
teacher, traditional health practitioner,
traditional leader, or any member of staff
or volunteer worker at a partial care facility,
shelter, drop-in centre or child and youth
care centre. The new Act requires them to
report abuse to the Department of Social
Development, a designated Child Protection
Organisation or to the South African Police
Services.

In all of the above situations, if investigation shows
that the report of child abuse is unfounded (the
person reporting it was mistaken in their belief that
the child was abused), but the report was made “in
good faith”, no one can sue for damages.

If you see child abuse or neglect
and want to report it, you need
to have details of the child,
and where they can be found.
Sometimes Childline receives
reports of abuse, but sadly,
information on the child’s
whereabouts is not detailed
enough for him or her to be
located.
If you do report abuse and
neglect to a service, it is
important to write down and keep
in a safe place the name of the person to whom
you reported this information. Keep their contact
details, and note when they are available to answer
queries. Also, write down where you reported the
abuse, for example, at which police station or
child welfare office, and the date and time of the
report. If you make the report at a police station,
it is important to note down the police officer’s
number, and to check that the report is recorded in
the incident book at the police station.

Where abuse occurs,
adults must report
it to ensure safety
and healing for the
child. Photo by Oupa
Nkosi/ the Mail &
Guardian.

Sometimes people contact Childline to inform us
that they have reported child abuse or neglect,
but that nothing has happened to help the child. If
you have made a report and are concerned that no
action has been taken, it is important to follow up
with the person you first reported to. If necessary,
speak to someone in a more senior position.
According to Section 28 of the Bill of Rights
in our national constitution, children have the
right to protection from abuse and neglect. Their
physical and psychological immaturity limits their
ability to protect themselves, so adults have the
responsibility to protect them.

If you have any queries about child protection please telephone
the Childline National Oﬃce on 031 563 5718, or visit the
website at www.childlinesa.org.za. You can also email Childline on
admin@childlinesa.org.za
For children and adults with concerns about children, Childline has a
toll-free number – 08000 55555, 24 hours a day, 7 days a week.

Sources: Children’s Act no. 38 of 2005 and the Children’s Amendment Act no. 30 of 2007
http://www.cietafrica.org
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Who has to report child abuse and
neglect?
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Silence equals violence
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The One in Nine Campaign is an
unapologetically feminist collective of
organisations and individuals, working for
social justice for women and for a society
in which the rights of women are respected,
upheld and advanced. The Campaign is
premised on the outright rejection of the
patriarchal status quo. One in Nine is
outraged by the levels of rape and sexual
violence in South Africa, and is committed
to realising the Constitution’s promise of
justice and freedom for women.
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The One in Nine Campaign’s annual
“Sexual Violence = Silence” protest is a
day-long demonstration involving hundreds
of women and men, rape survivors and
people in solidarity with them, who come
together to show the devastating silence
that can result from rape. In this year’s
protest, 295 women were gagged for 12
hours, during which they went about their
daily lives, ‘silenced’ to highlight the fact
that most incidents of sexual violence in
South Africa go unreported. This year, for
the first time, 60 rape survivors volunteered
to wear t-shirts reading ‘Rape Survivor’ as
part of the protest. They were in addition
to the 295 silent volunteers and 50 men
attending in solidarity.
Photo courtesy of the One in Nine Campaign.

A rape survivor shares her story of hurt, shame and speaking out.
When I originally signed up for the One in Nine
demonstration I thought that I was agreeing to
participate as a survivor. I wanted to speak out. I felt that
I had been carrying a shameful secret for so long. When
the handing out of the T-shirts occurred that morning I
found that I was registered as a silent demonstrator—I
would be one of the women who would have their
mouth taped shut all day to demonstrate the “silencing”
of women in cases of rape, but I would not be pegged as
a rape survivor. I was secretly relieved.
However, while Larissa Klazinga, a member of the One
in Nine campaign’s national steering committee, gave
her introductory speech that feeling of relief turned to
disappointment in myself. In that time the years of my
silence weighed on me and on my conscience.
While other protesters were being ‘silenced’—having
tape placed across their mouths—I realised that if I too
were silenced, in that very graphic symbolic way, I would
not be able to bear it. So, I decided to exchange my
“Sexual Violence = Silence” t-shirt for a “Rape Survivor”
t-shirt. I tried to do it unobtrusively, and true to my
nature, ever so politely. Is it possible to take ownership
of such an experience in such a manner? “But are you a
rape survivor?” Larissa asked, in her way that does not
mince words. I simply said, “Yes”. I was not prepared for
the wave of shame that washed over me, but there was
no backing out.
As I walked from that venue, I was unprepared for the
weight of my actions. I felt branded with something
that for so long I had considered an intensely private
experience. As I walked into the morning I was aware,
more than anything else, of my shame.
I had thought that many years down the line I would
ﬁnally be able to reveal my truth. As a matter of fact, the
old doubts reemerged. Had I not been partly to blame?
Was I not perhaps somehow wrong? I realised that in
many ways the ancient wounds had never really healed.
Even as I type this I weep. I realise now the toll that my
silence had taken on me.
As I walked past people, many of them diverted their
gaze. I felt out of place, speaking out when I should
leave well enough alone. Walking up our university

department’s stairs I felt the gaze and the silence of those
gathered there. I felt deﬁant, but there was also a part
of me that felt like a pariah. I understood what it must
have felt like for so many women to have been, ‘that
girl’, marked, sullied, damaged goods. “Stay visible”
we had been told, but at that point I could think of
nothing more painful. “Shh,” a colleague said to me
when I addressed her inside our department, laughing,
and referring of course to those ‘silenced women’. I
fumed and I waited until I was in private. Then I wept.
I wept for the women who had spoken out and borne
the judgement, disdain, mockery, indiﬀerence, and
ostracism, when I had remained silent all these years.
And I had the solidarity of 412+ similarly outspoken
demonstrators.

A group of Rhodes
University students
are “silenced” as part
of a 1 in 9 Campaign
demonstration on
the rights of sexual
assault survivors.
Photo by Nina Bekink,
courtesy One in Nine
Campaign.

I did not expect the rawness and immediacy of those
emotions. I did not prepare myself for this. I did not feel
brave. I admit that I went home at one point and wept
again.
Most hard-hitting is that today I still remember him,
that face, those eyes. It has been so long. I hoped that I
would forget it. Why must I bear him with me all this
time?
I am grateful that I have had the opportunity to
confront my own silence, to question it, to try to
understand it and the guilt and the shame associated
with it. I am astonished that, even in this day and age,
there are still these responses, both private and public,
to women who speak out. I was extremely upset by
other demonstrators’ reports of misogynist and violent
comments addressed to them by both men and women
during the protest.
However, I hope that my participation, as uneasy and
uncomfortable as it was at times, will go some way
toward creating a space for other women (and men) to
speak the truth and to give voice to their experiences.
You can wish it away, but it never goes away. You can
pretend it never happened, but it did. I realise that after
having remained silent all these years. There is some
healing that comes from being able just to say it. There
will always be those who misunderstand, but at least you
can also ﬁnd solidarity, compassion, commiseration and,
for some, hopefully, justice.

Rape survivors go
public about their
experience. Photo
by Nina Bekink,
courtesy One in Nine
Campaign.

Rhodes University
students participate in a
die-in, with a bloodied
“Justice” looking over.
The action was meant
to bring attention to the
deaths resulting from
violence against women
that go unpunished
by the South African
justice system. Photo
by Nina Bekink,
courtesy One in Nine
Campaign.
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How men can

help

Rather than simply thinking of men as
perpetrators of gender-based violence,
there is a growing trend to enlist men
as part of the solution. We take a look
at how men can do their part.

Members of Sonke
Gender Justice march
as part of the One
Man Can campaign
on international
human rights day in
Khayelitsha. Photo by
Eric Miller.

It is not easy to address difficult and deeply-rooted
issues like culturally-based gender inequalities,
intimate partner violence, and alcohol abuse.
Without initiatives that enlist men, however,
everyone – both men and women – is put at risk of
contracting HIV.

WHY should men be involved as partners?

We know that most men are not rapists and that
not all men disrespect women. We know that many
men would like to be part of the solution to genderbased violence, rather than being part of the
problem. But how can you help make a difference?

•

Early programmes have proved that men can
be reached through health interventions,
leading to observable decreases in HIV and STI
transmission.

•

Men have the power to change South African
gender norms that condone both the maleon-female and male-on-male violence that
perpetuate HIV transmission.

•

Rape of both men and women, a seriously
underreported crime that is widespread and
believed to contribute to the HIV epidemic, can
be stopped.

•

Risky behaviour, such as having multiple
partners, or abusing alcohol and drugs, have
negative health consequences for men, such
as higher risk of HIV and STI infection.

•

Despite high HIV prevalence rates, only 45% of
those accessing antiretroviral therapy for AIDS
are men — more men need access to these
health services.

•

Without any improvement in male education
and empowerment, there will be continued
polarisation of women and men and decreased
male self-esteem—potentially leading to more
gender-based violence.

The constructive involvement and engagement of
men is essential to turning the tide against the HIV
epidemic. Many strong reasons have been given
for increased male participation and male-focused
health programmes:

WOMEN AND MEN

What can men do?
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Sources: Peacock, D.
and A. Levack “The
Men as Partners
Program in South
Africa: reaching men
to end gender-based
violence and promote
sexual and reproductive
health” International
Journal of Men’s
Health (2004);
Peacock, D. et al.
Sonke Gender Justice
Network “Literature
Review on Men,
Gender, Health and
HIV and AIDS in
South Africa” (2008).

•

Take a step back and question what it means to
be a man in South African society.

•

Get informed and learn about human rights,
women’s rights and gender-based violence.
This issue of Equal Treatment is a good start.

•

Initiate discussions and raise awareness
amongst friends about gender-based violence.

•

If possible, intervene and take a stand in
violent situations. When told about violent
experiences, listen closely, take allegations
seriously and offer assistance.

•

Support women in their political struggle
against violence and discrimination by
advocating openly for equality.

•

Talk openly about the causes and effects of
violence among men.

•

Join workshops on men’s health and genderbased violence.

Homophobia
and hate crimes
By Rebecca Hodes

Nkonyana’s case has drawn public attention
because of the mobilisation of activists from the
Treatment Action Campaign (TAC) as well as from
the Triangle Project and other lesbian and gay
rights organisations. On 28 July 2009, a march was
held to highlight the obstruction of justice in the
case and to protest against the ongoing rape and
murder of black lesbians across South Africa.
A report by Action Aid states that the torture and
rape of lesbians happens in many countries, but
that South Africa is “one of the only countries
in the world” with a constitution which states
that no-one should be discriminated against on
the basis of their sexuality. The South African
parliament was also the first in Africa to legalise
marriage between people of the same sex.
Despite this legal protection, lesbians and gay
men – especially those who are seen to act or
dress like members of the opposite sex – are
often attacked and abused. They are accused of
being ‘unnatural’, ‘isitabane’ (hermaphrodite or
person with both male and female genitals) or
of imitating the so-called perverted gay culture
of the West. Homosexuality (sexual desire or
behaviour directed towards a person of the same

sex) remains a criminal offence in many African
countries, including neighbouring Botswana and
Namibia.
Some prominent black scholars argue that
homosexuality existed in Africa long before
European settlement. They report that some
pre-colonial African cultures allowed same-sex
unions and argue that same-sex relationships
only came to be seen as ‘unnatural’ or ‘criminal’
after the spread of Christianity by missionaries
who condemned homosexuality as a sin. Many
African homosexuals also describe how they were
born gay, rather than becoming gay from any
‘foreign’ influence. Recent research presented at
the International AIDS Society Conference in Cape
Town, showed that the rates of men who have sex
with men are higher than expected in numerous
African states.
TAC continues to campaign for the protection of
lesbian and gay rights, and for a more responsive
and survivor-centred criminal justice system. TAC
calls on political leaders to condemn violence and
hate crimes committed against lesbians, gays
and transsexuals, and to uphold the constitutional
ideals of non-discrimination on the basis of
sexuality. But true change will only come about if
people themselves stop discriminating. Stand up
to homophobia in your community, and encourage
victims of homophobic abuse to report cases to the
police.

Corrective Rape in
South Africa
Eudy Simelane
(31) was murdered
because of her sexual
preference. Pretty
was a good friend of
Eudi and took me to
the football field were
they played soccer
together. Pretty no
longer plays soccer.
She spends a lot of
time with Eudi's
mom. Photo by Jodie
Bieber.
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On 4 February 2006, Zoliswa Nkonyana, a 19-year
old lesbian, was stoned to death by a group
of about 20 young men outside her house in
Khayelitsha. Nine suspects were arrested in
February 2006, but many were later released on
bail. The trial has been postponed more than 20
times. At the time of writing, the main witness in
the case had yet to be allowed to testify.
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Julius Malema
and the Equality Courts
By Emily Nagisa Keehn

In March 2009, Sonke
Gender Justice Network
(Sonke) ﬁled a complaint
with the Equality Court
in Johannesburg against
African National Congress
Youth League Leader,
Julius Malema. The case
alleges hate speech,
unfair discrimination and
harassment of women. This
is the highest proﬁle case
taken to the Equality Courts
since they opened in 2003.

Members of Sonke Gender Justice Network protest outside of the Johannesburg High
Court, where Malema was attending a hearing. Photo by Oscar Gutierrez.

The complaint is in response to Mr.
Malema’s January 2009 statement
to students in Cape Town, that
the woman who accused President
Jacob Zuma of rape had a “nice
time” with him because “when a
woman didn’t enjoy it, she leaves
early in the morning. Those who
had a nice time will wait until the
sun comes out, request breakfast,
and ask for taxi money.” Sonke is
demanding that Mr. Malema issue
an unconditional apology and give R50,000 to People
Opposing Women Abuse, an organisation that provides
assistance to abused women.

RAPE, GENDER AND THE LAW

Human rights and gender equality organisations like
Sonke are concerned with the impact Mr. Malema’s
words have on South African society, where rates of
sexual violence by men against women are some of the
highest in the world.
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As an organisation that supports men and boys to take
action to prevent domestic and sexual violence, Sonke
feels that it is important for Mr. Malema, a high-proﬁle
man in political leadership, to be held accountable for
his statements. An apology would show Mr. Malema’s
willingness to contribute to greater gender equality in
South Africa. It would also help to build a society in
which sexual violence is unacceptable.
The Equality Courts are informal civil courts within
select Magistrates Courts and all High Courts
throughout the country. They were created by the
Promotion of Equality and Prevention of Unfair

Discrimination Act 4 of 2000, and are designed to hear
claims based on unfair discrimination, hate speech, and
harassment. The Equality Courts are intended to remove
barriers that may prevent poor people from accessing
justice. For example, litigants may ﬁle a complaint free
of charge. Equality Court clerks are required to help
litigants who cannot aﬀord a lawyer. There is also a
reduced burden of proof required of complainants in
cases of unfair discrimination.
At the time of writing, Sonke’s case against Mr. Malema
has yet to reach a conclusion. Hearings took place in
July 2009, where testimony was given by Sonke and
expert witness, Lisa Vetten, from the Tshwaranang Legal
Advocacy Centre to End Violence Against Women.
Ms. Vetten warned of the danger that Mr. Malema’s
remarks provided a “source of excuses for sexual violence
and attitudes that tolerate and condone acts of sexual
violence, which is likely to cause or [make worse] the
underreporting of rape.”
Regardless of the outcome of the case, it has already had
a positive impact. The Equality Court in Johannesburg
has experienced an increase in the number of complaints
ﬁled. This is most likely due to widespread media
coverage of the case. It has also encouraged a national
conversation about the important role that civil society
should play in holding leaders accountable for their
statements. Importantly for Sonke, the case has drawn
attention to the growing number of men in South
Africa who refuse to remain silent about the widespread
domestic and sexual violence committed by a minority
of males. These men recognise that silence is equivalent
to complicity and have begun taking action to stop
violence against women.

Have you been raped? Know your rights!
Even though rape is very traumatic and victims often feel depressed and
ashamed, it is important to report it to the police and bring rapists to justice.
Report rape and insist on your rights.
By Anneke Meerkotter
My rights at the police station
When you report a rape, you have a right to be treated with fairness and respect. This means
ans that
you can expect the following:
• The crime will be investigated.
• If you have reported the crime by contacting the police, they must respond to your
report as quickly as they can.
• Measures must be taken to minimise any inconvenience to you.
• A police official will take your statement and complete the forms necessary to record
the crime.
• You will be referred for medical attention or counselling if required.
• A police officer will interview you in private. You may ask to be interviewed by an officer who is of the
same sex as yourself. If available, your request will be granted.
• You will be interviewed in a language that you understand. If necessary, you may ask for an
interpreter.
A police officer will take your statement and ask you to read and confirm its contents by signing it. If you
cannot read, tell the police, in which case the officer will read the statement to you and ask you to sign it
or to place your thumbprint on it. You may request an interpreter if you cannot understand the language.
If the statement is incomplete or incorrect, you will be allowed to add to it or change it, or to make a
further statement. You may ask for a copy of your statement.
You must keep the investigating officer informed of your contact details and whereabouts until the
investigation and the trial have been completed. You must also tell the officer if the accused
d tries to
interfere with the investigation. The investigating officer will also need to know if the accused
sed will not
attend the trial, or if he or she has threatened you.
You have the right to receive information including
• the nature and purpose of your statement;
• the name and telephone number of the investigating officer assigned to your case and the police
case number (CAS, or Crime Administrative System number);
• the possibility of starting a private prosecution at your own expense if the Director of Public
ublic
Prosecutions decides not to go ahead with the case;
• the arrest of a suspect;
• the court case number;
• the progress of the investigation and prosecution of your case including all requirements
ts placed on
you, important dates, decisions and outcomes of bail hearings and the case itself;
• how and when you can reclaim any confiscated property; and
• what services are available to help you and how to use these, including where to get PEP (postexposure prophylaxis, which is medicine to reduce the chances of getting HIV from a rape), and the
importance of doing this as soon as possible.
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You have the right to protection
If you are a witness and you or a family member is being threatened or your life is in danger, you must report this
immediately. Contact the police or the senior public prosecutor at the court and apply for witness protection. You can
expect that the police will investigate the threat against you. If you do not want the accused to know your personal
details, you may ask the investigating officer or prosecutor to withhold this information from them.
When you report a rape to the police by telephone, a police officer must be sent immediately to where you are to help
you and to safeguard the crime scene. An officer will be appointed to investigate your case.
The investigating officer must ensure the safety of child victims and obtain information from the victim. The information
includes a preliminary statement, followed by an in-depth statement 24 – 36 hours later. The officer must tell the victim
about the need to get PEP, the right to apply for HIV testing of the accused and must assist with any such application.
The investigating officer must also help the victim before and during the trial and prepare him or her for trial.
You can help the investigating officer by:
•

ensuring that he or she has your updated contact details (telephone number, residential address, work
k address,
details of another contact person)

•

giving as much information as possible about the suspect or information that could identify the suspect.
ect.

RAPE, GENDER AND THE LAW

The police are not allowed to close a docket in serious cases, including rape cases, without approval from
m
a prosecutor who has considered the evidence. Only an officer with the rank of captain or higher, who is
a station commissioner or in charge of detectives, may close a docket. Police must ensure that all steps are
taken to trace victims or suspects before dockets are closed.
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My rights at a health
facility

The J88 form

Following a rape, a victim
should urgently go to a health
facility that provides services
for rape survivors

The J88 is a form used by health care professionals to record medical evidence. The
victim must sign an SAP308 form giving consent for a medical examination and for the
collection of medical evidence. The J88 form must be given to the investigating oﬃcer. It
will be used in court as evidence.

•

to have injuries attended to;

•

to get medications for
preventing HIV, STIs and
pregnancy;

•

to access any other health
services that are needed,
including counselling; and

•

to ensure that the J88 form
can be completed and
evidence collected.

The J88 records information about the health care professional and the facility where the
medical examination took place. It notes the victim’s medical history, general examination
ﬁndings including condition of clothing, body ﬂuid, clinical ﬁndings, mental state
and clinical evidence of drugs or alcohol, reproductive and sexual history (last date
of menstruation and sex), gynaecological or male genital examination ﬁndings, anal
examination ﬁndings, samples taken for investigation and the name of the police
oﬃcer to whom evidence was handed.
DNA is also collected to ﬁnd biological evidence linking the
perpetrator
perpetra to the crime (sweat, hair, blood, semen). DNA
evidence
eviden is seldom used in rape cases though, because thee
police
poli often fail to collect such evidence from the suspect.
ect.

My rights in court
CCTV and other electronic media
are available to help any traumatised
complainant or witness to give evidence
in court, no matter what his or her age.
Court proceedings can be very
traumatic and intimidating, especially for children. If a
child will be too stressed by testifying in court, the court
can appoint a competent person to act as an intermediary
between the child and the court. Intermediaries may be used
in the courtroom, or the intermediary and the child can be in
another room and interact with the court through CCTV.
It is never easy for a complainant in a sexual offence case
to testify. In the past, courts and defence lawyers often
traumatised complainants and ignored their evidence. The
new Sexual Offences Act includes rules about how the courts
must now treat such evidence:

PEP
PEP for HIV is antiretroviral medicines (ARVs) that
are given to a rape survivor. These reduce the risk of
HIV infection, and are most eﬀective when started
early. PEP does not help someone who already has
HIV. It must be taken for 28 days and may have side
eﬀects. PEP is available free to rape survivors who
report within 72 hours of the rape. A victim does
not have to open a criminal case before being
given PEP. If a victim goes to the police
lice ﬁrst,
ﬁrst,
they must inform him or her of the importance
of getting PEP and refer him or her to facilities
where it is available. Police stations must have
a list of PEP facilities and must give the victim a
notice explaining his or her right to PEP.
EP.

•

The court may not draw any conclusion from a delay between the time when the crime was
committed and when it was reported by the victim.

•

The court may not treat the complainant’s evidence with caution (question whether it is true or
reliable) on account of the nature of the crime.

•

No evidence about the complainant’s previous sexual history may be presented in court. If the
accused’s lawyer wants to bring such evidence, he must apply to court for permission. The court
does not allow such evidence if the aim is to suggest that due to the complainant’s previous
sexual history, he or she is more likely to have consented, or is less worthy of belief.

The new Sexual Offences Act
The Criminal Law (Sexual Oﬀences) Amendment Act (called the new Sexual Oﬀences Act) has been
en in eﬀect
since 16 December 2007. It replaces some old laws and creates new deﬁnitions of sexual crimes.

•
•
•
•
•

Include all sexual crimes under one law
Deﬁne all sexual crimes
Make all forms of sexual abuse or exploitation a crime
Make sure that both men and women can use the law with regard to sexual crimes;
Make sure that government departments work together to protect complainants from unfair treatment
or trauma
• Improve the way the criminal justice system (the courts and police) works
• Make the age when both men and women can give permission (consent) to have sex 16 years
• Make sure that rape survivors get PEP, which is medical treatment that can reduce their chances of getting HIV from rape
• Allow rape survivors to ﬁnd out if the person who raped them has HIV; and to
• Establish a National Register (a list of names) for Sex Oﬀenders
A summary of the Sexual Oﬀences Act in English, isiZulu, Sesotho and isiXhosa is available on the Tshwaranang website –
www.tlac.org.za.

RAPE, GENDER AND THE LAW

The main aims of the new Act are to:
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Baby Agnes Phiri was born HIV positive. She does not grow properly, and she
can’t walk or talk because she is so small. Here she is assisted by a caregiver
from Push Before Something Happens (PUSH) based in Kliptown. Photo by
Oupa Nkosi/the Mail & Guardian.

The CHER (Children with HIV Early Antiretroviral
Therapy) trial was conducted at the Chris
Hani Baragwanath Hospital in Soweto and the
Tygerberg Children’s Hospital in Cape Town from
2005 to 2007.
The aim of the trial was to find out whether starting
HIV-positive infants on antiretroviral therapy (ART)
as soon as they are diagnosed would slow disease
progression and delay the start of long-term,
continuous ART.

How the study was carried out

SCIENCE

HIV-positive
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By Olivia Adams
The CHER trial has shown that giving HIV-positive
infants antiretroviral treatment (ART) earlier, rather
than waiting for their CD4 percentage to drop or for
them to get AIDS illnesses, will save many lives. Yet
early treatment is seldom used in South Africa.

The researchers randomly divided 377 HIV-positive
infants aged 6-12 weeks at the beginning of
the study into three groups. All of these infants
had CD4 percentages greater than 25%. A CD4
percentage is different from a CD4 count, but
it is also a measure of how strong the immune
system is. A CD4 count counts the total number
of functional blood cells in a cubic millimeter of
blood. A CD4 percentage is the number of white
blood cells in your blood that are CD4 cells (per
cubic millimeter of blood).
In the first group, treatment was not started
immediately (deferred treatment), but only when
certain clinical criteria were met. Infants started
ART based on the old (pre-CHER) World Health
Organization (WHO) and Centers for Disease
Control and Prevention (CDC) recommendations.
These outdated guidelines recommended that
infants should only begin ART if their CD4
percentages were less than 20%, or 25% if
they were younger than a year old. The CDC
recommended starting ART at stage C disease,

or severe stage B with a health event such as
neuropathy (damage to the nervous system) or
cardiomyopathy (disease of the heart muscle).
These guidelines have been updated since the
CHER study was published.
In the second group, infants were immediately
initiated onto ART after their HIV-positive status
was confirmed. In this group infants received
a short course of ART lasting until their first
birthday. Infants in the third group were also
immediately started on ART, but receive a longer
course lasting until their second birthday.
The ART regimen for all infants consisted of
lamivudine (3TC), zidovudine (AZT) and lopinavirritonavir (LPV/R).

which incorporate the CHER findings. We have
seen a Department of Health memorandum
instructing doctors to start treatment immediately,
but this memorandum was poorly distributed
and not part of official guidelines. At the time of
writing, treatment is still started mostly based on
immunological and clinical staging, although early
treatment is available at some hospitals.
As part of the Resources for Health campaign, TAC
called for the early treatment of all HIV-positive
infants. It is also important to reduce the number
of children who need early treatment by improving
prevention of mother-to-child transmission
programmes and ensuring more HIV-positive
pregnant women receive treatment for their own
health.

Important findings
16% (20 out of 125) of infants in the deferred
treatment group died during the study. By contrast,
only 4% (10 out of 252) of those in the two early
treatment groups died. This demonstrates that
early treatment saves lives.
Early treatment was also linked with fewer cases
progressing to more severe disease. 26% of the
infants in the deferred treatment group progressed
to stage C or severe stage B disease. This only
happened to 6% of the infants receiving early
treatment.
The authors of the study concluded :“Early
HIV diagnosis and early antiretroviral therapy
reduced early infant mortality by 76% and HIV
progression by 75%.”
The results demonstrate the benefits of early
ART for infants. The effect was so strong that all
the infants in the deferred treatment group were
immediately started on ART.

HIV testing at immunisation clinics
An estimated 89% of HIV-infected children in sub-Saharan Africa die before
their ﬁfth birthday. Most studies report that of the children who survive,
many only start ART when they are about ﬁve years old and already very
sick with AIDS.
Many of those whose lives could be saved by early treatment are therefore
not being diagnosed and treated soon enough. One way to get more infants
diagnosed is by providing HIV testing at immunisation clinics.
In a study conducted at three clinics in Kwazulu-Natal, 584 out of 646
(90%) mothers who took their six-week-old infants to be immunised agreed
to have them tested for HIV. 332 (57%) of these mothers returned for the
results and 54 (9%) of the infants were infected with HIV.
The majority of mothers interviewed said they were comfortable with the
testing and would recommend it to others. “Screening of all infants at
immunisation clinics is […] feasible as a means for early identiﬁcation of
HIV-infected infants and referral for antiretroviral therapy,” the investigators
concluded.
It is also potentially a good way to identify women with HIV and oﬀer them
treatment.

As a result of the CHER trial, many countries
updated their infant ART guidelines to reflect the
need for early treatment. The WHO revised its
recommendation to read: “all infants under 12
months of age with confirmed HIV infection should
be started on [ART], [regardless] of clinical or
immunological stage”.
In South Africa, however, the Department of
Health has been slow to issue new guidelines

HIV-positive infants should be started on
ART immediately. Not doing so is unethical
and causes preventable deaths.
The CHER trial was the first randomised control trial on ART in early infancy.
The results were published in the 19 November 2008 issue of the New England
Journal of Medicine.

SCIENCE

Implement new guidelines

Sources: Rollins et al. CROI (2008) http://www. retroconference.org/2009/Abstracts/36509.htm
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Beating vertical transmission
By Catherine Tomlinson

SCIENCE

“It is our moral obligation to make every effort to prevent this needless loss of life and to
protect the health of mothers and their children. Each AIDS-related maternal death, and
each new HIV infection of a newborn or infant is a needless tragedy,” 5th International
AIDS Society (IAS) Conference opening address by Dr. Julio Montaner, IAS President.
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Transmission of HIV occurs when the virus is passed from one person
to another. HIV can be transmitted vertically or horizontally. When a
baby becomes infected from its mother we call this vertical transmission.
Vertical transmission can take place during pregnancy, labor and delivery or
breastfeeding. Horizontal transmission occurs through direct contact, including
sexual contact and needle-sharing.

South Africa can do more to prevent vertical
transmission of HIV. Today, high-income countries
have almost eliminated vertical transmission, with
rates below 1%. Our rates remain stubbornly high,
between 15% and 30%. To reduce these, we need
to guarantee treatment access for all HIV-positive
mothers.
However, while we struggle to scale up
treatment, scientific advances are outpacing our
interventions. In order to stop vertical transmission
in South Africa, we must take advantage of new
scientific evidence that shows effective ways to
reduce it.

The problem of access

PMTCT care is vital to reducing infant mortality.
In a rural area of KwaZulu-Natal the introduction
of PMTCT services in 2001 and of antiretroviral
therapy (ART) programmes in 2004 reduced the
mortality rate of children under the age of two by
57%.
A major barrier to PMTCT care is the lack of HIV
testing. About 28% of mothers tested in antenatal
clinics are found to be HIV-positive. Yet testing
rates remain far too low. A recent study done in
Gauteng revealed that only 50% of women visiting
antenatal clinics are tested for HIV.
Many mothers on PMTCT regimens are not
getting the full treatment recommended by
the Department of Health’s guidelines. These
guidelines should be seen as a minimum level of
treatment. New clinical evidence shows that much
more can be done to reduce our transmission
rates. Recent research conducted by TAC in six
districts revealed that stock-outs of dual therapy
for PMTCT and of formula milk are common
reasons for mothers not getting the full treatment
that is authorised by the guidelines.

Photo by Ilvy Njiokiktjien || Images by Ilvy||www.imagesbyilvy.com

The NSP target is to ensure access to PMTCT
services for 80% of mothers in need by 2009, and
95% by 2011. Evidence on the extent of access
to PMTCT regimens is unclear. Therefore, it is
important to monitor closely the scale-up of
PMTCT in clinics and hospitals. High transmission
rates show that we are still far from reaching our
targets.

Time for better treatment guidelines
Two recent studies have shown that in lowincome countries, starting treatment earlier
and continuing it throughout breastfeeding can
reduce transmission rates to below 2%. The
results of these two studies - the Drug Resource
Enhancement against Aids and Malaria (DREAM)
study and the Mma Bana study - were presented at
the 5th IAS Conference in Cape Town in July 2009.
The Mma Bana study, carried out in Botswana,
aimed to find the ideal PMTCT regimens for
pregnancy and breastfeeding. 560 mothers with
a CD4 count above 200 were randomly placed
into two groups for treatment. One group was
given lamivudine (3TC), abacavir (ABC) and
zidovudine (AZT). The other was given lopinovir/
ritonavir, lamivudine (3TC) and zidovudine (AZT).
An observational group of 170 women with a CD4
count below 200 were given nevirapine (NVP),
lamivudine (3TC) and zidovudine (AZT).
In the Mma Bana study, treatment was started
between 26 and 34 weeks of pregnancy. It
continued until weaning, six months after birth.

SCIENCE

South Africa’s transmission rates remain high
because too few women have access to prevention
of mother-to-child transmission (PMTCT) services.
We need better access to PMTCT services to
meet our National Strategic Plan (NSP) target of
reducing new infections by 50% and to attain 95%
PMTCT coverage by 2011. Wider access would also
help us to meet the United Nations’ Millennium
Development Goals of improving maternal health
and reducing infant mortality.
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75% of the infants in the study were breastfed.
Among the 709 live births during the study
HIV transmission rates were just 1%. Only two
transmissions occurred during breastfeeding. This
study found the lowest ever transmission rates in a
breastfeeding population.

This research shows that transmission rates
in low-income countries can match those in
high-income countries. Providing combination
therapy to mothers from 25 weeks of pregnancy
and throughout breastfeeding can reduce
transmission to below 2%.

The DREAM study was carried out in sub-Saharan
Africa. The results showed that when ART
was given to mothers during pregnancy and
breastfeeding, transmission rates were below 2%.
This was true even in the absence of Caesarean
sections and formula milk. The benefits of this
therapy were observed even for mothers with a
CD4 count below 200. The study also showed that
without ART, mothers with a CD4 count above 350
were at high risk of vertical transmission.

Where do we go from here?

In the DREAM study, women with CD4 counts
below 350 were immediately started on nevirapine
(NVP), zidovudine (AZT) and lamivudine (3TC), or,
nevirapine (NVP), stavudine (d4T) and lamivudine
(3TC). Women with a CD4 count above 350 began
the same regimen at 25 weeks. The treatment
continued during breastfeeding and stopped after
weaning. Serious side effects were infrequent
despite concerns about nevirapine hypersensitivity
for women with CD4 counts above 350. Mothers
were given zidovudine (AZT) and lamivudine
(3TC) for three weeks after delivery to reduce the
chances of nevirapine (NVP) resistance.

It is clear that to reduce the rates of vertical
transmission in South Africa we need to make
treatment more widely available and to offer
better treatment regimens. Sadly, there is often
seen to be a trade-off between increasing access
to services and improving them. The cost of
upgrading South Africa’s PMTCT care needs to
be determined so that we can understand how to
improve services while also increasing access. As
a middle-income country with the highest total
number of people living with HIV/AIDS, it is vital
that we do all that we can to slow the pace of the
epidemic and to protect the health of the next
generation.
Sources: Health Systems Trust “District Health Barometer: Year 2007/2008”
(2009); HIV & AIDS and STI Strategic Plan (2007-2011); National
Department of Health “Policy and Guidelines for the Implemenation of the
PMTCT Programme” (2008); Ndirangu, J. et al. “A decline in early life
mortality in a high prevalence rural area of South Africa: associated with the
implementation of PMTCT and/or ART programmes?” International AIDS
Society Conference, Cape Town (2009); Ramdhial, M. “PMTCT: Integration
of HAART into public sector antenatal services in a high prevalence setting
in South Africa” International AIDS Society Conference, Cape Town (2009);
Yarrow, J. “Modelling changes to the PMTCT program in South Africa”
International AIDS Society Conference, Cape Town (2009).

Current PMTCT guidelines

SCIENCE

In South Africa’s current treatment guidelines mothers with a CD4 count below 200 are given a highly active antiretroviral
treatment (HAART) regimen. Mothers whose CD4 count is above 200 are given a PMTCT regimen.
Mothers on the HAART regimen take stavudine (d4T), lamivudine (3TC) and nevirapine (NVP). This continues through labour,
delivery and the postnatal period. After delivery the infant is given a single dose of nevirapine (NVP) and zidovudine (AZT) for
seven days. If the mother received HAART for less than four weeks during pregnancy, the baby is given a single dose of nevirapine
(NVP) and zidovudine (AZT) for 28 days.
Mothers on the PMTCT regimen are given zidovudine (AZT) from 28 weeks until delivery. At the onset of labour mothers are
given a single dose of nevirapine (NVP) and then a dose of zidovudine (AZT) every three hours. After delivery the infant receives a
single dose of nevirapine (NVP) and then zidovudine (AZT) for seven days. If the mother received zidovudine (AZT) for less than
four weeks during pregnancy, the baby will be given a single dose of nevirapine (NVP) at birth, and 28 days of zidovudine (AZT).
The guidelines state that all HIV-positive mothers are entitled to six months of free formula milk after delivery.
26
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DART

In the DART study, five-year
survival rates of 87% without routine
CD4 or laboratory monitoring
demonstrate an important model for
broader and immediate ARV rollout

By Simon Collins and Polly Clayden, HIV i-Base

Possibly the most important study results presented at
the International AIDS Society Conference this July
were from the DART (Development of AntiRetroviral
Treatment in Africa) trial.

The reason for the study was to ﬁnd out whether
ARVs could be used without routine monitoring to
broaden access to treatment in settings where CD4 and
laboratory monitoring are diﬃcult to obtain.

In the trial, over 3,300 people with HIV in Uganda
and Zimbabwe were randomly divided into two groups
and started on ARVs. One group was managed with
routine three-monthly CD4 count and laboratory
monitoring. The other group was managed by clinicallydriven monitoring only, meaning doctors and nurses
would look at these patients’ symptoms. People in the
second group also had CD4 and laboratory monitoring
but the results were only given to their doctor if they
experienced a severe side eﬀect. Neither group had viral
load monitoring.

To enrol in the study people had to be “treatment-naïve”
(never taken ARVs before), with a CD4 count of less
than 200 cells/mm3. People started treatment when
they were already quite ill, with a median (average) CD4
count of 86 cells/mm3, with one-third of patients having
a CD4 count of less than 50 cells/mm3.

Patients in this study received one of three combinations
of ARVs. They all received zidovudine (AZT) and
lamivudine (3TC), plus either abacavir, nevirapine or
tenofovir (about three quarters of the people in the
study). Stavudine (d4T) was not included as a ﬁrst-line
regimen, even though some patients switched to d4T
during the study (for example, to avoid anaemia). They
were then followed for ﬁve years.
When DART began it also looked at treatment
interruption, but this part of the study was closed in
March 2006 by the study’s Data and Safety Monitoring
Board (DSMB) as patients were not as healthy as those
on continuous treatment. This shows how important it
is that treatment is not interrupted.

That more people died in the clinical monitoring
arm was explained by patients without CD4 count
monitoring being switched to second-line treatment
at slightly lower CD4 counts than the lab monitoring
group.
These results strongly support expanding treatment
access to wider populations. They show that delaying
treatment access, while waiting for laboratory
infrastructure to be developed, is resulting in
extensive mortality and disease.
It is important to note that DART did not recommend
treating without laboratory monitoring, but only
treating without routine three-monthly monitoring.

Sources: Mugyenyi,
P. et al. “Impact of
routine laboratory
monitoring over 5 years
after antiretroviral
therapy (ART)
initiation on clinical
disease progression of
HIV-infected African
adults: the DART
Trial final results” oral
abstract, International
AIDS Society
Conference, Cape
Town (2009).
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People were switched to second-line treatment if they
had a CD4 count less than 100 cells/mm3 in the lab
monitoring group, or according to symptoms in the
clinical monitoring group.

The results were both impressive and challenging.
Both groups showed a remarkable and similar ﬁve-year
survival rate - 90% vs 87% in the lab and clinical groups
respectively - separated only by a small percentage
diﬀerence that occurred after the ﬁrst two years of the
study. This is very high compared to an historical ﬁveyear survival rate of only 8% prior to HAART. Clinic
attendance was greater than 98% with high reported
adherence and only 7% of patients lost to follow-up over
ﬁve years.
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branch NEWS

Members of TAC Malangeni branch march as part
of the campaign “One man can do more to ﬁght
gender-based violence”. TAC members educated the
community – and especially men – about how to stop
perpetrating rape and violence against women and
children. This door-to-door campaign reached 24
households and 286 people. Photo by Thandeka Vinja.

A Gert Sibande TAC member gives free condoms to truck
drivers as part of TAC’s door-to-door campaign. Photo by
Malusi Mbatha.

Lentil Stew
MAKES: 4 servings STORAGE: Refrigerate for up to 3 days.

28

Ingredients

Method:

30 ml butter
15 ml sunﬂower oil
500g stewing lamb/meat
30 ml fresh ginger, grated
1 onion, halved and slivered
1 litre vegetable stock made from Oxo or Maggi Stock Cubes
4 tomatoes chopped
250 ml lentils
Optional: cumin, parsley, garlic

1.
2.
3.
4.

Rinse lentils in a colander and discard any stones.
Heat butter and oil in a large pot
Add meat and brown for 5 minutes.
Add ginger, garlic and onion and cook for about 10 minutes,
until onion is soft.
5. Add the cumin and cook, stirring well, for another 2 minutes.
6. Stir in lentils and add hot stock.
7. Bring to the boil and simmer, uncovered, for about 10
minutes, until lentils are just tender. Stir occasionally.
8. Stir in tomato and parsley.
9. Continue cooking and stirring for a further 15 minutes.
10. Season with salt and pepper and serve hot with cooked rice.

6

Last month’s winner
will be announced in
a future issue.
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Fax or post your
completed crossword,
with your name,
address and contact
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Treatment, PO Box
2069, Cape Town 8001
Fax: 021 422 1720
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Down

6. The Children with HIV Early Antiretroviral Therapy trial
is also known as the ___ trial.

1. MCP stands for multiple ___ partnerships.

8. When a young woman has a sexual relationship with an
older man, it is called an ___ relationship.
9. One in ___ rape survivors reports the attack to the police.
10. The ___ Oﬀences Act aimed to include all sexual crimes
under one law.

2. In a ___ society like South Africa’s, men are considered to
have primary authority and control over their families and
within society as a whole.
3. When a baby becomes infected from its mother we call
this ___ transmission.
4. What country has removed all laws that criminalise sex
work?
5. The ___ study found that delaying treatment access while
waiting for laboratory infrastructure to be developed is
resulting in extensive mortality and disease.
7. In March 2009, Sonke Gender Justice Network ﬁled
a complaint with the Equality Court in Johannesburg
against African National Congress Youth League Leader,
___ Malema.
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1 in 9 Campaign
Defending the Rights of Rape Survivors in the
Justice System That fails them

Solidarity with
who speak out.

www.oneinnine.org.za

The One in Nine Campaign is a boldly
feminist collective of organisations and
individuals working for social justice for
women, envisioning a society where the
sexual rights of women are respected,
upheld and advanced.

Contact:
30 Ishtar Lakhani National Coordinator. Tel: (011) 642 4345/6 • Fax: (011) 484 3195 • 1in9@powa.org •
PO BOX 93416 Yeoville 2143

