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TAC is committed to providing people with HIV,
their families and caregivers accurate information
about life-saving medicines and treatment. TAC and
its leaders are independent of the pharmaceutical
industry as well as of the natural and alternative
medicine industries and have no financial interests
with them.

Combination prevention
No single intervention can stop the
spread of HIV. We introduce some of
the players who make up our team of
prevention strategies and take a closer
look at three of the most effective:
medical male circumcision, the correct
use of condoms and treatment as
prevention.

prevention
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Editorial
Until 2003 I felt frustrated and angry. I had looked
everywhere for information about HIV/AIDS and
related conditions, because most of my family
members had died of these illnesses. Then in 2003
Médecins Sans Frontières (MSF) and a number
of partner organisations, including the Treatment
Action Campaign (TAC), started a comprehensive
programme to combat the HIV epidemic in rural
communities. That is when I joined TAC as a
volunteer and finally found what I had been
searching for.
The programme expanded to 12 clinics in the
Lusikisiki area, where I live. Today these clinics
serve a population of 156,853. Of these people,
4,247 tested for HIV in the first quarter of 2010.
There has also been a steady increase in the local
uptake of antiretroviral treatment.
But we have a long way to go in our fight against
HIV. Too many people are infected without knowing
it, and in 2010 getting tested remains as important
as ever. Government’s new HIV Counselling and
Testing (HCT) campaign will help us push even
harder to promote testing. Unfortunately, many of
our clinics are not male-friendly. As a result few
men visit them seeking HIV-related services, such
as testing. We urgently need to involve more men
in the HCT campaign.
Another important goal for us is the integration
of services to improve rural post-exposure
prophylaxis (PEP) programmes, especially for
rape survivors (see page 22 for more on PEP). It
is a huge concern that there are so few doctors
to attend to rape victims in our health facilities.
Here in Lusikisiki, police stations are also
situated too far from doctors. We need more
trauma counsellors, both at police stations and in
hospitals. Lusikisiki has no services specifically
for child rape survivors, like play therapy. Where
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these services do exist, children often travel long
distances to access them.
Now that we have improved HIV treatment
guidelines promising better prevention of motherto-child transmission, we must also work hard to
support and monitor how these are implemented.
There are concerns about the readiness of clinics
and the lack of health personnel training in the
new guidelines. In addition, shortages of formula
milk remain a serious problem. Some mothers mixfeed their babies when formula is not available,
which carries a higher risk of HIV transmission to
their infants.
Everyone can help to reduce the sexual
transmission of HIV. The correct use of condoms
remains one of the most effective ways to
achieve this. We need to involve men more in our
discussions about condom use. Too often, the
decision about whether or not to use a condom is
made by the man alone.
Voluntary medical male circumcision is
another method that we can use to prevent HIV
transmission. This procedure can lower the risk
of infection by 60%. Government is rolling out this
service and we must encourage men to use it,
even if they have already been circumcised in the
traditional way.
We can all work together to bring down HIV
infection and mortality rates by getting behind
these programmes. TAC encourages everyone to
test for HIV. If you are HIV-positive, learn all you
can about the virus and take responsibility for your
own health. If you are HIV-negative, safeguard
your health and do what you can to avoid infection.
Whatever your HIV status, enjoy this issue of Equal
Treatment and use it to stay informed. It is time for
us to put prevention into action.
Noloyiso Ntamehlo, TAC activist, Lusikisiki

1

preve
The players in our HIV
prevention team
Women’s
empowerment

PEP

Science

MMC
Education

Condoms
ART

PMTCT

Social
assistance

Fewer
partners
Adherence

As we have learned more about HIV in recent
years, we have also learned more about how
to prevent infection. We have discovered that
focusing on just one form of prevention does
not work very well. Instead, we need to use a
number of different methods. Using condoms
correctly and consistently, undergoing medical
male circumcision, taking antiretrovirals (if you
are HIV-positive and eligible for treatment) and
limiting your number of sexual partners all reduce
your chances of infection or reinfection, but a
combination of all options is your best bet.
None of these prevention methods offer 100%
protection, which is why we need to combine
them. Together, this team of methods can prevent
infection much better than just one method alone.
Katlego Mphela can kick a ball, but he can’t score
goals without the rest of the Bafana Bafana team.
Prevention is everyone’s responsibility, whether
HIV-negative or HIV-positive.

COMBINATION PREVENTION
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Correct and consistent use of condoms
Medical male circumcision (MMC)
Post-exposure prophylaxis
Prevention of mother-to-child transmission
Fewer sexual partners
Antiretroviral treatment
Learning about the science of HIV
Good treatment adherence
Women’s empowerment
Education
Social assistance

We are all responsible for our own sexual health
and the health of our sexual partners. If you are
HIV-negative, use the combination of prevention
methods to remain negative. If you are HIVpositive, do the same to ensure that your partner(s)
remain negative and also to protect your own
health. Even if you are HIV-positive it is extremely
important to prevent reinfection, which can
complicate your treatment or make it ineffective.
(Reinfection happens when a person is infected
with a different strain of HIV from the one that first
infected them.)

By Marcus Low

How to protect yourself if you are a
man

How to protect yourself if you are a
woman

1 Always use a condom when you have sex. Make
sure that you use the condom correctly.

1 Always use a condom when you have sex. Make
sure your partner puts the condom on correctly.
Or you can use a female condom, if they are
available at your local clinic. Remember, you
have a right to say no to sex and you have a
right to say no to sex without a condom.

2 Go for medical circumcision. Medical
circumcision lowers your risk of infection by
about 60%. Traditional circumcision does not
give the same level of protection. If you have
been traditionally circumcised you can still be a
candidate for medical circumcision. (See page
4–7 for more on circumcision.)
3 Reduce your number of sexual partners.
Whereas having safe sex is healthy and normal,
having many sexual partners increases the
risk of infection since you are more likely to be
exposed to the virus.
4 If you have been raped, it is important to get
post-exposure prophylaxis (PEP) treatment
within 72 hours. PEP medicines reduce your
risk of becoming HIV-positive.
If you are HIV-positive and taking antiretroviral
treatment, good treatment adherence and a lower
viral load will make you less likely to infect your
sexual partner(s). However, because the reduced
risk is limited, it is still vital to use a condom.
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If your sexual partner is male, encourage him
to go for medical circumcision. If he sleeps
around, medical circumcision will make him
less likely to become infected and in turn he
will be less likely to infect you.

3 Reduce your number of sexual partners.
Having safe sex is healthy and normal, but
having many sexual partners increases the
risk of infection since you are more likely to be
exposed to the virus.
4 If you have been raped, it is important to get
post-exposure prophylaxis (PEP) treatment
within 72 hours. PEP medicines reduce your
risk of becoming HIV-positive.
If you are HIV-positive and taking antiretroviral
treatment, good treatment adherence and a lower
viral load will make you less likely to infect your
sexual partner(s). Since the reduced risk is limited,
it is still essential to use a condom.
Read more about protecting your baby on page 14.

COMBINATION PREVENTION

ention
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Medical male
circumcision
versus HIV

The World Health Organization recommends medical male
circumcision as an important part of HIV prevention efforts.
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What is medical male
circumcision?

COMBINATION PREVENTION

Heterosexual men who
are circumcised remain
at high risk of getting
HIV if they do not
use condoms during
sex. Even though the
risk is diminished, all
protective measures
must continue to be
used. Circumcision
must be promoted in
such a way that it does
not lead men to think
that they can have
riskier sex once they are
circumcised.

Male circumcision is a procedure done to
remove the foreskin of a man’s penis. This
practice has been carried out for religious and
cultural reasons for thousands of years.
By medical circumcision we mean that the
foreskin is surgically removed under hygienic
conditions and anaesthetic by a trained person
using surgical tools and techniques accepted
by the medical profession.
Male circumcision must be distinguished from
female genital mutilation (FGM), which is still
carried out in some countries. FGM involves
cutting off parts of a woman’s genital organs,
including her clitoris and inner lips. FGM is
condemned as an abuse of human rights and
has a very negative impact on women’s health,
dignity and independence.

Health benefits of
circumcision
Circumcision reduces a man’s risk of
contracting HIV when having sex with a
woman by 50–60%. This has been shown
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clearly in three studies. These studies, all
carried out in Africa, randomly divided a large
group of uncircumcised heterosexual HIVnegative male volunteers into two groups, one
of which was then circumcised. In all three
studies the circumcised men had a much lower
risk of HIV infection.
Current research also suggests that:
• Circumcised men are less likely to become
infected with herpes (herpes simplex virus
type 2). Circumcised men also seem to
be less likely to get some other sexually
transmitted infections, such as genital
ulcers and gonorrhoea.
• Circumcised men are less likely to get
penile cancer than uncircumcised men.
• Circumcised boys are less likely to get
urinary tract infections.
• Female partners of circumcised men have
a lower risk of cervical cancer. Circumcised
men are less likely to become infected with,
or to infect their partners with the human
papilloma virus (HPV). Some types of HPV
are linked to cervical cancer.

Health risks of circumcision
Complications happen in a small percentage of
medical circumcisions because it is a surgical
procedure. In the vast majority of cases these
complications are resolved. In extremely rare
instances deaths have occurred.
• Some men who are circumcised say that
their sexual functioning has decreased,
or that their penises are less sensitive
after circumcision. However, some men
also report improved satisfaction after
circumcision.

• While the penis is healing after
circumcision (this takes about six
weeks), the risk of transmission from
an HIV-positive man to an HIV-negative
female partner might be higher than for
uncircumcised men. It is important to
counsel men not to have sex during this
time.
The scientific evidence is overwhelming: in a
society in which many people have HIV, there
are clear health benefits to male circumcision.
These benefits far outweigh the small risks if
the procedure is carried out safely.

Original factsheet by Nathan
Geffen with assistance from Mark
Heywood. Adapted for Equal
Treatment by Marcus Low.
Sources: World Health
Organization information
package on Male Circumcision
for HIV Prevention (www.who.
int/ hiv/topics/malecircumcision/
en/); Auvert et al. ‘Randomized,
controlled intervention trial of
male circumcision for reduction
of HIV infection risk: the
ANRS 1265 Trial.’ PLoS Med.
2(11):e298. (Nov 2005) Epub 25
Oct 2005.

The trials showing that circumcision reduces a man’s risk of contracting HIV
looked only at medical male circumcision. From the available research it seems
that traditional circumcision does not offer the same risk reduction. One possible
reason for this may be that the foreskin is not always completely removed in
traditional circumcision. If you were circumcised in the traditional way, you
can still go for medical circumcision as well to make sure you get the increased
protection.
Many boys and young men are circumcised as part of religious or traditional
ceremonies. These circumcisions are seldom done by medical experts and often
they are performed in non-hygienic conditions. They are hardly ever done under anaesthetic and there have been many
reports of incompetence that resulted in boys being hospitalised. Traditional and religious male circumcision rites
should be allowed, but the state must make sure that they are carried out safely and in accordance with the laws on
circumcision. They must be done using hygienic surgical equipment by properly trained individuals.
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Medical vs traditional circumcision

LOWER risk is not NO risk

COMBINATION PREVENTION

To have sex always involves some risk, but so does riding in a car. Just
because there is a risk involved in riding in a car doesn’t mean that you are
going to stop doing it. However, there are safety precautions you can take
in order to limit the risk of having an accident. If you have the choice, you
can refuse to travel in a car that is in a very bad condition. And you can
always wear your seatbelt. You can also refuse to get into a car if the driver is
drunk. You will have maximum safety when you take all these precautions.
Sex is the same. If you love your partner you will also want him or her to
have maximum safety. Going for medical circumcision, consistently and
correctly using a condom, and respecting your sexual partner all reduce the
risk of either of you becoming infected with HIV.
Photo by Jenny Matthews/Panos Pictures
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Medical male circumcision benefits everyone

Medical male circumcision makes it harder for the virus to spread in the community.

COMBINATION PREVENTION

We know that if a man is medically circumcised, his chances of contracting
HIV are reduced by 60%. But whereas circumcision reduces the chances of
a man contracting HIV from a woman, it doesn’t directly reduce the chances
of a woman contracting HIV from a man. The indirect benefit, however, is
huge. This is how it works:
–

As more men get medically circumcised, fewer men will become HIVpositive.

–

This means that when you have sex with a circumcised man, the
chances of you contracting the virus will be lower because he is less
likely to be infected.

–
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Therefore, with medical male circumcision, fewer women and fewer men
will become infected, reducing the amount of HIV in the community.

Illustration by Brice Reignier

This does not mean that we
should stop using condoms.
Remember, LOWER RISK IS
NOT NO RISK!

Condoms plus medical male
circumcision offers the best
protection.

What happens at the clinic?

By Catherine Karlsson

South Africa is rolling out voluntary medical
male circumcision (VMMC) services as part of
a package of health services for men. Here is
what you can expect when you go for VMMC.
1. Counselling: When you get to the clinic
you will be given important information on
what it means to be medically circumcised
and what the consequences of such surgery
can be. The benefits and risks of voluntary
medical male circumcision (VMMC) will
be discussed in detail with a trained and
experienced circumcision practitioner.

3. Safe surgical service: After you have given
your informed consent, the circumcision
practitioner will perform the procedure
free of charge with an aseptic technique
under local anaesthesia. This means that
you will not feel pain during the procedure.
The practitioner will completely remove the
foreskin. Only a complete removal of the
foreskin will lead to a reduction in the risk
of HIV infection.
4. Post-operative counselling: Counselling
on the medical aspects of post-operative
care will be provided so that any
complications can be identified early. After
surgery it is extremely important that you
do not have sex until the circumcision
practitioner has confirmed that the wound
has healed fully. Normally, it takes six weeks
to heal. To have sexual intercourse before
the wound has healed will increase the risk
of HIV for you and your partner.

Where can I get VMMC?
The Department of Health guidelines say
that VMMC services should be provided in an
integrated manner with numerous referral and
contact points. This means that VMMC may be
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suggested to you, for instance, when you go for
male and sexual reproductive health services,
HIV prevention, counselling and testing
services or when you and your partner access
maternal health and family planning services.
Government aims to have as many health
facilities as possible offering VMMC. These
facilities, however, will have to meet certain
minimum criteria as advised by the World
Health Organization (WHO). The initial priority
will be to roll out VMMC in district hospitals.
In March 2010, Health Minister Aaron
Motsoaledi announced that public health
facilities in KwaZulu-Natal will offer VMMC
from April 2010. VMMC will be available in the
Northern Cape and Mpumalanga by December
2010 and in all provinces by 2011.

Who can get it?
COMBINATION PREVENTION

2. Informed consent: After receiving
counselling, it is up to you to decide
whether or not to be medically circumcised.
Even though we encourage men to get
circumcised, they still have the right to
refuse.

The services are primarily offered to men aged
15–49 years. Medical circumcision will also
be offered routinely to guardians of infants
below six months of age. Also, men who have
been circumcised in the traditional way should
consider going for medical circumcision
(see ‘Medical vs traditional circumcision’ on
page 5). HIV-infected men may not be denied
medical circumcision.
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Thabo’s story
To the question about whether men understand
that they still need to use condoms, even when
circumcised, Thabo responds, “Some men do,
some don’t. There are still men who believe
that if you’re circumcised you may not get STIs,
including HIV. It is important to always use
condoms even if you’re circumcised so that you
reduce the risks and enjoy the benefits.”

Photo by Lefa Tlhame

Thabo is 34 years old and lives in Katlehong.
He is not a member of the Treatment Action
Campaign (TAC) but supports TAC’s work. He
is HIV-negative and in a stable relationship
with an HIV-positive partner.

Men like Thabo who grew up in townships
and did not go for traditional circumcision
are sometimes referred to as “inkwenkwe”
(small boys). “This […] offends me because I
was taught how to […] respect both men and
women and [I] became a successful father,” he
says.
Thabo respects other people’s cultural values
and beliefs but encourages safe practices. “I
also think that traditional circumcision without
consent undermines sexual and reproductive
rights of […] men. [Some] parents force their
children to go for circumcision simply because
[…] of the family’s religious or cultural beliefs.”

Thabo was medically circumcised 20 years
ago when he was just 14. “I had experienced
urinary tract infection and decided to speak
to a male nurse whom I had known from my
neighbourhood. He arranged for me to be
admitted for MMC. It was performed under
local anaesthetic by a trained doctor which
prevented pain [and I received] counselling
about the advantages of it,” he says. “I must
say, I was very lucky to be treated like that.
However, I started feeling pain a day later
[but…] recovered well after a few weeks.”

“I want to encourage other men to consider
MMC,” says Thabo, pointing out that it is
safer, less painful, and carried out under
hygienic conditions by trained doctors, unlike
most traditional circumcisions. Finally,
he encourages other men to use condoms
whenever they have sex.

What men think of MMC
COMBINATION PREVENTION

December Madonsela is an uncircumcised
31-year-old man from Mzinoni township, Gert
Sibande. He is deputy chairperson of his TAC
branch. December is considering VMMC.

Do you understand that
circumcision does not replace the
use of condoms?
8

A: (Laughter) Ha ha! Yes, I’m aware that
circumcision does not replace condom usage.
However it does lead some people to relax
their vigilance about using condoms. But I
think organisations like TAC can do a lot by
disseminating information to communities, so
our people can be more informed.

K is a 37-year-old male who was circumcised in
the traditional way. He asked that his identity
be kept secret out of fear that his community
and traditional leaders would victimise him. K
worried that they would fine him many cows
and subject him to continuous harassment. He
is from the Ndebele culture where traditional
circumcision is mandatory for young boys
approaching manhood.

How was your experience of
traditional circumcision?
A: In hindsight I realise that the process was
very dangerous and unsafe. But it is tradition.
When they removed the foreskin, we had to use
the same water to wash ourselves. When we
were seated we would normally from time to
time touch our penis, clean it with our hands,
and soon after, food might be presented to us

in one bowl that we would all share, eating
with the same dirty hands. The equipment used
to cut the foreskin was used for more than
one person. There was no sterilisation like I’m
informed is available in hospital settings, the
whole process was just dirty.

So why do you think people of
your culture prefer traditional
circumcision?
A: We go to traditional circumcision because,
firstly, if you avoid it, you might not receive
acceptance in your family and community as a
man. Secondly you are informed that you might
experience difficulties with your ancestors,
to the extent that you could experience
challenges in your personal life. So your
ancestors will disown you permanently until
you undergo this process traditionally.

Carlton Malinga is an uncircumcised 30-year-old man from in
Mzinoni Township in Bethal, Gert Sibande. He is considering
going for VMMC.

What have been the reasons for you not going
for circumcision previously?
A: It has been due to the fact that in my culture (Swati), [...]
circumcision has not necessarily been a practice. Not many
of my family or friends ever speak about its importance. So for
those reasons it was not much of a priority.
Photo by Malusi Mbatha
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Sibusiso Mnisi is a 27-year-old male from Mzinoni township in
Bethal Village, Gert Sibande. He went for medical circumcision
in 1998 at Bethal Hospital due to the fact that he was
experiencing STDs.

What is your advice for uncircumcised men?

Photo by Malusi Mbatha

My advice to “Amajita” (slang for men) is that all should go
for MMC to avoid STIs. We are living in difficult times where
there’s HIV/AIDS. Circumcision will help to reverse this
scourge that is killing many people in my township.
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still
your best defence:

condoms
By Catherine Karlsson

What form of contraception prevents sexuallytransmitted diseases (including HIV) and
pregnancy with an effectiveness of 95%?
Further clues:
1. You can get them free of charge.
2. They have no medical side effects apart from
some relatively mild allergic reactions.
3. They make sex less messy.
4. They are only needed when you are actually
having sex, unlike some other contraceptives
that must be taken beforehand.
These handy tools for safe love-making have a long
history that goes all the way back to 1000 BC. It is

COMBINATION PREVENTION

So things are going very well with
Sipho. I really like him. I think we’re
ready to take the next step, if you
know what I mean.
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Nomalanga, really? Aw girl,
that’s so cool! Finally you’re
getting your groove on. Just
make sure you don’t dampen
things by having an unplanned
baby or, even worse, messing up
your pleasure dome with
some nasty STIs.

believed that the ancient Egyptians used a linen
sheath as protection against sexually-transmitted
infections (STIs). Luckily for you and me, their
form and shape have changed over the centuries.
Condom manufacturers continually re-test and
experiment with condom shapes, sizes, and
materials to make sure that condoms are both
pleasurable and offer the highest protection
possible. Condoms can be used during anal, oral,
and vaginal sex.
In order to be as effective as possible, condoms
must be used correctly and consistently. Condoms
are only 95% effective if they are used every time
you have sex. Come with Equal Treatment as we
show you how to make condom use fun, effective
and sexy.

Oh, man, things with Noma are
going so great. We’ve gone out a few
times, and I think we’re ready to go
home together. I can’t wait!
Oh, yeah man, do it!
You need a condom, or
you already got one?

What is a male condom?
A male condom is a flexible latex or rubber sheath,
designed to cover the penis during oral, anal or
vaginal intercourse.
How do I use it?
1. Check that the expiry date has not yet passed.
2. Carefully open the condom packet; in order to
avoid tearing the condom itself, do not open the
packet with your teeth.
3. Make sure that the condom is in good
condition. Condoms are affected by heat and
light. Therefore, do not use a condom that has
been stored, for example, in your back pocket,
wallet or the glove compartment of a car. If a
condom feels sticky or very dry you shouldn’t
use it as the packet has probably been
damaged.
4. Place the rolled condom on the tip of the hard
penis. Make sure the pointed tip faces outward
so that the condom can roll down easily. If you
put the condom on inside out, immediately
throw the condom away instead of re-using it
and trying again, as pre-ejaculate and other
fluids may already be on the condom.
5. Pinch the tip of the condom to make sure that
all the air goes out. Air bubbles can make the
condom burst.

Yeah, yeah, but using a
condom always interrupts
things. I just want to go with
the mood, you know?

6. If the penis is not circumcised, then pull back
the foreskin before rolling on the condom.
7. Hold the tip of the condom with one hand and
unroll the condom all the way over the penis
with the other hand.
8. If you want extra lubrication, put it on the
outside of the condom. Always use a waterbased lubricant with latex condoms as oilbased ones such as baby oil or Vaseline can
damage the latex.
9. When the fun is over,
immediately pull the penis out
of the vagina holding the end of
the condom with one hand.
10. Take the condom off, tie the
end, and throw it in a bin. Do
not flush it down the toilet as it
damages the environment and
can also cause a blockage in
water pipes.

Fun facts:

Double the condom,
True or
false
double the protection?
Isn’t it true that using
more than one condom
will ensure even more protection?
FALSE. Using more than one
condom creates friction, causing
condoms to break easily. This
actually provides less protection.
Partners should only use a female
condom or a male condom, never
both! One at a time is all that you
need.

A packaged male condom can
last for at least five years. A
male condom is normally able
to contain 18 litres of air. It can
contain seven litres of water.

Well, the only way to enjoy
boerewors, lady, is when the mince
is inside the sack, otherwise it’s
not a good wors and it could give
you something along the lines of
food poisoning... only it won’t be
your stomach that’s giving you
problems!

No man, I got some from the clinic, but I
don’t know... you know how uncomfortable
they can be. Sometimes they just don’t fit
me, if you know what I mean.
Oh right, right, I’m sure you’re
so big! Come on, man, I’ve
heard condoms can hold 7
litres of water and 18 litres or
air. I’m big myself, man, but
no one’s that big.
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What is the female condom?
The female condom is a thin polyurethane sheath
worn by a woman during vaginal sex. It entirely
lines the vagina and helps to prevent pregnancy
and sexually-transmitted infections (STIs)
including HIV. The female condom is the only
prevention method available that is designed for a
woman to initiate. Female condoms allow women
to remain in control of their own bodies, not relying
on a man to bring a condom and apply it correctly.

4. Gently insert the inner ring into the vagina and
feel it go up.

How do I use it?

7. After sex, remove the female condom and
throw it away in a trash bin.

1. Open the package carefully and make sure that
the condom is lubricated enough to be inserted
without discomfort or difficulty.
2. Make sure the end of the female condom with
the closed ring goes inside the woman. Hold
the sheath with the open end hanging down.
3. Squeeze the inner ring with thumb and middle
finger (so it becomes long and narrow).
True or
false

Using a condom hurts.
FALSE. Condoms are carefully produced to exclude any pain during use. If
you experience pain when using a condom it might be that you are allergic
to latex. In that case you can switch to latex-free condoms. If the problem
still remains after changing condoms, it might be that it hurts because you
have an infection. In that case you should visit a doctor.

COMBINATION PREVENTION

Yeah but what if he thinks different of me? You
know how some guys can get – they get all
weird when you ask them to use a condom. I
trust Sipho, he’s a good guy. He wouldn’t do
anything to hurt me.
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This has nothing to
do with whether he’s a good
guy or not! He may not even know
if he’s infected! And if he really is
such a great guy, then he’ll want
to protect yourself as well as
protecting him. It’s your body,
girl, and your health!

5. Place the index finger inside the condom and
push the inner ring as far as it will go.
6. Make sure that the condom is inserted straight
and is not twisted. The outer ring should
remain outside of the vagina and cover the
outer part of the organ.

What are the advantages of a female
condom?
• Allows women to take control of their own
bodies.
• Will protect against pregnancy and STIs if used
correctly and used every time.
• The female condom may be inserted up to eight
hours before intercourse. In other words, unlike
with male condoms, no break has to be taken in
the heat of the moment.
• Polyurethane is less likely to cause allergic
reactions than latex. For couples allergic
to latex, female condoms can be a viable
alternative.

Okay, okay, but I just want to feel
her, not be bothered with all that.
I suppose you also want to feel it when
your thing gets all itchy and full of warts
from SITs! Talk about being bothered,
eish! Really, Sipho, you can feel her in so
many other ways, a condom ain’t nothin!
Plus, I’m sure you two can find a sexy
way for her to put it on.

True or
false

Excuses and answers
It might happen that you find yourself in a
situation where your partner tries to “get out” of
using a condom. Remember, it is your right to
insist on using a condom and by using one you
are protecting both yourself and your partner.
Sex is most pleasurable when both partners are
comfortable and happy; safe sex is a big part of
this. Don’t allow your partner to put both of your
futures at risk. See the cartoon for some common
excuses.

Circumcision is like an ‘invisible condom’ - isn’t it true that I
don’t have to wear a condom once I’ve been circumcised?

FALSE. Even though medical male circumcision reduces a man’s chances
of infection by 60%, there is still a big risk of getting infected. Therefore,
circumcision only gives partial protection. Circumcision is not an ‘invisible
condom’ and men still need to wear condoms to protect themselves and their
partners.

Male condom distribution
rate 2007/08

Remember: Regardless of whether you are using
a female or a male condom, make sure to use it
throughout the sex act. That means, as soon as
clothes are off – condoms should be on. Also, be
sure to use a new condom for each new act. Enjoy!

Total condoms distributed
in South Africa:
Over 350 million male condoms are distributed
annually on a demand basis by the Department of
Health.
Despite a relatively high distribution of condoms
within the public health sector, it sometimes
happens that clinics run out of stock. This is
a serious problem and the Treatment Action
Campaign (TAC) will continue to campaign for
better access to condoms.

Legend
5 and less
6–7
8–9
10–11
12 and above

This map shows the number of condoms distributed per man per year in various regions
in South Africa during the period 2007-2008. It shows that we are still distributing far too
few condoms in South Africa. We urgently need to scale up access to condoms in order to
help reduce new infections. Source: Day C. et al. The District Health Barometer 2007/08.
Durban: Health Systems Trust; June 2009.

Sources: Abrahamson and Pinkerton, ‘Effectiveness of
Condoms in preventing HIV transmission’, Social Science and
Medicine, Volume 44, Issue 9 (1997); www.hst.org.za; www.
avert.org; www.hst.org.za; www.rfsu.se; www.kondom.nu.
(Websites accessed May 2010.)

Cartoon by Brice Reignier
Yeah, I care too much about my health
and his health to take any risks. I get
stressed just thinking about it! Do you
have a condom I can use?

Oh, hey Sipho. I was just talking
about you. I’ve got a little something
for us tonight. Something just for
you and me.
Oh yeah Noma? I was just
talking about you, too. And
I’ve got a little something
for us tonight too. I hope
you don’t think this is too
forward, but...

Yeah, hey, you’re
right! I like her and she
likes me and we’re a fine, fly couple
– what’s the big deal about a condom?
Then we can just focus on getting frisky.
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IS PREVENTION
For every person on antiretroviral treatment, ten people are
protected! With protection rates of about 90%, you would
see the same number of transmissions among 100 people off
treatment as among 1,000 people on treatment.

New research is finding more and more evidence that antiretroviral
treatment (ART) helps to prevent new HIV infections. At its most
simple, this means that people on ART are less infectious.

Viral load

The reason for this is that treatment brings down the viral load of an
HIV-positive person. On an individual level, viral load is probably
the single most significant risk factor for any type of transmission.
Whether transmission occurs through sex, shared needles, at birth, from
breastfeeding or from needlestick injuries, the higher the viral load the
higher the risk of infection and the lower the viral load, the lower the risk.
The risk is never completely eliminated though – even when a person’s
viral load is undetectable, the possibility of infection remains.

In addition, a recent modelling study suggested that providing treatment
to every HIV-positive person in South Africa with a CD4 count below
200 could halve new transmissions within five to ten years. Since people
would have lower viral loads, there would be fewer new infections and the
rate at which HIV spreads would slow. At present, only about half of all
HIV-positive South Africans with CD4 counts under 200 have access to
ART.
The Treatment Action Campaign (TAC) will continue to lobby for
all HIV-positive people in South Africa to be given ART at a CD4
count of 350. The new evidence suggests that scaling up treatment in this
way will not only benefit individuals, but will also help, alongside other
prevention strategies, to reduce new infections and to turn the tide of the
AIDS epidemic.

This article was adapted by Marcus Low from a fact sheet produced
by HIV I-Base and was reviewed by Simon Collins of HIV I-Base.

Your viral load is the amount of HIV in your
blood. When you have a high viral load, there is
more HIV in your blood, and this makes the risk
of transmission to someone else higher too. When
you are on treatment, your viral load is lower
because there is less HIV in your blood and you
are less likely to pass it on to someone else.

Another reason for
good adherence
In order to keep your viral load low, you have to
take your antiretroviral medicines as prescribed by
the doctor or nurse. Not only will this help you
stay healthy, it will also make you less infectious
and less likely to infect your partner or your
unborn baby if you are pregnant. In this way,
good adherence becomes part of prevention.
It is very important to remember that HIV
cannot be cured. There will always be some risk of
infection. Even if your viral load is undetectable,
there is still HIV hiding in your body, waiting to
come back when you stop taking treatment.
Even if your viral load is undetectable, you must
still use condoms when having sex.

COMBINATION PREVENTION

Findings from a study known as the Partners Study show that ART
is already helping to reduce new infections. This study, run in seven
southern African countries, included 3,381 couples where one partner
was HIV-positive and the other HIV-negative. This study was originally
designed to see whether acyclovir, a treatment for herpes, could reduce
HIV transmission. Although acyclovir did not reduce HIV infections,
about 350 HIV-positive people taking part in the study needed to start
ART for their own health. The rate of new HIV infection was 92% lower
amongst the partners of people using ART than amongst the partners
of those who were not on treatment. Of the 103 infections between
partners, only one was from someone using treatment. This single
transmission also happened very soon after the person began ART, when
their viral load was still likely to be high.
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By Catherine Tomlinson

In South Africa, HIV infection rates amongst young women of child-bearing age are
extremely high. A survey of antenatal clinics revealed that 29.3% of pregnant women are
HIV-positive. This means that three out of ten pregnant women in South Africa have HIV.
Knowing your HIV status is necessary if you are to get the right treatment throughout
your pregnancy to protect your own health and the health of your baby.

WOMEN, PREGNANCY
AND HIV

If you are pregnant and HIV-positive what do you need to know?

16

Finding out when you are pregnant that you
have HIV can be very scary, especially if you do
not have the right information about HIV. It is
important to learn as much as you can about HIV
and transmission. Remember, there is treatment
available to help you have a healthy pregnancy and
baby.
Women living with HIV can transmit the virus to
their babies in three ways. HIV can be passed
on to your baby during pregnancy, in labour or
while breast-feeding. If you are pregnant and
HIV-positive then you must be given antiretrovirals
(ARVs) to prevent transmission to your infant.

An HIV-positive pregnant woman who does not
take ARVs during her pregnancy has about a 30%
chance of transmitting HIV to her infant during
pregnancy or delivery. With ARVs this risk can be
reduced to less than 1%.
If you are HIV-positive and pregnant, the first thing
you must do is have a test to find out what your
CD4 count is. Your CD4 count will tell you whether
you need to start treatment for your own HIV
infection or to take prophylaxis (preventive drugs
to reduce the risk of transmission) to protect your
baby.

Photo by Giacomo Pirozzi /Panos Pictures

Pregnancy and HIV

New guidelines
In April 2010 government updated the treatment guidelines
for pregnant women living with HIV. A number of important
improvements are explained in this article. The full
guidelines, Clinical Guidelines: PMTCT (Prevention of
Mother-to-Child Transmission) 2010, can be found online
at http://www.sanac.org.za/resources/art-guidelines.
Photo by Julian Harneis

Under the new treatment
guidelines, all women with a
CD4 count below 350 will be
given triple-antiretroviral therapy,
also known as highly active
antiretroviral therapy (HAART).
South Africa has a high rate of
HIV-related maternal deaths. The
change in treatment guidelines
will reduce maternal mortality
in South Africa because the
majority of HIV-related maternal
deaths occur in women with CD4
counts below 350.
If your CD4 count is below 350
you will need triple-therapy ART
for your own health and you will
need to take it for the rest of
your life. This lifelong treatment
can allow you to enjoy a long
and healthy life as well as help
you to fight off AIDS-related
diseases and opportunistic
infections such as tuberculosis.
This treatment is also extremely
important for prevention as
it reduces the risk of HIV
transmission to your infant.

yet need to start lifelong treatment for your
own health. However you will need to take ARV
prophylaxis throughout pregnancy and delivery
to reduce the risk that your baby will be born
HIV-positive. (After your baby is born there
are further steps that you can take to prevent
transmission during feeding.) ARV prophylaxis is
commonly known as prevention of mother-to-child
transmission (PMTCT).
Under the new guidelines you will be started on
PMTCT when you are 14 weeks pregnant.
Sometimes nurses tell patients that they must only
visit their health facility once they are 24 weeks
into a pregnancy. If this happens you must demand
to be seen before 14 weeks so that you can access
earlier treatment.
From 14 weeks you will take zidovudine (AZT) daily
until delivery. When you go into labour you must
be given single-dose nevirapine (NVP) and AZT
every three hours. After delivery you will be given
a single dose of tenofovir (TDF) + emtricitabine
(FTC) – this is known as ‘covering the tail’. This is
an important improvement in the new guidelines
because it reduces the risk of NVP resistance,
which can occur with single-dose NVP. Having
resistance to NVP can make your treatment less
effective when you need to start lifelong ART for
your own health.

If you are pregnant
and HIV-negative what
precautions do you
still need to take?
If you test negative early in your
pregnancy it is a good idea to
get another HIV test later in
your pregnancy. Getting tested
again is important because there
is a period after a person has
first become infected with HIV
(known as the window period)
where they can test negative
even if they are positive (this
is called a false negative). It
is recommended that you are
tested again after three months
and then once more at 32 weeks.
It is also important that you
continue to use condoms
throughout your pregnancy so
that you do not become HIVpositive during your pregnancy.
After you are first infected with
HIV, during the window period,
your body undergoes a process
known as seroconversion. This
period is extremely risky for HIV
transmission, both to your infant
and your partner, because during
seroconversion your viral load is
very high.

WOMEN, PREGNANCY
AND HIV

My CD4 count is below My CD4 count is above 350 – what
350 – what does this does this mean?
mean?
If your CD4 count is above 350 then you do not
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Infant feeding

Photo by Mikkel Ostergaard/Panos Pictures

Under the new
guidelines, women
who choose to will
be able to breastfeed
their infants. Below
is an explanation of
the different risks and
concerns that you
must be aware of when
deciding whether to
breast or formula feed
your child.

WOMEN, PREGNANCY
AND HIV

Women who were initiated onto triple-regimen
ART will continue to take this treatment after
delivery as it is a lifelong treatment that they need
for their own health. But these ARVs also reduce
the risk of transmitting HIV to infants through
breast milk. Studies have shown that women on
triple-regimen ART who exclusively breastfeed can
have less than a 2% chance of transmitting HIV to
their infants.
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All infants will be given daily single-dose
nevirapine for six weeks. However, infants whose
mothers are not initiated onto lifelong ART but
instead receive the PMTCT regimen must be
given daily single-dose nevirapine to reduce the
risk of HIV transmission during breastfeeding.
A clinical trial has shown that infant nevirapine
can reduce the risk of transmission to below
2%. (The PROMISE (Promoting Maternal Infant

Survival Everywhere) study was begun in January
to assess whether maternal triple regimen ART or
infant nevirapine is more effective in reducing HIV
transmission during breastfeeding.)
Mothers who choose not to breastfeed must be
given access to sufficient formula milk for six
months from the public health sector. Formula milk
completely removes the risk of HIV transmission
but it can have other risks. For instance babies who
are formula-fed have a higher risk of diarrhoea,
which can be fatal. The risk of negative side effects
associated with formula feeding depends on the
setting. Mothers who choose to formula feed must
have access to clean water and be able to sterilise
all feeding equipment to be able to safely provide
formula milk to their babies.
Mothers that are HIV-positive must choose
whether to breastfeed, using ARVs to reduce the
risk of HIV transmission, or to formula feed their
babies. Mothers must not mixed feed their babies.
(Mixed feeding is when a mother feeds her baby
both breast milk and formula milk.) Babies that are
mixed fed have the highest risk of becoming HIVpositive during infant feeding.
The high HIV rates in antenatal clinics make it
clear that government must consider ways to help
young women become pregnant without becoming
HIV-positive. At this point services to reduce the
risks of transmission during conception remain
limited.

Sources: Chasela C et al. ‘Both maternal HAART and daily infant nevirapine are effective in reducing HIV-1 transmission during breastfeeding in a
randomized trial in Malawi: 28 week results of the Breastfeeding, Antiretroviral and Nutrition (BAN) Study.’ 5th IAS Conference on HIV Treatment,
Pathogenesis and Prevention, Cape Town, abstract WeLBC103 (2009).

What can sero-discordant couples do

to reduce the risks of HIV transmission

when they are trying to get pregnant?

(Sero-discordant couples are those where one partner is HIV-positive and the other HIV-negative.)
If you and your partner plan to get pregnant through sexual intercourse there are ways that you
can reduce the risk of HIV transmission. However, you must remember that for a sero-discordant
couple there is always some risk of HIV transmission during unprotected sex.

What if the woman is HIV-positive
How can you and your partner
and the man is HIV-negative?
reduce the risk of HIV
the woman is HIV-positive and the man is
transmission during conception? IfHIV-negative
there are ways to eliminate the risks
You can reduce the chance of HIV transmission
by making limited conception attempts when
the risk of transmission is low. Viral load has
been identified as an important risk factor in HIV
transmission. If you and your partner intend to get
pregnant through unprotected sex then you should
plan to do this only when the partner with HIV is
on treatment and has an undetectable viral load.

of HIV transmission during conception. You can
do this by collecting the sperm of your partner,
possibly in a condom, and then self-inseminating
the sperm into your uterus. You can selfinseminate using a plastic syringe with no needle
that the clinic can give you. You insert the syringe
like a tampon and then remove it after the sperm
has been inserted.

Limited conception attempts should be made
only when the woman is ovulating. Ovulation
usually occurs 14 days prior to menstruation. Your
health worker can help you work out when you are
ovulating.

What if the man is HIV-positive
and the woman is HIV-negative?

Avoid rough sex because it could cause tears
that increase the risk of transmission. It is also
important that neither partner has any other
sexually-transmitted infections or sores that could
raise the risk of HIV transmission.
Medical male circumcision will also lower the risk
of HIV transmission if the woman is positive and
the man is negative. (See page 4-7 for more on
medical male circumcision.)
Planning your conception attempts can limit
your chances of HIV transmission but it does not
completely eliminate the risk. You and your partner
must continue to use condoms at all other times.

If the man is HIV-positive and the woman is HIVnegative then you can completely eliminate any
risk of HIV transmission through a process called
sperm washing. Unfortunately this process is only
available in the private sector and remains very
expensive. Sperm washing is a procedure carried
out in a clinic to separate the sperm from the
seminal fluid containing HIV. The HIV-free sperm is
then injected into the woman’s uterus.
Sero-discordant couples planning to get
pregnant have options to reduce the risk of HIV
transmission. You and your partner should discuss
family planning options with your health worker.
Reviewed by Polly Clayden of HIV i-Base. Clayden also helped write
‘Pregnancy in Our Lives’, on which parts of this article are based.
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Young
women

and HIV
By Mary-Jane Matsolo

WOMEN, PREGNANCY
AND HIV

Many young women are well informed
when it comes to HIV prevention methods.
But for some the challenge is how to apply
this knowledge and to negotiate safe
sex within their relationships. We talked
to a group of 20 young women at the
Khayelitsha Youth Clinic.

Photo by Sam Reinders
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Not easy to talk about

Some girls are too shy or embarrassed to
ask their boyfriends to use a condom. One
girl mentioned that there was a certain level
of awkwardness when it came to discussing
condom use and therefore she would rather
leave the decision to her boyfriend. One girl felt
uncomfortable even saying the word “condom”.

Will he leave me?

Most girls said they were nervous about
bringing up the subject of condoms because
they were scared that their boyfriend would
get upset and leave them. Many of the girls
reported having good, strong relationships
with their sexual partners, yet there was poor
communication when it came to issues such as
condom use and testing for HIV.
Unwanted pregnancy was the one subject that
made it easier for young women to ask men
about using condoms. One woman from the
group said that she had been in a relationship
for ten years and that she and her partner
always used condoms. However, the reason
she had given him for using condoms was
to prevent unintended pregnancy and not to
prevent HIV and other STIs.

Up to the boy?

When questioned as to how many of them
would stop using a condom if their boyfriend
requested it, twelve of the twenty girls put up
their hands and said that they would go along
with his decision, no questions asked. When
we asked why, one girl answered, “Because
we’re driven by love.” Only three girls said that
they would not stop using a condom, no matter
what happened.

When we inquired how many of them applied
their knowledge about sexual health to their
own lives, the majority answered shyly that
they did not.

More than one partner

Many of the participants admitted to having
sexual relationships with multiple partners,
often without using condoms. Some of the
reasons they gave included: to experiment,
to be popular, their partner’s looks, or “just
wanting to have sex”.

Equal Treatment spoke to young
women at the Khayelitsha Youth
Clinic to hear their candid
thoughts on sex, HIV, and
prevention. Photo by Mary-Jane
Matsolo.

What needs to happen?
A recently published review assessed the evidence for eight
approaches to preventing HIV among South Africans aged 15-24.
The review made the following recommendations:
• We must move beyond the individual level to address wider
social issues. These include attitudes to gender, people being
forced into sex against their will, alcohol use and how a person’s
economic status affects their risk of HIV infection.
• We need more targeted approaches to preventing HIV. For
example, we should give young people better options for their
leisure time and provide them with opportunities to learn life or
work skills.
• We must aim to change the social norms surrounding HIV risk,
especially among men, such as attitudes to having unprotected
sex.
• HIV education in schools is vital, and should be delivered by
health workers, not teachers.
Source: Abigail Harrison et al. ‘HIV prevention for South African youth: which interventions work? A
systematic review of current evidence.’ BMC Public Health, February 2010.

WOMEN, PREGNANCY
AND HIV

The prevention of HIV/AIDS amongst young
people involves more than simply spreading
information. Young adults face many
challenges and obstacles when confronted
with decisions about sex. Power dynamics
between sexual partners, peer pressure,
cultural norms and other influences all play a
role.
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PEP stands for Post-Exposure Prophylaxis
Post = after being exposed to HIV, either through rape, or in health care
settings.
Exposure = potentially being exposed to HIV. When rape occurs there is
often damage to the mouth, anus or vagina and this can increase the risk
of being exposed to HIV through blood, semen or vaginal fluid. Health
workers may also be vulnerable due to exposure to bodily fluids.
Prophylaxis = prevention. PEP prevents a person from being infected with
HIV immediately after he or she has been exposed to the blood, semen,
vaginal fluid, or breast milk of a person who might be HIV-positive.

AND HIV

SOCIAL FACTORS

Post-exposure prophylaxis, or PEP, is a 28-day short
course of antiretrovirals (ARVs) designed to help HIVnegative people who have been exposed to the virus
prevent infection. In South Africa, PEP is available to
health workers who have been exposed on the job and
also to rape survivors.
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South African rates of rape and sexual assault are among
the highest in the world, yet very few women report
rape or seek health care services after being attacked.
Survivors are legally entitled to PEP and other medical
treatment that will help to protect their physical and
mental health, as stated in the Sexual Offences Act
(2007). They are encouraged to seek medical treatment
and PEP immediately. If someone does not know where
they can receive PEP, they can report to the police,
where they have a legal right to be referred to a clinic
providing PEP. If the survivor goes straight to a health
centre, he or she should be given PEP or, if unavailable,
referred to another health centre offering PEP.

When is PEP taken?
PEP must be started as soon as possible, at the very
latest within 72 hours of exposure to HIV. It is therefore
essential that those who have been exposed seek

PEP
By Rebecca Hodes

talk

medical attention immediately. Survivors of rape and
sexual assault need support from family, friends, and
professional counsellors to ensure that they do this and
take the full course of treatment

How effective is PEP?
While PEP is not 100% effective, it can significantly
reduce the risk of HIV transmission. The sooner PEP
is taken, the more effective it is. It is also most effective
if taken for the full 28 days. If doses are missed this
increases the likelihood of infection.

What does PEP consist of?
The PEP drug regimen consists of a combination of
ARVs. The Department of Health’s recommended
regimen is zidovudine (AZT), lamivudine (3TC) and,
in cases of high exposure, an additional drug (lopinavir/
ritonavir).
To receive PEP at clinics, rape survivors must take an
HIV test. If the survivor is already HIV-positive, he or
she will not get PEP but must still be offered antibiotics
to prevent sexually-transmitted infections (STIs) and
also a pregnancy test. If the pregnancy test is negative,
the survivor must receive emergency contraception.
They may also be referred for ARV treatment if their
CD4 count is low or if they are sick. If the survivor is
HIV-negative, she or he must take a full course of PEP,
antibiotics to prevent STIs, a pregnancy test and, if this
is negative, access to emergency contraception.
When a survivor has to wait for his or her HIV test
results; prefers not to test immediately; is not ready
to receive results immediately or is unable to consent
immediately due to severe injuries or trauma, she or he

Where can I get PEP?
Rape survivors can generally get PEP at public health
care centres. In the Western Cape and Eastern Cape all
hospitals offer PEP to rape survivors. Other provinces
have designated certain health care facilities to provide
PEP. To get PEP, the rape survivor does not need to lay
a criminal charge. It is enough to report the rape at the
hospital. However the health professional is under a legal
obligation to report the sexual offence if the rape survivor is
under the age of 16.
Police and health workers are required by law to inform
survivors of their right to PEP and other emergency
treatment.
Health workers who have been exposed can access PEP
through their workplace, or through referral by their
workplace.

Problems accessing PEP

As told to Thandeka Vinjwa
In Sphezini location, Lusikisiki, a 40-year-old woman was raped
in May 2007 by an 18-year-old man who broke into her house at
night and forced her to have sexual intercourse with him. She
tried to stop him but he threatened to kill her with a sword.
Afterwards he ran away. She shouted for help and woke her
sister, who called the neighbours.
People gathered at the scene while the woman explained what
had happened. The police arrived the following afternoon and
took her to the police station, where she made a statement and
opened a case against the rapist. Meanwhile, members of the
community had caught the suspect and brought him to the
police station.
After taking her statement, the police accompanied her to
hospital for check-ups. The doctor confirmed that she had
been raped, and offered her an HIV test and treatment for STIs.
All the test results were negative and the doctor gave her PEP,
the morning-after pill and antibiotics. She was also referred to
a social worker for counselling.
Having survived this traumatic experience she joined the
Treatment Action Campaign (TAC) branch at Xurhana. She felt
more empowered to deal with human and legal rights issues
including gender-based violence (GBV). She learned about
antiretroviral treatment. Through TAC she gained the knowhow to support other women who had also been through rape.

Photo by Thandeka Vinjwa

A 2004 report by Human Rights Watch found that
numerous problems prevent survivors of rape and
sexual assault from accessing PEP. These include a lack
of information about PEP amongst health workers and
survivors, the stigma associated with an HIV test, and
difficulties in getting transport within 72 hours to a
clinic providing PEP.
Reviewed by Dr Stefanie Röhrs of the Gender, Health and Justice Research
Unit at the University of Cape Town. She is currently the lead researcher on a
project concerning access to PEP for rape survivors in South Africa.
Sources: Jewkes R., and Abrahams N., ‘The epidemiology of rape and sexual
coercion in South Africa: an overview’, Soc Sci Me 2002; 55 (7): 1231 – 1244
(2002); Gender Based Violence In Our Lives. (July 2009); Christofides, N.,
Muirhead, D., Jewkes, R., Penn-Kekana, L., Conco, D., ‘Women’s experiences
of and preferences for service after rape in South Africa: interview study, BMJ,
332: 209 – 213 (2006); Human Rights Watch, ‘Deadly Delay: South Africa’s
Efforts to Prevent HIV in Survivors of Sexual Violence, Vol. 16, No. 3, March
2004. Available at http://www.hrw.org/reports/2004/southafrica0304/index.htm
(Site accessed May 2010).

“Women out there: do not bear alone the problems
that you encounter in life, speak out and let us share
the load [to set] us free,” she says.
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After completing PEP, a survivor must return to the
health facility for follow-up tests and counselling at six
weeks, three months, six months, and one year after the
rape or sexual assault.

How one woman dealt with
her rape and survived

SOCIAL FACTORS

should be given a three-day PEP starter pack. When the
patient has tested and returns for their test results, they
will be given either the full 28-day regimen if they are
HIV-negative, or referred for further treatment if they
are HIV-positive.
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Social
aspects
of HIV infection

SOCIAL FACTORS

By Mara Kardas-Nelson, Catherine Karlsson and Andrea Zeelie
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“Within countries there are dramatic differences in health that are closely
linked with degrees of social disadvantage…Gender, education, occupation,
income, [ethnic group], and place of residence are all closely linked to people’s
access to, experiences of, and benefits from health care….The lower the socioeconomic position, the worse the health.”–The World Health Organization

Even as we learn more about the science of HIV and the
effectiveness of certain interventions – like increased testing,
treatment, condom use, and prevention of mother-to-child
transmission (PMTCT) – infection rates are still rising in many
areas. Why is this happening?
In order to answer this question, we need
to look at what makes someone vulnerable
to HIV. Even with the best interventions, a
person’s social position, income, gender,
and their access to education and other
basic services may make them more likely to
acquire the virus.

Gender-based violence (GBV) has been linked
to HIV vulnerability. Across Africa, women who
have experienced GBV are up to three times
more likely to be HIV-infected than those who
have not. Violence against women increases
vulnerability to HIV in three ways: because HIV
is more easily transmitted through forced or
coerced sex, such as rape; by increasing the
likelihood of future risky sexual behaviours,
such as having multiple concurrent partners
or engaging in transactional sex; and by
decreasing women’s ability to adopt safer-sex
practices because they lack control over sexual

Other factors, such as poverty and hunger,
make women more vulnerable to both violence
and HIV. Women who are economically
dependent on men are more likely to
experience violence and to engage in risky
behaviour. A 2007 study by Physicians for
Human Rights (PHR) noted that women
who lacked sufficient food were more likely
to lack control in relationships; engage in
transactional sex; and have unprotected sex –
all HIV risk factors.
Gender inequality is linked with low condom
use, especially when it comes to who makes
decisions regarding sex. According to the
PHR study, which took place in Botswana
and Swaziland, 22% of Batswana women
interviewed said they had no control over
whether or not to use a condom. 53% of those
had engaged in unprotected sex in the last year
and claimed that this was because their partner
refused to use a condom. Generally, belief in
discriminatory attitudes towards women is
associated with risky sexual behaviour.

AND HIV

Gender inequality exists in all levels of society
and in all cultural and economic indicators,
from access to education to experiences of
stigma and discrimination. In much of the
world, women face starker prospects than their
male counterparts. According to an article
published in Social Science & Medicine, women
represent the world’s poorest 70%. They
generally have less access to education than
men, work longer hours, and have lower life
expectancy.

decision-making or they are afraid of further
violence.

SOCIAL FACTORS

Gender inequality and
gender-based violence
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While there are many social factors behind
HIV infection, Equal Treatment will look at four:
gender inequality and gender-based violence;
poverty; access to education; and stigma and
discrimination.
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Poverty

Studies show that HIV spreads particularly fast among poor people
living at the margins of society. Poverty is an important factor in the
speed at which the epidemic has spread in sub-Saharan Africa. Being
poor makes it harder to negotiate safe sex; makes it less likely that
people are well-informed about HIV; and makes people less likely to be
financially independent–all risk factors for HIV vulnerability.
Given the impact of poverty, social grants have proved useful in
lessening the effects of HIV. Social grants have an indirectly positive
effect on the epidemic as they improve access to education and
good nutrition. A study commissioned by the Department of Social
Development noted that South Africa’s social grants system has
reduced poverty and is playing a developmental role in uplifting poor
households.
The Treatment Action Campaign (TAC) is in favour of increased
social assistance for poor people. We have been campaigning for the
introduction of a chronic illness grant (CIG – a grant for all chronically-ill
people, including people with HIV) and a Basic Income Grant (BIG – a
small payout to all citizens, regardless of how much money they have).
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Education

Access to education is an important part of
understanding HIV vulnerability. According to
a 2008 study considering 11 African countries,
a “clear link has been established between
educational [achievement] and the risk of HIV
infection...higher educational levels lead to
lower HIV prevalence.”

AND HIV
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A study carried out in Zambia showed that HIV
prevalence rates were much lower amongst
teens aged 15–19 who completed middle to
higher levels of education than amongst those
who only completed basic education.
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Gender inequality is central to both low
education rates and high rates of HIV.
Developing countries with gaps in education
levels between males and females tend to
have higher rates of HIV. According to the
United Nations Development Programme (UNDP), in lesser-developed
countries, girls are 11% less likely to attend primary school than boys,
while in least-developed countries this number rises to 19%.
A 2006 study shows that girls who finish secondary education are
between four and seven times more likely to use condoms than those
who do not, and are also less likely to be infected with HIV.
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In an anonymous survey of 200 people with
HIV, those who reported facing a high level of
stigma were more likely to report poor access
to care. Stigma was also associated with poor
adherence to antiretroviral treatment.
The stigma surrounding HIV emerged when
little was known about the disease. Today, we
know much more about HIV, but the stigma
continues. Unfortunately many people still
face discrimination at the hands of their
government, community, religious institutions,
workplace or family. One-third of countries
have no laws protecting the rights of people
with HIV.

What can we do to change this?
Research into the social determinants of HIV shows that prevention
methods focused on changing individual behaviour are less effective
when there are large social, economic, and cultural obstacles. Most
of the best prevention methods available today, such as condom use,
testing, and treatment adherence, do require individual action, however.
Increased spending on socio-economic problems has more impact on
health indicators than putting money into health systems alone. In order
to tackle HIV, countries must not only spend more on prevention and
treatment, but also address social, cultural and economic obstacles.
We must invest in schools, housing, and job programmes and remove
legal and cultural systems that promote gender inequality, stigma and
discrimination.
Sources: Butler, C ‘HIV and AIDS, Poverty and Causation.’ The Lancet, Volume 356, Issue 9239 (2000);
Dunkle, K et al. ‘Gender-Based Violence and HIV Infection among Pregnant Women in Soweto.’ AUSAid
(June 2003); ’Epidemic of Inequality: Women’s Rights and HIV/AIDS in Swaziland.’ Physicians for Human
Rights (2007); Gilbert, L and Walker, L. ‘Treading the path of least resistance: HIV/AIDS and social
inequalities—a South African case study.’ Social Science & Medicine, 54, 1093-1100 (2002); ‘Girl Power: girls’
education, sexual behaviour, and AIDS in Africa.’ United Nations Girls’ Education Initiative (28 August 2006).
http://www.ungei.org/news/247_1061.html; Hargreaves, JR et al. ’Systematic review exploring time trends in
the association between educational attainment and risk of HIV infection in sub-Saharan Africa.’ Global Health
Sciences Literature Digest (6 May 2008) http://hivinsite.ucsf.edu/InSite?page=jl-30-02; Ki-Moon, Ban.
‘Op-Ed: The Stigma Factor.’ The Washington Times, (6 August 6 2008); Peltzer, K et al. ‘Determinants of
knowledge of HIV status results in South Africa: results from a population-based survey.’ BMC Public Health,
9:174 (2009); Sayles, Jennifer et al. ‘The Association of Stigma with Self-Reported Access to Medical Care and
Antiretroviral Therapy Adherence in Persons Living with HIV/AIDS.’ Journal of General Internal Medicine
24:10 (2009); Wilkinson, R and Marmot, M (eds). ‘Social determinants of health: The solid facts, Second
edition.’ World Health Organization, (2003); ‘Education and HIV/AIDS: a window of hope.’ The World Bank
(2002); ’2008 Report on the global AIDS epidemic.’ UNAIDS; www.irinnews.org - http://www.irinnews.org/
report.aspx?reportid=52401 (All sites accessed May 2010)

AND HIV

United Nations Secretary-General Ban Ki Moon
states that “stigma remains the single most
important barrier to public action. It is a main
reason why too many people are afraid to see
a doctor to determine whether they have the
disease, or to seek treatment if so. It helps
make AIDS the silent killer, because people
fear the social disgrace of speaking about it, or
taking easily available precautions. Stigma is a
chief reason why the AIDS epidemic continues
to devastate societies around the world.”

SOCIAL FACTORS

Stigma and discrimination
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BranchNEWS
TAC Lusikisiki supports HCT launch
face education sessions to highlight the HCT
campaign.
TAC distributed reading materials such as
Equal Treatment magazine, HIV ebomini
bethu, HIV in Our Lives, and flyers with the
updated antiretroviral treatment guidelines.
Team members also handed out 147,000 male
condoms and 4,000 female condoms.
Leading by example, Eastern Cape Premier
Noxolo Kiviet and Eastern Cape Minister of
Health Phumulo Mosuale were the first to
undergo HIV testing. Professional and retired
nurses had to be called in to assist with the
high demand for counselling and testing. 356
women and 194 men received counselling for
HIV, 326 women and 90 men had HIV tests, and
151 people had TB tests.
Above: Long queues formed
at the Holy Cross Hospital in
the Eastern Cape, with people
lining up to take part in testing
provided through the recently
launched HCT campaign.
Top right: Eastern Cape
Premier Noxolo Kiviet publicly
participating in HCT.
Bottom right: TAC staff and
members distributing materials
at the Eastern Cape HCT
launch. All photos by Thandeka
Vinjwa.

The national HIV Counselling and Testing
campaign (HCT) recently launched in the
Eastern Cape, in the municipality of Ingquza
Hill. The HCT campaign aims to motivate
people to know their HIV and TB status.
Ingquza Hill was chosen to host the HCT
campaign because of its high HIV prevalence
(28.6% of the population), number of deaths
related to traditional circumcision, raised STI
rates and incidents of child abduction.

NEWS

The launch took place on 10 April 2010 at Holy
Cross Hospital in Flagstaff, with approximately
3,000 people in attendance. HIV counselling
and testing and TB testing stations were
available.
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The Treatment Action Campaign’s (TAC’s)
Lusikisiki Community Health Advocates took
part in raising HIV awareness in Malangeni
A/A, Magwa A/A and Goso Forest A/A. A
TAC Prevention and Treatment Literacy Team
visited clinics where they carried out face-to-
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We will give a R200 Pick n
Pay gift voucher for the first
crossword drawn from a hat
with all the correct answers.
The answers can be found in
this issue of Equal Treatment.
Last month’s winner will be
announced in a future issue.

6

7

9

8

10

Fax or post your completed
crossword, with your name,
address and contact number.
Address: Equal Treatment, PO
Box 2069, Cape Town 8001
Fax: 021 422 1720
The crossword winner for
Equal Treatment 32 is Mrs.
Mantsie Motloung from Nigel
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Crossword Puzzle

1

Across

Down

3

Couples where one partner is HIV-positive and the
other HIV-negative are called sero-____

1

5

What does the second ‘P’ in PEP stand for?

When we talk about using all the evidence-based
prevention methods together, we call it ____
prevention.

6

HIV can be passed on to a baby during pregnancy, in
____ or while breast-feeding.

2

What are most male condoms made of?

4

What does the ‘V’ stand for in VMMC?

Using more than one condom at once creates ____,
causing condoms to break easily.

7

Sperm____ is a procedure carried out in a clinic to
separate sperm from seminal fluid containing HIV.

9

Before being medically circumcised, a man has to give
_____ consent.

8

10 Medical circumcision involves the surgical removal of
the ___ under hygienic conditions and anaesthetic.
11 Findings from the ___ Study, conducted in seven
African countries, show that ART is helping to reduce
new infections.
12 Even when medically circumcised, men should still
use ____ to protect themselves and their partners.
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For more information about the One Man Campaign, contact Sonke Gender
Justice on 011 339 3589 or 021 423 7088, email info@genderjustice.org.za or
visit our website at www.genderjustice.org.za

