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GLOSSARY
ADV

Advocacy

APSTAR
Applied population sciences training and research
ARVs

Anti-Retrovirals (medication/treatment)

CBO
Community based organisation

CDPD

Chief Directorate: Population and Development, DSD

CHBC 

Community home based care 
DM

District municipality
DOH
Department of Health

DSD
Department of Social Development

GBV

Gender based violence
HCBC
Home community based care 
IDP

Integrated Development Plan

ISRDP
Integrated Sustainable Rural Development Programme

NPO
Non-profit organisation

OVCs

Orphans and vulnerable children
PDS

Population and development strategies
PED

Population, Environment and Development Nexus
PMTCT
Prevention of Mother-to-Child Transmission

PPU

Provincial Population Unit (DSD)
PRP

Poverty Relief Programme
SAPS

South African Police Service

SRH

Sexual and reproductive health
UNFPA
United Nations Population Fund

URP
Urban Renewal Programme

EXECUTIVE SUMMARY
Introduction

1. The five-year country programme was initiated by the United Nations Population Fund (UNFPA) to assist the government of South Africa in achieving its population and development goals. The programme is divided into three sub-programmes: reproductive health, including family planning, sexual health and gender-based violence (GBV); population and development strategies; and advocacy.
2. The sub-programmes aimed to implement national population concerns at local level by doing research, skills audits, training and establishing monitoring and evaluation (M&E) systems. District municipalities implement, with oversight from a provincial co-ordinating committee.
3. The programme operates in three provinces in ten nodes: Limpopo (Sekhukhune and Bohlabela – now in Mpumalanga province); Eastern Cape (Chris Hani, Ukhahlamba, Alfred Nzo and O.R. Tambo) and KwaZulu-Natal (Ugu, Umzinyathi, Umkhanyakude and Zululand).
4. Given the lack of implementation of UNFPA projects at the time of the first evaluation, it was agreed that the research programme would do some baseline work and advise DSD on how country programme activities could be made most effective during implementation.
5. Implementation of the second country programme was limited to national training programmes. The research into the UNFPA programme was therefore mainly based on a study of available documents and interviews with district municipality officials who have been involved in developing the project plans.

Situation analysis

Community perceptions of HIV and AIDS, sexual and reproductive health and gender-based violence

6. HIV and AIDS is a significant factor causing vulnerability in the nodal communities and households. Those who have to care for the infected, the ill and the orphans are under tremendous stress. A high percentage of respondents indicated that they either know somebody living with HIV and AIDS or somebody who has passed away as a result of it. Denial and stigmatisation are still rife. People living with HIV and AIDS (PLWHA) feel victimised and isolated and they lose their jobs or are discriminated against at work. The scale of the pandemic is immense. Poverty certainly plays a role in the spread of the virus.
7. One in five respondents to the household survey disapproved of the use of contraception. More women than men support the use of contraceptives. Younger people are more positive about contraceptives than people over 35. A high percentage of people believe contraception is the responsibility of women. Almost half of respondents believed that contraceptives could make women sterile.
8. Across the nodes an average of 23% of respondents shared the opinion that physical action against women is justified if they do something wrong. There is no significant difference in the responses by men and women, old and young. Different opinions were held on the increase or decrease of gender-based violence (GBV). Some believed that the ‘interdicts’ are effective, while others claimed that the problem is growing.

Services addressing HIV and AIDS, sexual and reproductive health (SRH) and GBV

9. The services used in most nodes are the primary health care clinics, run by the Department of Health, and interventions by the DSD. These included home-based care, drop-in centres, counselling, support groups, distribution of condoms, orphanages and social grants. Non-profit organisations (NPOs) and community-based organisations (CBOs) rendered services in home-based care, peer group and awareness programmes and legal advice. Integration of services into local plans remains a challenge.
10. Participation in support groups and community-based care (CBC) programmes was perceived as very empowering. While delivery of basic services was appreciated, the quality of services was queried in some places. Participants in the various focus groups seem to believe that not enough HIV and AIDS, SRH and GBV services are provided to reach all those who need them. There was a perception that services are not always affordable for those needing them – reasons include the distances people have to travel to clinics. There is a perception that the police do not always have the requisite attitude and skills to deal with cases of domestic violence in a constructive way.
11. Those on ARV treatment are struggling with logistical problems. To access this service patients need the necessary authorisation and documentation from district surgeons, and transport from the municipalities (where ARV sites are far apart). The attitude of officials working with patients and infected people in projects was also perceived as negative. Community members are not always aware of the different services available or that they do not necessarily understand the procedures for accessing them.
12. There was concern about the use and abuse of different state support grants. The perception is that old age pensions are eroded by the number of dependents on these grants, foster care grants often do not reach the orphans or children, and grants for the ill are not reliable.
13. Service delivery gaps and challenges include scale and quality of services and approaches to planning, implementation and integration of services.

Design and implementation approaches

14. A number of national projects and initiatives have been rolled out, focusing mainly on training, with some research. Challenges include the delays in the process at the international level; loss of trust from districts because of poor commitment displayed by UNFPA officials in some nodes; a top-down approach that limits buy-in; lack of people specifically allocated to deal with the programme at district and provincial levels; staff shortages and work overload of district staff; and planning and allocation of responsibilities that do not take into account capacity of implementing agents.

15. Training is important but it should be recognised that attitudinal change takes time and requires backup work. A single training session is not going to lead to long term change unless there is follow up.

Relevance of the programme

16. The scale of HIV and AIDS, SRH and GBV outweighs the scope of interventions and service delivery. The intended focus of the UNFPA country programme on these issues is thus relevant, even though queries about implementation and planning strategies have been raised. There may be a need to review the objectives of the programme in light of changes at district level (e.g. new programmes by other institutions).

Recommendations

17. Recommendations include building relationships and improving communication with other stakeholders; improving the planning and implementation approach (appoint a person specifically to deal with the programme at district and provincial level, define and communicate clear role and responsibilities for partners, engage in participatory planning processes, improve reflection and M&E systems, prioritise the formation of social clusters at district level to drive the programme and integrate with other interventions, pitch implementation at provincial level until districts are capacitated to take over); review the objectives and activities of the programme in light of developments in the districts; and capacity and training (conduct skills audits to inform planning, develop strategies to reduce staff turnover, follow up on training, involve NPOs to assist with strategising and training).
18. Recommended interventions include: involving older people (specifically men) and traditional leaders in training programmes and awareness campaigns; develop strategies to involve sex workers in the battle against HIV and AIDS; develop strategies around teenage prostitution; extend SRH programmes beyond the normal clinic activities, and target schools; empower and resource support groups for HIV and AIDS infected and affected families to ensure that holistic care and support are provided; improve the overall quality of service delivery and patient care through interventions aimed at turning around the attitude of health care workers, policing and justice staff and other officials working with the community; Initiate support groups for victims of GBV, similar to those established for the HIV and AIDS infected and affected; and increased access to support grants for those without relevant documentation.

INTRODUCTION
The UNFPA Country Programme: history and rationale

19. The five-year country programme was initiated by the United Nations Population Fund (UNFPA) to assist the government of South Africa in achieving its population and development goals. The country programme was conceptualised and designed as a pilot programme to develop methodologies for local municipalities in integrating population and development priorities in the local Integrated Development Plans (IDPs). The Chief Directorate Population and Development (CDPD) in the Department of Social Development took responsibility for formulating and implementing the country programme. The first country programme, which ended in 2001, informed the formulation of the second programme (2002 to 2006, likely to be extended to 2007), which the Minister of Social Development approved in October 2002.

20. The overall goals of the second country programme were to:

i) improve the quality of life of South Africans;
ii) alleviate poverty through population trends commensurate with social and economic development;
iii) reduce the spread of HIV and AIDS;
iv) improve reproductive health services and respect for reproductive rights;
v) enhance gender equality;
vi) improve sustainability through skills transfers to local communities.

21. The programme focuses on HIV and AIDS, integrated sustainable rural development and regional integration and is subdivided into three sub-programmes, namely:

i) reproductive health, including family planning, sexual health and gender-based violence (GBV);
ii) population and development strategies;
iii) advocacy.

22. Each sub-programme will incorporate gender concerns, HIV and AIDS prevention, capacity building, and information, education and communication (IEC).
23. The sub-programmes aimed to implement national population concerns at local level through a number of activities and sub-activities that stakeholders conceptualised. The stakeholders are national and provincial government, concerned district municipalities (DMs) and the UNFPA. The activities include:
i) undertaking baseline studies,
ii) identifying research gaps and prioritising research activities,
iii) doing a skills audit and an audit of the state of community and home-based care,
iv) training and developing monitoring and evaluation systems.

24. District municipalities act as implementing agencies for all activities and sub-activities, while a provincial co-ordinating committee co-ordinates the sub-programmes. An appraisal committee evaluates project plans.
25. The programme targeted the Eastern Cape, Kwazulu-Natal and Limpopo, the three provinces with the worst socio-demographic indicators. Ten specific nodal points (district municipalities) were selected as project sites in these provinces: 

i) Limpopo: 
Sekhukhune and Bohlabela

ii) Eastern Cape:
Chris Hani, Ukhahlamba, Alfred Nzo and O.R. Tambo

iii) KwaZulu-Natal: 
Ugu, Umzinyathi, Umkhanyakude and Zululand 
The research programme

26. The key question to be answered through the research was: “How could the UNFPA Country Programme projects be best organised and delivered, given the local conditions described by this research, as the projects were only just starting with implementation and therefore there was room for learning?”
27. The purpose of the research was to:

i) establish the status, anticipated progress and likely impact of local projects implemented in the ten nodes that are part of the UNFPA Second Country Programme;
ii) monitor and evaluate projects implemented in the ten nodes that form part of the UNFPA Second Country Programme – because very few of these projects have started implementation, the research will focus on identifying the best ways for them to perform effectively, and on how to monitor their performance.

28. The objectives were to:

i) undertake detailed analysis of the performance and prospects of the UNFPA Second Country Programme projects;
ii) identify ways to enhance implementation of the UNFPA projects and to build consensus in the nodes about how to achieve improved performance;
iii) support the achievement of this improved performance;
iv) monitor and report on the performance of these enhanced delivery efforts.

29. According to the terms of reference (Annex 1 of the Research Guide), the research programme has to meet the following requirements.
i) Review and evaluate all documents related to the country programme and its local projects.
ii) Determine the most useful methodology (quantitative and qualitative) to monitor the implementation, and evaluate the eventual impact of local projects in the municipal districts involved with the second country programme.
iii) Carry out studies to describe the impact of the local projects on local districts by the end of 2006 by comparing the situation to the findings of the socio-economic and demographic baseline studies conducted at the start of the project.
iv) Identify all the challenges encountered in formulating and implementing the selected local projects.
v) Provide possible solutions to the challenges observed in formulating and implementing selected local projects in the various districts.
vi) Identify and evaluate all mechanisms put in place for implementing local projects.
vii) Make recommendations on formulating, implementing, and monitoring and evaluating local projects in subsequent country programmes.
viii) Identify the number, type and location of sexual reproductive health services and services addressing gender based violence in the rural nodes of Limpopo, the Eastern Cape and KwaZulu Natal. Also identify service delivery gaps and make recommendations to address these service delivery gaps.
ix) Conduct a follow-up impact study in the ten nodes that are part of the UNFPA second country programme.
30. However, it was acknowledged that it would not be possible to interpret the ToRs literally, as hardly any implementation had taken place since the ToRs were drafted. Instead, the research programme would do some of the baseline work that should have been done under the country programme. Having provided this baseline information, the research programme should also aim to advise the DSD on how country programme activities could be made most effective during implementation in 2006 and 2007. The anticipated closure date of the second country programme is likely to be moved from the end of 2006 to the end of 2007. The research programme’s observations and analysis should also provide the DSD with important inputs into the design of a third UNFPA country programme for South Africa.
Research process and methodology

31. Implementation of the second country programme was limited to national training programmes. The research into the UNFPA programme was therefore mainly based on a study of available documents and interviews with district municipality officials who have been involved in developing the project plans. Due to the huge staff turnover in the DMs and the slow progress with implementation it was difficult to find DM staff with knowledge of the history or progress of the programme in some cases. A review of the country programme at this stage was thus limited to an analysis of situation with HIV and AIDS, GBV and SRH in the nodes, and an assessment of the possible impact of the proposed projects on the situation.

32. For the situational analysis a variety of activities and tools such as interviews, focus group sessions and a review of relevant documents, were undertaken in the second half of 2006. The qualitative research was conducted by Khanya-aicdd (African Institute for Community-Driven Development), Development Works and a team from the University of KwaZulu-Natal. In addition, Strategy & Tactics (S&T) conducted a household survey.

33. Information on existing services in the nodes was obtained from district DSD staff, local municipalities, non-governmental organisations (such as Love Life) and other involved departments, such as the Department of Health.

34. The assessment of the country programme was done through interviews with district municipality officials and provincial DSD staff, as well as through a review of documentation on the country programme.  

SITUATION ANALYSIS
35. This section describes the environment in which the UNFPA programme intends to implement its projects.

36. Community perceptions on HIV and AIDS, SRH and GBV were elicited through two methods:  

i) Qualitative research: During an initial launch meeting in each node, officials and stakeholders developed criteria and selected two diverse communities to conduct fieldwork in. Five workshops were conducted in each community – one general community meeting with wide representation and sessions with four vulnerable groups (identified and recruited by participants in the general meeting). Using various tools (such as long-term trends, livelihood analysis and the Venn diagram), researchers elicited participants’ perceptions on the incidence and causes of HIV and AIDS, GBV and SRH.

ii) Quantitative research: A household survey was conducted in all the nodes. In total, 3097 households participated in the survey. 

37. The availability, quality and integration of HIV and AIDS, SRH and GBV services were assessed through focus group sessions, and interviews with relevant officials in district DSD offices, district municipalities, the Department of Health and other relevant stakeholders and service providers. There were problems in accessing information to draft a baseline inventory of services and this has yet to be completed.
Community perceptions of HIV and AIDS, sexual and reproductive health and gender-based violence

38. A summary of some findings of the household survey relevant to this section is attached as Annex 1.

39. Two significant observations made during the research were the following.
i) There is hardly any difference between perceptions held by men and women, or by the elderly and the young.
ii) The impact of beliefs, stereotypes and customs held by the elderly and by traditional leaders is significant. As parents fall victim to the HIV and AIDS pandemic, grandparents are increasingly becoming the primary caregivers of young children and their perceptions on sexual, reproductive and gender issues are directly influencing the youth. In addition, leaders have a huge impact on the rather patriarchal community. However, interventions relating to SRH and GBV seldom target the elderly and leaders.

HIV and AIDS 

40. From all reports it seemed that HIV and AIDS is the most significant factor causing vulnerability in the nodal communities and households. It limits and erodes resources:  patients, and often those caring for them, become economically unproductive and medical costs, supplements and nutritious food for the ill drain budgets. All are under stress while trying to cope emotionally with the suffering or death of a loved one and, in addition, the family has to find a way to raise and educate orphaned children and take care of the aged.  Children often develop behavioural problems (especially if they are not actively supported through the mourning process) and families often do not have the capacity to deal with the huge burden imposed on them by HIV and AIDS.
41. Those who have to care for the infected, the ill and the orphans are under tremendous stress.  They often compromise their own jobs to be available for the ill, they fear infection through the care process and they are generally traumatised and often depressed and exhausted. This includes the burden of taking emotional care of young children. Custom in most of the affected communities dictates that the word ‘AIDS’ is not used and children are not prepared for or informed about the death of their parents or allowed to mourn them. The socio-emotional needs of these children are seldom recognised. They are mostly perceived as ‘naughty’, which compromises relationships and eventually impacts negatively on the children’s self-esteem and education. It often leads to feelings of alienation and depression and to destructive behaviour, including irresponsible sexual behaviour. These families are seriously at risk, especially as they are mostly under financial strain. This phenomenon has been reported from several nodes, such as Alfred Nzo, Sekhukhune, Ukhahlamba and Zululand.

42. According to the household survey a high percentage of respondents (±63%) indicated that they either know somebody living with HIV and AIDS or somebody who has passed away as a result of it and 82% believed that they would not keep it a secret if they were infected.  The response varied significantly in the different nodes and seemed to be linked to the prevalence of the disease in the area. Where the infection rate is higher (in Ugu, Umkhanyakude and Zululand in KZN), awareness is higher.  Interestingly enough, the intention to keep infection secret is also higher in districts with higher infection rates (for example in Umzinyathi and Zululand in KZN).  

43. Although the existence of HIV and AIDS is widely acknowledged it was clear from the focus groups in the communities that people still denied that it touched them personally. In addition, widespread acknowledgement of the existence of the disease does not necessarily imply medical understanding of its causes and how infection occurs – nor does it seem to change individual behaviour significantly. A few HIV positive group members in Ukhahlamba admitted that they had heard about AIDS, but did not think it was something real – or considered that it was only an issue touching the lives of people in the cities, not those in their small village.  In fact, denial and stigmatisation still seemed to be rife, according to participants in the Umzinyathi, Sekhukhune, Alfred Nzo and Ukhahlamba nodes.  A group of foster parents in Ukhahlamba all stated that they did not know anybody who had died from AIDS – while some of them were looking after up to five orphans.  In Alfred Nzo there were reports that children of infected parents and orphans are ridiculed at school and socially.  In Sekhukhune there was clear resistance to answering questions on this issue.  

44. According to a HIV positive group in Alfred Nzo they feel victimised and isolated and they lose their jobs or are discriminated against at work. The financial plight of those who have lost their jobs and who are rejected by their families is immense and they are totally dependent on social support grants. Regarding support grants and ARV treatment patients often find themselves in a Catch 22 situation: if they manage to secure ARV treatment, they start to ‘look healthy’ and then lose their grants. This was mentioned in Ukhahlamba.

45. The scale of the pandemic is immense. A school principal in Emalangeni claimed that 50% of the pupils in the school are orphans. More than half the respondents (old, young, male and female) in ISRDP nodes viewed their health as poor (this is 10% higher than in URP nodes). This indicates an alarmingly high level of pessimism regarding health. In Sekhukhune participants perceived infection with HIV as a death sentence. This increases the tendency towards denial and the fear of dealing with the situation and seeking help.  

46. Poverty certainly plays a role in the spread of the virus:

i) There were reports in Ugie (Ukhahlamba) and Mount Frere (Alfred Nzo) that poor families sometimes supplement their income by letting their teenage daughters work as prostitutes. As clients pay more for sex without condoms this increases the risk of HIV infection. Clients in Ugie are contract workers from Mondi’s forestry projects and road workers, while the main clients in Mount Frere are truck drivers.

ii) The poor allegedly pay with sex for favours such as employment or money from the rich.  Young girls sleep with rich older men for money. This was reported in nodes in both the Eastern Cape and Limpopo. 

47. The high incidence of teenage pregnancies implies that condoms are not used and that risky sexual behaviour of this nature increases the HIV infection rate. A group of older people in Sekhukhune directly linked the increase in teenage pregnancies and the spread of HIV and AIDS, saying that teenagers have unprotected sex to get a child and thus risk getting HIV in addition. 

48. Below are a few interesting views from the nodes.
i) Women do not feel comfortable telling their spouses or partners to use condoms – it is not culturally acceptable (Bohlabela).
ii) Some of the youth believe that the virus does not exist and that the whole issue was initiated by white people to prevent black people from enjoying sex (Bohlabela).
iii) Migration and the mining community are blamed for the spread of the disease in Sekhukhune.
iv) Child-headed households are soft targets for crime and, in general, they struggle to cope.
v) Exploitation and erosion of grants linked to HIV and AIDS aggravates the vulnerability of both children and foster parents. They are open to substance abuse and crime (especially on pay-days). The old-age pension is not sufficient for a whole family and when the grandparents pass away the household is plunged into despair.

Sexual and Reproductive Health

49. On average 20% of respondents in the household survey disapproved of the use of contraception. There was a sharp difference between the perceptions in different nodes. While it was very negative in Kwazulu-Natal (Ugu 46%, Umkhanyakude 44%), it seems more accepted its use in the Eastern Cape. Only 7% of respondents in Chris Hani were opposed to contraception.  The reasons for these differences could not be determined through the survey and would have to be investigated further. More women than men support the use of contraceptives (76% of women against 57% of men). Younger people are more positive about contraceptives than people over 35 (79% against 68%). For ethical and methodological reasons it was difficult to explore qualitatively the reasons why respondents in certain nodes were so strongly opposed to contraception, but the design of intervention programmes aimed at SRH should take cognisance of this. One argument against contraception might be that it leads to promiscuity.  In Ugu and Zululand 47% and 45% respectively of respondents are of this opinion, while in Alfred Nzo only 36% hold this view.

50. It was the view of 60% of respondents in the household survey that contraception is the responsibility of the woman (in KZN it was 81%) with 43% believing it has nothing to do with men. This opinion is shared by both men and women, old and young. Almost half of respondents believed that contraceptives could make women sterile.
51. From interaction with communities during focus group sessions it seemed that participants acknowledged the value of condoms as a means of preventing HIV infection. However, many of them do not favour actually using condoms or they admit that in moments of passion they do not use them. In addition, use of alcohol or other substances promotes irresponsible sexual behaviour. The youth groups in Ukhahlamba made this quite clear!
52. The reports from the different nodes indicated a general perception that teenage pregnancies were on the rise. There did not seem to be a consensus that child support grants were the only motivation for these pregnancies. In Bohlabela poverty was blamed for teenage pregnancies.  Young girls ‘date’ (and provide sexual favours to) older men for money. They do not take preventive measures and fall pregnant.  In addition, there is a lack of clinics and awareness campaigns in some areas and condom distribution is poor (for example, Bohlabela). A group of older people in Sekhukhune believed that grants encourage teenage pregnancies. This was also the view of all community and vulnerable groups in Ukhahlamba and all of them perceived the problem to have increased since the grants were introduced in 2003. In both Ukhahlamba and Sekhukhune groups referred to the ‘Mbeki children’s grants’.

Gender-Based Violence

53. Linked to the issue of GBV is the way in which decisions are made within households and between partners in relationships. An overwhelming majority of respondents in the household survey indicated that both partners should be involved in decisions on when to have children (78%) and 65% would confer with their partner about family planning.

54. Across the nodes an average of 23% of respondents shared the opinion that physical action against women is justified if they do something wrong. Most significant is that this opinion is held by both men and women, old and young. Twenty three per cent believed it was in order to punish women for unfaithfulness; 21% for ignoring their children; 16% for going out without informing their partner; 9% for refusing sex and 7% for burning the food. In OR Tambo and Umkhanyakude nodes as high as 45% and 43% respectively believed punishment was justified for ignoring children. The fact that women also perceive punishment as justifiable should be considered when designing campaigns dealing with this issue.
iv) Different opinions were held on the increase or decrease of GBV. Some believed that the ‘interdicts’ are effective, while others claimed that the problem is growing. Groups in Ukhahlamba stated that people are starting to accept the view that GBV is bad (because of the law and interdicts) and that it should not happen. However, if men stop beating their partners this will be because of the interdicts and not out of conviction. This ‘new culture’ will take time to grow in communities. From Umzinyathi it was reported that the group of women that interviewed did not mention GBV as a main issue. More research would be needed to determine whether this is due to denial or if it is genuinely not an issue in the area.

Services addressing HIV and AIDS, SRH and GBV in the nodes

Type and scale of existing services

55. The services used in most nodes are the primary health care clinics, run by the Department of Health, and interventions by the DSD. Interventions listed during the focus group sessions and in interviews with officials of the DSD and the Department of Health are listed in the table below.
	Primary health care clinics
	DSD interventions

	· Voluntary Counselling and Testing;

· The prevention of mother-to-child transmission (PMTCT) programme; 

· Community home based care (CHBC); 

· Drop-in centres; 

· Support groups, mainly at ARV sites 

· Food gardens;

· Anti-Retroviral treatment;

· Issuing of contraceptive pills/injections;

· Distribution of condoms, mainly male condoms (problems recorded about the availability, use and acceptance of female condoms);

· Termination of pregnancies;

· General Health services and medication;

· Hospices;

· DoH engaged in distribution of male and female condoms (problem to train women to use the latter correctly).
	· CHBC: counselling and physical care to both patients and the family and support to families and children/orphans (e.g. documentation, accessing grants) – where possible with the Department of Health;

· Drop-in centres: Care and recreation for orphans and vulnerable children (OVCs);

· Drop-in centres for trauma counselling

· Distribution of nutritious produce to drop-in centres and HIV and AIDS and TB patients

· Orphanages;

· Social security (grants): old age, disability, foster care and child support are the most common;

· Counselling by social workers – especially on GBV;

· Centre for the support of victims of domestic violence.



Table 1: Services offered by clinics and DSD interventions
v) In addition, the following services are rendered by non-profit organisations (NPOs) and community based organisations (CBOs):
i) Most community home based care (CHBC) programmes are implemented by NPOs and CBOs, with support from the DSD.
ii) Peer group and awareness programmes are implemented by a number of NPOs in Sekhukhune (including Love Life, the Sekhukhune Educare Project and a health centre);
iii) Legal advice for victims of GBV and rape.

vi) Some of these services receive institutional support, development training and capacity building from, for example, the DSD.

Integration of services

56. Umzinyathi, Ukhahlamba and Chris Hani nodes indicated that local officials support an integrated approach to service delivery. They would like to plan and implement in an integrated way and in many cases a positive and constructive working relationship exists between individual officials of different departments. However, this does not necessarily imply integrated planning and implementation. In fact, this seems to be a challenge and in Umzinyathi officials highlighted lack of co-ordination and synergy, staff shortages and resulting lack of continuity as serious impediments to project implementation.
vii) Factors impacting on integration:
i) Continuity, powers and mandates: lower level officials are sent to meetings and the same officials are not sent to subsequent meetings resulting in a lack of continuity. In addition those sent are not briefed and thus have little background on issues to be discussed, nor do they have decision making powers or any significant mandate to impact on meetings.
ii) Planning in departments is normally not done on local or district level. Decisions are, or could be, overruled by decisions made at provincial or national level.
iii) Reflection and planning cycles of the different departments that should participate in the social cluster are not necessarily aligned. This makes it difficult to do joint planning.
iv) In some cases national and provincial departments seem to exclude their district level counterparts from discussions on budgets, policies and planning for interventions and projects.

57. The implication is that clinics will continue to be built where there are no roads or infrastructure and schools erected where there are not enough pupils to fill the classrooms – examples that were frequently quoted.

Community perceptions of quality and accessibility of service delivery 

58. Participation in support groups and community based care (CBC) programmes was perceived as very empowering. It creates an opportunity for HIV and AIDS infected and affected people to participate in a constructive activity, to become part of a community and to experience a sense of belonging. This was reported in both Ukhahlamba and Alfred Nzo.
59. In spite of general appreciation for the delivery of basic services, the quality of services provided by the Department of Health, the SAPS, and sometimes by the DSD was queried in most nodes. The negative perception about clinic staff mainly refers to lack of respect for patients (seemingly the most sensitive issue), violation of confidentiality and trust and inefficiency. It was reported that nurses ‘talk down’ to patients, are impatient and do not explain procedures, causes and precautions properly. In Alfred Nzo respondents indicated that patient files are left lying around for all to see. This is such a serious source of dissatisfaction that patients spend money to go to clinics further away (for example people from Maluti and Matatiele prefer to travel 100 km to Kokstad for better and more respectful treatment).

60. Participants in the various focus groups seem to believe that not enough HIV and AIDS, SRH and GBV services are provided to reach all those who need them. A single victim support centre in the Chris Hani DM was perceived as ‘not enough’, as was the one ARV site in Ukhahlamba. It was reported in Umzinyathi and Bohlabelo that not enough condoms are available. There do not seem to be enough victim support centres to cater for the growing number of people, especially children, affected by GBV. Social workers alone cannot attend to all the cases and counsel all the victims.
61. There was a perception that services are not always affordable for those needing them – reasons include the distances people have to travel to clinics. Most respondents have little choice about the health service they use as the public health services are the only affordable services. According to the household survey 72% of community members use the public clinics and 11% the public hospitals. Only 1% use traditional healers as health care providers. Fourteen per cent use private doctors.  In addition, as mentioned above, some people travel at great cost to clinics further away to access better quality services. In Mt Fletcher (Ukhahlamba) community members were unhappy about the R6–12 per visit they are allegedly charged by different clinics in the area. According to clinic staff this is to pay for ‘clinic cards and security’.

62. There is a perception that the police do not always have the requisite attitude and skills to deal with cases of domestic violence in a constructive way. In Ukhahlamba it was reported that cases are not opened and that women are further humiliated by the way in which policemen treat them. The treatment is especially bad if the officer on duty is a friend of the alleged offender. Women seem to feel that they are treated as the problem and cases are either not opened or they make no progress. This erodes the potential impact of the legislation and sends out a negative message about violence in the family.
63. Those on ARV treatment are struggling with logistical problems. To access this service patients need the necessary authorisation and documentation from district surgeons, and transport from the municipalities (where ARV sites are far apart). It was reported in Mount Fletcher and Ugie (Ukhahlamba) that transport and surgeons are not always available. As a result treatment is sometimes interrupted with disastrous effects.
64. It was reported by HIV and AIDS infected respondents in Alfred Nzo that no special provision has been made for them in the programmes of the DSD (for example in the Poverty Relief Programme (PRP) projects), which impacts negatively on their livelihoods. Beneficiaries and patients would also appreciate being involved in decision making and the running of the care centres for HIV and AIDS patients. Infected people understand their own situation best and should have an input into what happens to them. The attitude of officials working with patients and infected people in the projects was also perceived as negative.

65. Traditional beliefs counter awareness campaigns, especially in deep rural areas. Witchcraft, punishment by ancestors, attacks from ‘enemies’ through witchcraft, and so on contradict clinical explanations of the causes of infection and the preventative measures advocated in campaigns. Individuals have to deal with these opposing messages. Strategies to include the elderly, foster parents, traditional and other leaders in training and information initiatives should be investigated. This was reported from nodes in all three provinces.
66. In Emalangeni a shortage of post exposure prophylaxis (PEP) for rape victims, care workers and community members for accidental exposure to HIV has been reported.
67. It seemed as if community members are not always aware of the different services available or that they do not necessarily understand the procedures for accessing them. Information dissemination therefore seems to be a challenge departments need to address.

68. There was concern about the use and abuse of different state support grants. The perception is that old age pensions are eroded by the number of dependents on these grants, foster care grants often do not reach the orphans or children, and grants for the ill are not reliable (due to changes in health status, the availability of district surgeons to process applications and so on).  Incidences of grants been used to buy alcohol are widely reported by both officials and community members. The challenge is to support families to use the money wisely and to find ways of monitoring abuse.
69. ‘Government’ was blamed for insufficient condom distribution by some participants in groups in Bohlabela. However, it was significant that others said that community members are not taking personal responsibility for their behaviour, and are not taking steps to protect themselves and their sexual partners.

viii) The issue of blame and avoidance of responsibility seems to include departments and officials. A mayor in KZN was quoted as saying that HIV and AIDS should not be seen as a medical problem, but a ‘developmental issue’. HIV and AIDS, SRH and GBV should not be on a separate agenda, but should be part of all agendas in all departments, and should not be the responsibility of designated officials. All have to participate in the struggle to combat these scourges (from the Umkhanyakude node).
Service delivery gaps and challenges
ix) Scale and quality of services:
i) Improved attitude and quality of service by officials (the DSD, Department of Health and the SAPS). Communities are very sensitive about respectful services and confidentiality.
ii) Expansion of services already rendered to reach all who should receive them (for example CHBC programmes, ARV sites, PMTCT, condom distribution and awareness campaigns).
iii) Regular visits of mobile clinics to remote communities.
iv) Upgrading clinics and health facilities.
v) Accessibility of information on services rendered by the DSD, other departments and stakeholders (for example NGOs).
vi) Increased availability of transport and district surgeons to avoid interrupted ARV treatment.
vii) The availability of post exposure prophylaxis (PEP) for rape victims, care workers and community members for accidental exposure.
viii) Innovative and sufficient strategies around awareness and prevention of GBV and increased and improved services for victims.
ix) Inclusion of sustainable livelihood strategies in projects and programmes for families affected by HIV and AIDS and GBV.
x) Inclusion of the elderly and traditional leaders in the battle against GBV and in establishing improved SRH practices.

70. Approach to planning, implementation and integration of services

i) The mainstreaming of HIV and AIDS as an integral part of all activities by all officials from all departments.
ii) Integration of planning and implementation of services and programmes from the conceptualisation stage. This implies establishing partnerships between the DSD, NPOs, CBOs, traditional leaders and local and district municipalities;
iii) Increased capacity, infrastructure and resources to ensure effective service delivery.
iv) Improved communication inside departments, between departments and with other stakeholders and the community.
v) Sorting out issues around social grants. Co-ordination (to avoid ‘double dipping’ and exploitation of the system), realistic amounts (to ensure accountability and quality service) and consistency (uniformity in different areas and departments);  
vi) Increased ownership and joint decision making by those delivering services and the recipients of services. A suggestion was made in Alfred Nzo to use the experience and knowledge of people living with HIV and AIDS as educators and advisors in work place awareness or other campaigns, or as counsellors. Involvement of beneficiaries in decision making on programmes and services and their participation in running the services.
vii) Implementation of strategies to counter the impact of the abuse and erosion of different kinds of grants on families affected by HIV and AIDS.  

DESIGN AND IMPLEMENTATION APPROACHES
Review and evaluation of country programme documents

x) Documentation reviewed during the research process included:

i) the Khanya ISRDP/URP Research Guide – with specific reference to the terms of reference and synopsis of the country programme (www.khanya-aicdd.org);
ii) the different UNFPA provincial and district project plans;
iii) examples of letters of understanding regarding the planned UNFPA projects, signed between the district municipality, the UNFPA and the DSD (national);
iv) minutes of the information, education and communication (IEC) seminar, held on 14 November 2006. This includes a synopsis of progress in the second country programme, a report back on the evaluation of the three capacity building programmes and a draft for the third country programme (2007 – 2010);
v) the evaluation report on the three training initiatives, namely: the HIV & AIDS integrated development programme; the applied population sciences training and research (APSTAR II) and the population, environment and development nexus (PED) prepared by Prof SK Gaisie and Prof CJ Groenewald, July 2006.
Review of mechanisms put in place for implementing the local projects

71. The four sub-programmes are described in detail in 16 provincial project documents. These documents outline the goal, purpose, key issues, outputs, strategies, activities, budget and time frames of each project, as well as the executing, implementing and co-ordinating agents, service providers and tertiary institutions. The letters of understanding, signed by the DMs, also stipulate arrangements for funding and financial control, accountability and time frames.  
72. The project descriptions for the three provinces (goal, purpose, objectives, strategies and implementation arrangements) are essentially identical, as the basic framework and concepts were developed at national level by the DSD and the UNFPA. The provinces merely contextualised the project plans to some extent and adapted activities accordingly.  It could not be determined if, or to what degree, the district municipalities were involved in the planning process.
73. A synopsis of the whole programme, with strategies and activities, is attached as Annex 2.
74. Project implementation is the responsibility of the district municipalities, in co-operation with the Provincial Population Units (PPU). This could be explained in the light of the emphasis on, and need for, the development of integrated population and development strategies (PDSs), one of the three sub-programmes of the country programme. (This programme aims to strengthen institutional and technical capacity, which is essential for the design of population and development programmes and for integrated planning and implementation – all of which is essentially the mandate of district and local municipalities.)

xi) A number of national projects and initiatives have been rolled out. The table below sets out the interventions reported during an IEC workshop on 14 November 2006.
	National interventions
	Detail

	HIV and AIDS integrated development capacity development course for government managers and planners, including nodal officials
	Eight training sessions, 2000 participants, from 3 spheres of government and NPOs (2001-2006)

Sixteen sessions, 271 officials from national and provincial DSD (05 Aug – 06 March)

	Applied population sciences training and research  (APSTAR II)
	Eight officials completed the first cycle (4 modules) 

Two EC officials started the second cycle (06 Jan – 07 Jan)

Note: Evaluation of this programme suggested its suspension due to certain problems (see challenges)

	Population, environment and development nexus (PED) 
	Five training sessions, 118 participants from SA and Lesotho

	Information, education and communication seminars (IEC)

· Promotion of local capacity building on population and development

· Advocacy and IEC training workshop
	Thirty seminars in nodal areas, 1052 participants (not all nodes reached)

Seven training sessions, facilitated by IDASA, 231 individuals from local governments and civil society organisations, in all 10 nodes

	Assessment of the three training programmes
	Research conducted by Profs SK Gaisie and CJ Groenewald, report completed  July 2006

	Donor cooperation and programme development with the faith-based sector
	Consultative meetings with senior religious leaders in the Eastern Cape, KwaZulu-Natal, Limpopo North West and the Western Cape

	ISRDP/URP research
	Conducted in 2006; supporting implementation phase started in 2007.

	Kwazulu-Natal
	

	Baseline survey on knowledge, attitudes, practices and behaviours on gender issues and issues relating to GBV
	Conducted by reproductive Health Research Unit in 20 local municipalities in nodes (Oct 2006).  

Report expected in Nov 2006

	Training workshop on Population and Development
	Training of trainers’ workshop conducted to prepare a manual, 14 trainees from NPOs and different spheres of government.  Manual expected by Oct 2006

	Profile of all agencies in KZN involved in population and development activities
	Conducted by contracted researcher, Nov 2006. Two hundred and twelve (212) agencies already identified


Table 2: National and provincial interventions
Challenges encountered in the formulation and implementation of local projects 

Institutional 

75. Both provincial DSD officials and the DMs expressed frustration with the way in which the process was managed by the international agent. Long delays were experienced while project plans were considered, reworked, approved and signed (which has to date not yet happened). Delays and confusion around roles and responsibilities have led to disillusionment, apathy and even tension between officials within the different spheres of government. These delays impact on the relevance of the original plan as local realities have been changing over the years.

76. Districts have lost trust in the process. In the Eastern Cape there were reports of postponements of meetings, dishonoured appointments and poor commitment to the process by the UNFPA officials (Ukhahlamba and Chris Hani). For example, when contractual documents were eventually to be signed in April 2005, the meeting failed to take place as the UNFPA representative did not attend.  Documents were eventually signed by the DMs (Dec 2005) – but never by the DSD and the UNFPA (or if they were indeed signed the DMs never received copies). Distrust in the process was already created when the UNFPA project was introduced to the DMs in 2004/5 – stipulating deadlines for 2003! There was a feeling that ‘the district is a dumping site for money when they are faced with deadlines’. Restoring trust in the process will be a major challenge.

77. A top-down approach limits buy-in and ownership at district level. The Zululand node reported that the perceived absence of political buy-in for the country projects could seriously limit impact.
78. Without a person specifically allocated at district and provincial level to deal with the country programme, problems around accountability, communication and co-ordination will be experienced. It was, for example, reported from Chris Hani that the DM received invitations for an IEC workshop in the Eastern Cape so late that they could not attend.  Eventually only 14 people attended the meeting and they were ‘people off the streets’.  Communication with the provinces and the nodes can thus be seen as a serious challenge.
79. An official in Ukhahlamba pointed out that the establishment of a culture of integration was going to be a very long-term and difficult process. The implication for the country programme is huge – as it depends on the IDPs and other systems of integration at DM level for its implementation.
80. Concern was raised that many officials in the involved departments (for example the DSD) and in the DMs are heavily committed, often due to staff shortages, and that the additional task of co-ordination and integration of services might just be too much to deal with. Even if the political will is there, serious frustrations regarding time and resources are experienced.
81. Planning and the allocation of responsibilities are not always based on a proper audit of the capacity and resources of implementing departments, DMs and NPOs. Projects and people could thus be set up for failure. Often funding is the only factor considered, but funding alone does not guarantee project implementation. An illustration of this is the collection of the names of hundreds of AIDS orphans in an area in KZN – with no realistic plan or budget to do something with these names.

Monitoring and evaluation

82. Measuring impact, success and failure, is not easy in programmes such as those suggested by the UNFPA. The PDS project, for example, is focused on a changed manner of implementation and increased understanding of the context – in other words changes that are behavioural in nature – and the extent of the impact will not be clear in the short term. This might result in assumptions and perceptions of no progress and a loss of commitment. Realistic and measurable outcomes would have to be defined to ensure commitment and energy for the programme.

Training programmes

83. Many of the activities listed in the project documentation on SRH and GBV involve training and information campaigns to change negative attitudes and behaviours. These are sound and should be rolled out. However, attitude change is a complex process and interventions should be very focused and based on appropriate methodologies. These changes cannot be forced and are essentially processes that take time and should be viewed as long-term initiatives that go beyond ‘financial year plans’. Identifying and accessing appropriate expertise to deal with interventions and training programmes of this nature is thus crucial.
84. There is a huge staff turnover at district level, which has to be considered in developing training interventions. Some of the staff who have attended the PDS training have since left the service of the DM involved, seriously impairing implementation.

85. The Ukhahlamba DM raised a concern that officials who attended the national training programmes did not seem to be equipped to implement what they had learnt when left to do so independently. A follow up support or mentoring process might have facilitated better impact.

86. This was to some extent confirmed by the evaluation of the UNFPA training initiatives, where the appropriateness of the APSTAR training, unrealistic expectations, the selection of target groups and differentiation of groups were highlighted as serious concerns. A high drop-out rate resulted. In fact, it was suggested that the programme be replaced by shorter courses.

Relevance of the UNFPA country programme

87. It can be safely concluded from the situational analysis that the scale of HIV and AIDS, SRH and GBV outweighs the scope of interventions and service delivery. The intended focus of the UNFPA country programme on these issues is thus perceived by all nodes as relevant – even though queries about implementation and planning strategies have been raised.

88. In addition, frustrations regarding integrated planning, collection and analysis of demographic data and limited capacity around research can clearly be addressed through the population and development strategy (PDS) initiative.

89. It was, however, pointed out by a DM official in Ukhahlamba that the situation in the nodes has changed rapidly over the past years and that objectives set when the country programme was initiated some years ago might not be relevant any longer. CBOs and NPOs have closed down and others were established changing the environment considerably.  For example, the AIDS councils have become functional – and some of the suggested activities in the country programme might already be implemented through this additional resource. Another major change since the inception of the UNFPA is the initiation of integrated provincial programmes by the SAPS – which might make the UNFPA projects mere duplications of what already exits.  This makes revisiting the UNFPA project plans and objectives necessary.
RECOMMENDATIONS
Relationships and communication
i) Build trust between the UNFPA and the DMs to create an enabling environment.
ii) Develop a co-ordinated strategy to ‘advertise’ the programme in the nodes to revitalise and establish commitment to the programme.

iii) Limit red tape regarding procurement to avoid delays in the appointment of service providers and thus project implementation.
Planning and implementation approach
i) Appoint a person specifically designated to deal with the UNFPA initiative (preferably at district level) to ensure accountability, co-ordination and communication.

ii) Define and communicate clear roles and responsibilities for implementing partners.
iii) Utilise the supporting implementation phase of the ISRDP research (by Khanya-aicdd and partners) to bring together the different role-players involved in the planning and implementation of the country programme in the nodes. 
iv) Enhance an inclusive planning approach that is less top-down.  Involve recipients of services (for example HIV and AIDS infected people) and staff who deal hands-on with the community in running services.

v) Revisit the timeframes of the present projects.

vi) Include reflection, monitoring and evaluation systems in project planning to ensure enhanced performance.

vii) Prioritise the formation of the social clusters of IDPs in the DMs as the vehicle for further development and service delivery.
viii) Actively involve district staff in national and provincial departmental forums where policy is formulated and approaches decided upon – to ensure accountability, ownership and quality implementation.
ix) Consider pitching implementation of the country programme at provincial level until the necessary capacity for integration is built at district level. 
Project objectives and relevance

i) Integrate the results of the intended research processes and skills audits, including the ISRDP research and KZN audits, into project and intervention plans.

ii) Revisit the objectives and activities of the country projects in the light of developments in the provinces and nodes over the past 2-3 years – to ensure relevance of the intended initiatives. It is recommended that systems be developed to monitor demographic changes on an on-going basis to ensure that planning is well-informed and based on up-to-date data.
iii) Initiate in depth and ongoing qualitative research to explore in a more nuanced manner the reason for beliefs around issues such as SRH and GBV and why, in particular, they are equally held by men and women in different nodes (for example, women and men sharing the opinion that women should be beaten for certain ‘mistakes’). It should also be investigated why perceptions vary, often significantly, between the nodes, so that projects can be based on realities and differentiate between nodes in line with perceptions and practices. For example, if acceptance of the use of condoms is high in a specific node awareness campaigns around condom use would obviously be redundant there – while they might be a priority in another node. This research would then need to feed into the department’s programmes and those of its partner, UNFPA, to achieve higher effectiveness and efficacy in shifting attitudes and behaviour and to inform policy formulation.

Capacity and training

i) Conduct skills audits in all nodes to inform planning. Results should be made available to the DSD and other departments (at district and provincial level) so that this data can be used to inform their planning processes.
ii) Develop strategies to limit the negative impact of the huge staff turnover and thus lack of continuity in district staff (DM and departments) and consider the phenomenon in project design and capacity building and training plans.
iii) Provide opportunities for training of HIV infected people in counselling so that they can assist in DSD offices as counsellors for HIV and AIDS infected and affected individuals and families.
iv) Include strategies for follow-up or mentoring systems in training programmes to ensure practical implementation following training.
v) Revisit criteria for the selection of trainees to ensure that training programmes are successfully completed.
vi) Involve NPOs and institutions with expertise in sensitive issues such as GBV and SRH to fine-tune strategies and to conduct training.

vii) Consider recommendations from the Gaisie and Groenewald assessment report.

Recommended interventions

xii) Taking into account the findings of the situational analysis on the various service delivery gaps and challenges identified through this research. It is recommended that DMs and departments consider the following during planning processes.
i) Include older people (specifically men) and traditional leaders in training programmes and awareness campaigns. Older people play a significant role in the lives of orphans in their care and their attitudes could reinforce information and attitudes that awareness campaigns and training initiatives try to establish in the youth. Leaders influence the willingness of community members to consider attitude and behavioural changes, for example, towards GBV and SRH, and it might be worth the effort to target the most influential as it could yield broader results. The buy-in of leaders is of utmost importance.

ii) Develop strategies to involve sex workers in the battle against HIV and AIDS. They could play a critical role in promoting safe sex.

iii) Develop strategies around teenage prostitution. These children normally come from poor families and are used by these families to bring in additional income. Poverty and sustainable livelihoods should form part of interventions to ensure long-term change.
iv) Extend SRH programmes beyond the normal clinic activities. Schools are strategic sites for education of the youth and strong links with the Department of Education are thus recommended. Ideas such as dramas, training of peer counsellors and information campaigns are examples of what could be initiated. Include assertiveness training for young women and teenagers so that they can negotiate safe sex.
v) Empower and resource support groups for HIV and AIDS infected and affected families to ensure that holistic care and support are provided. This needs to move beyond psycho-socio support into strengthening livelihoods. The development of strong networks with appropriate organisations is of crucial importance.
vi) Improve the overall quality of service delivery and patient care through interventions aimed at turning around the attitude of health care workers, policing and justice staff and other officials working with the community.
vii) Initiate support groups for victims of GBV, similar to those established for the HIV and AIDS infected and affected.
viii) Increased access to support grants for those without relevant documentation.
90. In summary, the following interventions and projects could be considered.

	Intervention
	Target group
	Nature of project/intervention/service

	Raised awareness around HIV and AIDS 
	Whole community, including infected middle-aged people
	Awareness regarding all aspects of HIV and AIDS.  Included should be middle-aged peopled, who are presently often excluded from awareness campaigns and leaders.

	One-stop and drop-in centres for care and education
	HIV and AIDS infected and victims of GBV; community at large
	Self-sustained centres centrally located in heavily infected communities, where counselling, life skills training, youth programmes and general care are offered.  GBV could also be addressed at these centres.

	Care for infected and patients
	HIV and AIDS patients and their families
	More CHBC programmes and support groups

	Well-equipped officials, caregivers
	Officials and CHBC caregivers 
	Training on all aspects of HIV and AIDS, SRH and GBV to officials in departments such as DSD, Health and the SAPS.  Broader training to CHBC caregivers

	Leadership equipped as change agents
	Community, traditional and youth leaders
	Leadership programmes for leaders to act as change agents and to promote the rights to dignity.

	Increased counselling services
	People affected and infected by HIV and AIDS and victims of GBV
	Strategies to reach more families and individuals 

	Holistic psycho-socio support for OVCs and foster parents
	OVCs and foster parents, grandparents of orphans
	Interventions to facilitate understanding and handle traumatised small children and to access all possible resources and support for their care and education (e.g. the accessing of foster care grants, bursaries, food parcels, etc.)

	De-stigmatisation of HIV and AIDS at workplace
	HIV and AIDS infected at the workplace
	Workplace training/counselling to increase acceptance of infected people by colleagues. By using the infected as facilitators, their self-esteem could rise and personal witness usually has great impact.

	Greater awareness amongst the elderly
	Older people, foster parents
	Campaigns to educate older people, often the primary caregivers of young children, around HIV and AIDS, SRH and GBV – as they are impacting directly on the youth.  

	Raised awareness around GBV
	Whole communities; elderly, traditional leadership
	Campaigns and strategies to raise awareness and to advocate action by neighbours, families and community

	Strategies to support teenagers at risk
	Teenagers at risk
	Suggestions included: Clinics to be more adolescent friendly; schools to be included in programmes.  Suggestions: dramas, training of peer counsellors and information campaigns

	Prevention of teenage pregnancies
	Youth
	Services to increase understanding of the risks and effects of unprotected sex – in terms of infection and the impact on the future of both mother and child.

	Prevention of teenage prostitution and risks around sex work
	Sex workers and teenage prostitutes
	Assertiveness/life skills training, training on prevention of infections (e.g. condom use), counselling and interventions to make it possible for these women/girls to find healing and an alternative income to leave this dangerous practice.  Education on safer practices while engaged in this work.  Families of these children to be involved and poverty actively considered in strategies (families are encouraging the practice as they often live from money earned in this way).  

	Ensure properly prepared cases GBV, child abuse and rape
	SAPS officials
	Increase technical and forensic knowledge and appropriate attitude.  

	Increase access to state grants and support
	Those without necessary documentation, e.g. orphans without birth certificates
	Strategies to be developed between departments to obtain needed documents


Table 3: Interventions and projects for consideration
ANNEX 1: RESULTS FROM QUALITATIVE HOUSEHOLD SURVEY
HIV and AIDS
	
	Eastern Cape
	KZN
	Limpopo

	
	Alfred Nzo
	Chris Hani
	OR Tambo
	Ukhahlamba
	Ugu
	Umkhanyakude
	Umzinyathi
	Zululand
	Bohlabela
	Sekhukhune

	Have heard about somebody in community who is suffering from AIDS (average: 63%)
	71
	61
	64
	48
	73
	72
	70
	72
	62
	50

	Have heard about somebody who has died of AIDS in their community (average: 64%)
	75
	56
	68
	44
	72
	70
	68
	72
	60
	50

	Would keep it secret if somebody in household was infected with HIV and AIDS (average: 18%)
	11
	2
	21
	6
	20
	23
	33
	27
	24
	14

	Believe that mosquitoes can pass on HIV virus
	55
	25
	48
	18
	43
	53
	60
	62
	26
	39

	A healthy-looking person can have HIV and AIDS 
	78
	47
	78
	47
	95
	82
	94
	91
	82
	74

	You can get HIV from sharing razors with people with AIDS
	82
	58
	84
	60
	99
	97
	97
	97
	90
	95

	Babies can get the virus through breastfeeding (Average: 80%)
	82
	71
	81
	62
	99
	82
	87
	89
	67
	91

	Using condoms is a good way of preventing HIV transmission (average: 83%)
	76
	69
	83
	73
	85
	89
	88
	92
	91
	91


Comments
i) High awareness of impact of HIV and AIDS
ii) Higher awareness of how HIV is transmitted (except for mosquitoes)
iii) Awareness of high levels of infection in one’s community does not necessarily equate with having correct knowledge about transmission of HIV

iv) Nodes where malaria is common were those most likely to be incorrect about mosquitoes transmitting the HI virus. (In Zululand 62% of respondents thought they did transmit HIV)
v) Despite high levels of awareness of AIDS sufferers in their communities few respondents appear to be in a position to actively or materially assist
vi) Despite high incidence of HIV levels of poverty are so crippling few can do much to assist those who are infected and suffering

SRH/contraception

	
	Eastern Cape
	KZN
	Limpopo

	
	Alfred Nzo
	Chris Hani
	OR Tambo
	Ukhahlamba
	Ugu
	Umkhanyakude
	Umzinyathi
	Zululand
	Bohlabela
	Sekhukhune

	Positive about contraceptives re pregnancy
	84
	78
	73
	75
	52
	52
	47
	52
	68
	81

	Pos about condoms for prevention 
	76
	69
	83
	73
	85
	89
	88
	92
	91
	91

	Contraception nothing to do with men
	48
	61
	47
	40
	33
	39
	34
	35
	55
	36

	Contraception leads to promiscuity 
	20
	19
	43
	10
	48
	49
	43
	45
	44
	35

	Contraception can make women sterile
	25
	24
	51
	27
	45
	53
	41
	51
	57
	57

	Women fall pregnant – thus responsible for contraception
	58
	52
	71
	44
	61
	62
	54
	56
	68
	55


Comments
i) Majority of UNFPA nodes show ambivalent support for the use of contraception with very wide differences between nodes.

ii) Seems clear that locally-targeted approach to programme design and inputs needed – one message won’t suit all nodes.

iii) Six out of 10 UNFPA nodes have more than 50% who believe that  abortion is morally wrong and should never be allowed.

iv) Illustrates strong opposition to contraception in the rural areas and also the large attitudinal gap between urban and rural nodes.

v) Demonstrates widespread beliefs in myths about contraception.

vi) Points to the need for nuanced campaigns around contraception and their very close link with inappropriate attitudes to women 

Gender-based violence

	
	Eastern Cape
	KZN
	Limpopo

	
	Alfred Nzo
	Chris Hani
	OR Tambo
	Ukhahlamba
	Ugu
	Umkhanyakude
	Umzinyathi
	Zululand
	Bohlabela
	Sekhukhune

	Both partners decide when to have children
	75
	78
	65
	87
	55
	51
	58
	59
	88
	85

	Both partners agree whether to use family planning
	62
	60
	40
	71
	44
	43
	53
	51
	92
	73

	Justified to hit partner if she goes out without telling partner
	26
	7
	40
	4
	20
	41
	22
	21
	17
	16

	Justified to hit partner if she does not look after the children
	32
	11
	45
	4
	21
	43
	27
	25
	15
	40

	Justified to hit partner if she argues with him
	16
	4
	34
	3
	20
	42
	24
	22
	10
	22

	Justified to hit partner if she refuses to have sex with him
	14
	3
	23
	2
	10
	14
	12
	9
	7
	14

	Justified to hit partner if she burns the food
	12
	2
	17
	1
	7
	14
	10
	6
	3
	9

	Justified to hit partner if she is unfaithful
	19
	11
	45
	3
	19
	42
	29
	22
	41
	46


Comments
i) In theory, at least, the majority support the idea that many decisions in the household require joint decision making by both partners
ii) But there are many across the nodes who not only do not support joint decision making but go further and endorse physically abusing women
iii) The picture is exacerbated when one explores the UNFPA nodes, where abuse is far more likely to be justified than in the other nodes, in particular the URP nodes
iv) It is disturbing to note that the differences between males and females, and young and old, in terms of attitudes towards gender based violence are not large – these negative attitudes have been absorbed by men and women, young and old, and interventions are needed to break this cycle
v) Further qualitative research needs to explore in a more nuanced manner the reasons for these beliefs and why, in particular, they have come to be held equally by men and women in these nodes 
vi) Research would feed into the department and UNFPA country programme on this topic to ensure the effectiveness of programmes and efficacy in shifting attitudes and behaviour

ANNEX 2: SYNOPSIS OF PROPOSED COUNTRY PROGRAMME PROJECTS
Population and Development Strategies

Goal of the sub-programme

To contribute to improvements in the quality of life of the South African people through reducing the prevalence of HIV and AIDS; improving reproductive health and respect for reproductive rights; enhancing gender equality and equity, particularly among youth; and achieving population trends commensurate with social and economic development. 
The purpose of the sub-programme

To contribute to the integration of population, HIV and AIDS and gender concerns in sectoral plans and programmes at national level and in the three priority provinces (KwaZulu-Natal, Eastern Cape and Limpopo provinces), with due consideration given to the Integrated Development Plans (IDPs) at local level

Outputs

i) Strengthened data collection, analysis (including population projections taking HIV and AIDS into consideration) and dissemination at national and sub-national levels in the areas of population, HIV and AIDS and gender.

ii) Improved collaboration and strengthened training and research in population and development at national level and in the three priority provinces. 
iii) Strengthened institutional and technical capacity at national and sub-national levels (with particular emphasis on the three priority provinces) and improved linkages and coordination of population activities and integration of population, gender and HIV and AIDS concerns in plans and programmes.

Strategies

	Eastern Cape
	KZN
	Limpopo

	· Explore all possible modalities, including the APSTAR programme, to assist in undertaking the required training. Four officials; one each from Chris Hani, Ukhahlamba, OR Tambo, and Alfred Nzo DMs will benefit from the APSTAR project i.e. (SAF2P203), which is designed to increase the knowledge and understanding of government officials in population and development issues. UNFPA will fund the training of the four officials. This will strengthen the capacity of district municipalities to coordinate population and development projects and integrate population and development concerns into its policies and IDPs.

· The limited institutional and technical capacity in the area of population, HIV and AIDS and gender is one of the major limitations for policy implementation and in the integration of population, gender and HIV and AIDS issues into sectoral plans and programmes. This requires development and implementation of a systematic training programme. A limited number of short and medium term training opportunities are expected to be provided.

· Linkages and coordination between the population, gender and HIV and AIDS programmes need to be strengthened. Therefore, opportunities will be sought through existing coordination mechanisms and the timely sharing of lessons learned to ensure complementarity of the activities developed within the PDS, RH, and advocacy sub-programmes and those in gender and HIV and AIDS.
	· Create a conducive environment for strengthening networking among universities to meet the challenges of manpower training.

· Design, develop and implement a systematic training programme to integrate population and development factors into sectoral plans and programmes.


	· Training of various stakeholders;

· Institutional capacity building;

· Social and political mobilisation to maximise policy advocacy for the advancement programme implementation; 

· Networking; and  

· Research, including data collection and analysis to strengthen policy development and institutional reform. 

· Programme monitoring and evaluation. 




Activities

These mainly include: 

i) the development and implementation of a population and development training model/programme
;

ii) conducting of research, data collection and analysis of demographic and livelihood factors (= population and development factors);

iii) application/incorporation of the above into development plans (PGDS, IDP);

iv) The setting up of information and data systems, including baseline data and inventory of agencies, resources and institutions;

v) conducting of needs assessment, including training needs and to establish partnerships with training institutions to enhance training capacity;

vi) Address structural and systemic issues around integration

Implementation details

	Envisaged time frames
	September 2005 – December 2006

	Executing agent
	UNFPA

	Implementing agent
	PPU and DMs

	Co-ordinating agents:
	CDP&D, PPU, (UNFPA added in EC)

	Agreement signed between:
	Government, UNFPA, PPU, DM (DM not in KZN)

	Budgets
	SA government contribution: varies in provinces between R144 000 and R529 000

UNFPA:  varies between R347 000 and R1 800 000


Advocacy

Goal of the sub-programme

To contribute to improvement in the quality of life with special emphasis on reduction of HIV and AIDS, improvement in sexual and reproductive health and rights, gender equality and equity, particularly among the youth, and achieving population trends commensurate with social and economic development. 

The purpose of the sub-programme

To contribute to increased leadership support for relevant planning and action at provincial district and local levels in the following areas: rights-based, gender-responsive SRH programmes with emphasis on HIV and AIDS; youth development; gender-based violence and other priority population and development concerns
Key advocacy issues

i) Social-based stigma (systemic stigma) which manifests within systems that perpetuate discrimination
ii) Access to female-controlled barrier methods for HIV-positive and negative women
iii) Access to Post-Exposure Prophylaxis for rape victims, and
iv) Mainstreaming of gender into poverty eradication programmes.

Outputs

i) Strengthened capacity to conduct advocacy initiatives to incorporate population considerations, especially HIV and AIDS, youth, migration, and gender, into sectoral development planning and implementation at all levels
ii) Strengthened capacity of NGO coalitions and CBOs representing key social groups, to plan, coordinate, implement, monitor and evaluate participatory and people-centred advocacy programmes in support of a sexual and reproductive rights agenda (focus:  HIV and AIDS, adolescent sexual health, gender-based violence) at provincial, district and local levels.

iii) Strengthened capacity of members of legislatures, traditional and local government authorities, business councils and trade union leaders in the nodal district municipalities to serve as advocates and activists amongst their peers and in their constituencies for sexual and reproductive rights and population and development agendas
iv) Strengthened partnership between implementing organizations and the mass and community media to advance the reproductive rights and population and development agendas, especially at provincial and local levels
v) A strengthened advocacy programme for HIV and AIDS initiatives at all levels.

Strategies

	Eastern Cape and KZN
	Limpopo

	· Existing forums will be identified to form the nexus of advocacy activities within each district nodal area.  These forums will be designed to include local level leaders from faith-based organisations (FBOs), community-based organisations (CBOs), non-governmental organisations (NGOs), government officials, members of parliament (MPs) Members of the provincial legislatures (MPLs), municipal councillors, traditional leaders and healers, and managers responsible for IDPs.  

· The PPUs will provide guidance and coordinate advocacy activities for them at district level, and will facilitate and sensitize on population and developmental issues through interdepartmental co ordination committees at the DM.

· Capacitate leader-advocates in the philosophy and methodology of advocacy and use of the media to do advocacy.
	· Capacity building – of the PPU and key government partners, NGO consortiums engaged in sexual rights advocacy, and various categories of local leaders.

· Improving the accessibility and use of provincial and local data – to PPU , NGOs ,CBOs and leader-advocates to provide evidence and direction  to leaders and decision makers who must prioritise  the various needs of their constituents ; and 

· Partnership building around a common agenda to influence the key leadership structures most pivotal in advancing that agenda. This means increased interaction, enhanced co-operation and more concerted efforts across government sectors and administrative levels , amongst NGOs and other civil society actors , and between civil society and the provincial and local government and traditional authorities .


Activities include
	Eastern Cape
	KZN
	Limpopo

	· Conduct information workshops to inform the district municipalities on population and development issues, research findings and current national and provincial strategies.

· Develop capacity building programme for NGO coalition and CBOs to advocate on SRH, HIV and AIDS and GBV. 

· Develop capacity building programme for decision-makers, traditional leaders, councillors, and parliamentarians.


	· Conduct information workshops to inform the district municipalities on population and development issues, research findings and current national and provincial strategies

· Develop capacity building programme for NGO coalition and CBOs to advocate on SRH, HIV and AIDS and GBV. Strengthen the capacity of the PPU and relevant stakeholders (HIV and AIDS, youth, migration and gender). 

· Develop capacity building programme for decision-makers, traditional leaders, councillors, and parliamentarians.

· Develop an advocacy strategy. 

· Training of traditional leaders, local authorities, and youth leaders in understanding the importance of population and development issues. Market the course to local government, traditional leaders, and the youth leaders.


	· Conduct information workshops to inform the district municipalities on population and development issues, research findings and current national and provincial strategies. 

· Launch of the country programme in the two nodal district municipalities. (Is this activity still going to take place?) 

· Issue-based advocacy message and materials development and production (e.g. sector specific press kits/ releases, information packs, computer-graphics presentations on population-development scenarios re HIV and AIDS, youth, migration…) for persuasive dissemination in user-friendly formats.

· Event-based advocacy activities targeting decision-makers and general public as per campaign plans e. g World Days for Population, AIDS, Health, Youth, Women and 16 Days of Activism  

· Procurement of equipment (eg.  LCD projector and audio-visual equipment) to support advocacy activities. 


Implementation details

	Envisaged time frames
	April/May 2005 – Dec 2006

	Executing agent
	District Municipalities

	Implementing agent
	DMs + services providers, e.g. IDASA

	Co-ordinating agents:
	PPUs, Chief Directorate PD

	Agreement signed between:
	Gvt, DM, UNFPA

	Budgets
	Gvt: R130 00 – R549 000; UNFPA: R669 000 – R819 000


Gender-based violence

Goal of the sub-programme on gender-based violence
To support and strengthen the implementation of culturally sensitive interventions for the prevention of GBV and for the management and care of survivors of violence.
The purpose of the sub-programme

To support the implementation of culturally sensitive interventions for the promotion of women’s sexual rights, prevention of GBV and the management of GBV cases through capacity building, strengthening community support systems for GBV survivors and involving men in support for GBV prevention.

Note: No provincial plan for the Eastern Cape was drafted. Two district plans are available for Ukhahlamba and Chris Hani districts. The output for GVB is taken out of the ‘outputs’ of the sub-programme SRH – the second output.  This explains the odd numbering of outputs in GVB and SRH (1, 3).
Outputs

Strengthened capacity in and support for the implementation of culturally sensitive interventions for the prevention of gender-based violence and for the management and care of survivors of violence.

Strategies

	Ukhahlamba/ Chris Hani
	KZN
	Limpopo

	No strategies listed.
	· The generation of evidence-based data on gender issues and GBV to support the need for policy and programmatic interventions.

· Creation of updated database on gender and GBV, with mechanisms for continuous review, update and dissemination to all stakeholders. 

· Creation of a supportive environment through advocacy for action on gender issues and GBV in order to achieve the above stated output and improve the overall role and status of all, especially women and girls, in the province. 

· Promoting awareness of the integral role of gender issues in improved individual, family and community welfare. 

· Increasing awareness of the key role of gender issues in attainment of provincial, national and global development goals.

· Demonstrating the potential positive benefits between gender issues and quality of SRH, and laying the basis for closer partnerships among the concerned stakeholders. 

· Strengthening the capacity of implementing partners and managers to enable them to provide quality SRH services.
	· Training of the managers of various stakeholders.

· Mobilisation through campaigns, IEC and advocacy. 

· Networking 

· Research.




Activities
	Ukhahlamba
	Chris Hani
	KZN
	Limpopo

	· Undertake a baseline review of knowledge, attitudes, behaviour and services related to GBV. 

· Develop strategies and prioritise interventions on prevention of GBV based on research findings.  


	· Undertake a baseline study to determine the prevalence, services and support for survivors of gender-based violence.  

· Based on the findings, develop strategies and prioritise interventions on prevention of GBV based on research findings.

· Conduct awareness campaigns on GBV and sexual abuse.  The awareness on GBV and sexual abuse will target women and youth and ensure that they receive culturally and gender sensitive messages on issues specific to sexual and reproductive health especially in relation to gender and sexual abuse including rape cases.  


	· Conduct a baseline study on services available in addressing gender-based violence. (This activity will form part of research commissioned and funded by CDP&D in the ISRDP and URP 

· Conduct a baseline survey on knowledge, attitudes, practices and behaviour on gender issues and issues related to GBV in the 4 nodal points


	· Provide training of Health and social sector workers, police and members of the judiciary, adolescents and youth in prevention of GBV. 

· Training in gender analysis and gender mainstreaming.

· Strengthening of institutional capacity. 

· Undertake a baseline study on knowledge, attitude, practice, and prevalence issues relating to gender based violence including identification of institutions providing services for victims (To be undertaken in one district). 

· Strengthening, restructuring community-based support services.

· Engaging religious and traditional leaders, traditional healers and councillors.

· Mobilization and awareness creation.

· Male involvement in support of GBV prevention.

· Networking (formation of coalitions).


Implementation details

	Envisaged time frames
	6 months, starting March/September 2005

	Executing agent
	EC: DMs;  KZN: UNFPA; Limpopo: PPU/DM?

	Implementing agent
	EC: DM; KZN Reproductive Health Research Unit (RHRU); Limpopo: PPU

	Co-ordinating agents:
	DSD: PPU, CDP&D

	Agreement signed between:
	EC: Gvt, DM, UNFPA; KZN: Gvt, PPU, UNPFA; Limpopo: ?

	Budgets
	Varying (Prov/DM) or not stipulated


Sexual and Reproductive Health

Goal of the sub-programme

To contribute to improvements in the quality of life of the South African people through reducing the prevalence of HIV and AIDS; improving reproductive health and respect for reproductive rights; enhancing gender equality and equity, particularly among youth; and achieving population trends commensurate with social and economic development

The purpose of the sub-programme

To contribute to increased utilisation of integrated, quality sexual and reproductive health information and services and to the fostering of positive attitudes, values and behaviours into gender-sensitive perspectives among the youth.
Note: No provincial plan for Eastern Cape was drafted. Two district plans are available for Ukhahlamba and Chris Hani

Outputs

i) Increased access for men, women and young people to quality reproductive health services integrated with gender-sensitive and HIV and AIDS concerns.
ii) Strengthened capacity of governmental and non-governmental partners to manage and coordinate reproductive health and HIV and AIDS programmes.

Strategies
	Eastern Cape
	KZN
	Limpopo

	
	· The creation of supportive environment through advocacy.

· Increasing use of SRH services, including the provision of youth friendly health services and increasing linkages.

· Strengthening the capacity of implementing partners and managers to enable them to provide quality SRH services.


	· Establishment of a comprehensive MIS for programme planning and M/E of project implementation.

· The creation of supportive environment through advocacy.

· Establishment of a comprehensive MIS for programme planning and M/E of project implementation.

· Improving knowledge, attitudes, skills and behaviours through peer education, life skills, counselling and the adoption of safe and healthy life style. 

· Increasing the use of SRH, including the provision of youth friendly health services (YFHS) and increasing linkages. 

· Strengthening the capacity of implementing partners and managers to enable them provide quality SRH services.


Activities
	Ukhahlamba
	Chris Hani
	KZN
	Limpopo

	· Undertake skills audit of health workers including NGO partners. The basis for this is based on desk review of available documentation on the health needs and issues facing the district. 

· Develop a plan to implement the recommendation of the skills audit.

· Conduct training for government and NGO partners on gender and culturally sensitive SRH services, STI prevention and HIV and AIDS
· Develop effective systems and mechanisms for M&E for SRH programme that will form part of DHER and DHIS. (The DM has already undertaken this activity). 


	· Output 1:

· Undertake a baseline study in  Ukhahlamba DM on SRH services including HIV and AIDS (linked to ISRDP research)

· Develop and implement strategies to address gaps identified in the study.

· Based on assessed needs, undertake awareness and prevention programmes to empower women, men and youth on STI, HIV and AIDS, and prevention of unwanted pregnancies.

· Monitor and evaluate implementation of the above.

· Undertake skills audit of health workers including NGO partners.

· Develop a plan to implement the recommendation of the skills audit.

· Conduct training for government and NGO partners on gender and culturally sensitive SRH services, STI prevention and HIV and AIDS.

· Monitor and evaluate implementation of the above.
	· Conduct a baseline study on SRH services available to young people, including the disabled in the 4 nodal points. 

· Provide support to strengthen SRH services within identified health facilities.  


	· Review and update situation analysis report annually in order to have the most up to date data on SRH in the Districts.  

· Support awareness campaigns on SRH and emerging issue especially on the 2 nodal points.  

· Support and strengthen the NAFCI initiative and other initiatives offering youth friendly services.

· Develop a comprehensive integrated training programme for youth peer educators on SRH. 

· Set up men and women discussion groups focusing on the prevention of GBV, prevention of HIV and AIDS, and the promotion of best practices on SRH.  

· Facilitate capacity building programme on the management and co-ordination of the HCBC structures in the nodal points.  

· Increase quality of care in SRH and HIV and AIDS through technical and material support that will improve the health status of women.  


Implementation details:

	Envisaged time frames
	±2 years, starting dates vary: Ukh: July 05; C Hani: Sep 05; KZN: Nov 05; Limpopo: March 05 

	Executing agent
	District Municipalities

	Implementing agent
	Ukh: Nelson Mandela Metropolitan University and Simelela Business Consortium

CH:  Nelson Mandela Metropolitan University and Chris Hani NGO Council

KZN: KZN Dept of Health

Limpopo: not listed

	Co-ordinating agents:
	PPU and CCP&D

	Agreement signed between:
	E Cape and KZN: Gvt, DM and UNFPA; Limpopo: Gvt, UNFPA

	Budgets
	


� The APSTAR (Applied Population Sciences Training and Research) programme will be the basis for this.
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