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t he SANAC Plenary held in April was the last one 
to be chaired by then-Deputy President Kgalema 
Motlanthe as the chairperson of SANAC. We 
thank him for his excellent leadership during 

his tenure as Chairperson of SANAC. Read more about 
the progress made in South Africa’s HIV response under 
his leadership, as discussed at the Plenary, on page 4. We 
welcome Deputy President Cyril Ramaphosa to his position of 
SANAC Chairperson. We know that he will continue to lead 
SANAC to great success in eradicating HIV in South Africa 
and addressing the issues facing people living with HIV. 

We also celebrate the renewed commitment of the National 
and Provincial Houses of Traditional Leadership to actively 
participate in South Africa’s HIV response. The Department of 
Health, SANAC and the National House of Traditional Leaders 
hosted a Traditional Leaders’ Summit where traditional leaders 

signed a pledge to recommit to using their leadership roles 
to encourage people to get tested for HIV in the HIV Testing 
and Counselling campaign. Read more about the Traditional 
Leaders’ Summit on page 8.

One of the key sources of data about HIV prevalence, 
incidence and sexual behaviours and knowledge about HIV 
is the Human Sciences Research Council’s National HIV 
Prevalence, Incidence and Behaviour Survey which was released 
in April. The findings of the survey show that condom use 
is declining and that not all South Africans have the correct 
knowledge about HIV. For the first time this year, the survey 
was able to measure how many new HIV infections (HIV 
incidence) there are in South Africa. The survey showed that 
almost half a million South Africans were infected in 2012. 
The findings of the survey are of course of great concern for 
SANAC. Read our response to the survey on page 6.

  

ABOVE: Former Deputy President 
Kgalema Motlanthe, former 

Chairperson of SANAC, addresses the 
SANAC Plenary for the last time. 

Credit: GCIS 
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t he SANAC Programme Review Committee (PRC) 
meeting was held on 8 April 2014. Matters under 
discussion included an update on the SANAC’s 
Prevention Technical Task Team (TTT)’s key focus 

areas and the approval of the Stigma Index. 

Prioritising prevention
Professor Quarraisha Abdool Karim, chairperson of SANAC’s 
Prevention TTT, highlighted the key focus areas that the 
Prevention TTT is currently working on, including examining 
South Africa’s HIV incidence rates and modelling the impact 
of intensified combination interventions in key geographical 
areas and key populations; unpacking the implications of new 
HIV prevention advances for South Africa’s HIV policy and 
programming; reducing HIV infection in adolescent girls and 
addressing behaviour change in the South African population. 

South Africa makes up 0.7 % of the world’s population, but 
16% of the global HIV burden lies in this country, according to 
a 2012 UNAIDS report. 

HIV epidemic and HIV prevention technologies are 
evolving rapidly. In 2014, there are a number of biomedical 
and behavioural prevention methods that are available. These 
include male and female condoms, HIV counselling and testing, 
behavioural intervention, STI treatment, Voluntary Medical 
Male Circumcision (VMMC), oral pre-exposure prophylaxis 
(PreP) and post-exposure prophylaxis (PEP). More recently, 
the increasing body of evidence that shows that providing ARV 
treatment to people living with HIV substantially decreases the 
likelihood of HIV being transmitted, known as Treatment as 
Prevention or TasP. The HTPN 052 randomised control trial 
showed that the sexual transmission of HIV can be decreased 
by 96%. 

However, challenges in implementing Treatment as 
Prevention remain. Implementation requires high uptake of 
testing (including overcoming stigma and discrimination), 
significant clinical infrastructure and good adherence to 
treatment. Prof. Abool Karim also raised some ethical questions 
regarding Treatment as Prevention by asking if we can really 
treat our way out of the HIV epidemic when by the end of 2012 

an estimated 45% of people were still in need of ARVs 
under current guidelines? 

ProGramme 
reView 
committee

Find us on facebook at:  
www.facebook.com/
southafricannationalaidscouncil
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Advances in prevention science are also only a first step – to 
be successfully implemented we need awareness, acceptability 
and the uptake and access to services. There is also still the 
important gap of female-initiated HIV prevention technologies, 
which is critical for vulnerable women. 

 “South Africa bears a disproportionate burden of HIV 
infection and while we [have] accomplished much on 
treatment and reducing vertical transmission, preventing sexual 
transmission of HIV remains a challenge. We can do what we 
have always done – we can wait for normative guidance from 
elsewhere, but we can also as a country be more pro-active and 
come up with novel and innovative approaches to meet our 
prevention challenges,” said Prof. Abdool Karim at the meeting.

Understanding and addressing 
stigma in South Africa
A proposal to work on the People Living with HIV (PLHIV) 
Stigma Index was presented for the approval of the PRC. The 
PLHIV Stigma Index will measure and detect changing trends 
of stigma and discrimination experienced by people living with 
HIV. It aims to address HIV-related stigma while also advocating 
on the key barriers and issues which perpetuate stigma. 

The SANAC Trust contracted the Human Sciences Research 
Council (HSRC) to conduct the study in 18 National Health 
Insurance (NHI) districts with a sample size of approximately 
10 000 people living with HIV. The survey focuses on stigma 
as experienced by people living with HIV. The results will be 
known prior to World AIDS Day on 1 December 2014. This 
survey will be conducted every two years. 

The PLHIV Stigma Index survey will be conducted by the 
members of PLHIV organisations such as the Treatment Action 
Campaign, NAPWA, SANARELA and the Positive Women’s 
Network. This will empower PLHIV to better understand the 
stigma issues and to think about how to tackle them. In this 
way, the Stigma Index supports the Greater Involvement of 
PLHIV (GIPA) principle. 

The results that are gathered through the survey will allow 
South Africa to document and compare the various experiences 
and situation of people living with HIV provide an evidence base 
for policy change and programmatic interventions regarding 
HIV stigma. The Stigma Index will also measure changes over 

a period of time so that we can answer questions such as, “Has 
the situation with respect to stigma, discrimination and rights 
of people living with HIV worsened or improved over the last 
couple of years in this community?”

The Stigma Index is not only about gathering data about 
stigma in South Africa. The results will also be used to 
formulate interventions to mitigate stigma at grassroots level 
in the 18 districts of the survey, using the National Strategic 
Plan objectives and the stigma mitigation framework of 
the Department of Health and international guidance from 
institutions such as UNAIDS. SANAC has approved the 
undertaking of the Stigma Index and work on it is already 
underway. 

improving hiV prevention measures and the 
2014 stigma survey were some of the key issues 

addressed at the latest sanac Programme review 
committee meeting. 

“can we really treat our 
way out of the hiV epidemic 

when by the end of 2012 an 
estimated 45% of people were 

still in need of arVs under 
current guidelines?”

KEEP
CALM

AND

DO NOT
DISCRIMINATE

RESPECT
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Former Deputy President and Chairperson of 
SANAC, Kgalema Motlanthe. 
Credit: GCIS
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t he SANAC Plenary Meeting held in April 
was the last to be chaired by then-Deputy 
President Kgalema Motlanthe. While 
many successes were celebrated at the 

meeting, there still remain many challenges in South 
Africa’s HIV and TB response.

The SANAC Plenary Meeting held in Modimolle in Limpopo 
on 15 April 2014 was special because it was a celebration of 
the tremendous progress made by the current administration 
over the last five years. The meeting listened to the Minister 
of Health, Dr Aaron Motsoaledi, as he relived the changes of 
the last five years describing the gains made in the roll out 
of antiretroviral treatment to more than 2.4 million South 
Africans and the reduction of HIV transmission in pregnancy 
to 2.7%, as reported by the Medical Research Council in 2012. 
These gains have been corroborated by the Human Sciences 
Research Council (HSRC) Household Survey results (see page 
6 for more on this), and by the increases in life expectancy and 
the declines in infant and child mortality. 

This Plenary Meeting was the last one to be chaired by 
the former Deputy President, Kgalema Motlanthe, who has 
decided to bow out of parliamentary politics at the end of this 
term. Steve Letsike, representing civil society, and Brian Brink, 
representing the private sector, expressed their appreciation to 
the Deputy President for bringing stability to SANAC after its 
tumultuous years of the previous administration. SANAC is 
now stable, credible and firmly established in the driving seat of 
the response to AIDS, TB and STIs. A small tribute in the form 
of a five minute video reminded participants of the multiple 
roles that the Deputy President played in building SANAC and 
its legal body, the SANAC Trust, into what is has become today. 

However, the Minister of Health did highlight some 
challenges that are being faced in South Africa’s HIV response. 
He warned that in a recent World Health Organisation (WHO) 
review, it shows that the number of patients who drop out of 
the antiretroviral therapy (ART) programme after 12 months is 
high and that more attention must be paid to the quality of the 
health care provided. The main weakness of the HIV response 
in South Africa has been our failure to reduce HIV incidence. 
The rate of new HIV infections is too high and much more 
needs to be done to address behaviour change, promoting 

condom use, reducing multiple sexual partners and reducing 
the number of age-disparate sexual encounters in which older 
men with higher risk of HIV have a high probability of infecting 
younger women.

The Minister proposed that SANAC should embark on a 
major national mass communication and behaviour change 
programme. He called on SANAC to support the Department 
of Health in demand creation and social mobilisation to reduce 
mother-to-child transmission of HIV to less than 1% and to 
breathe new life into the HIV Counselling and Testing (HCT) 
and Medical Male Circumcision (MMC) campaigns that were 
re-launched by former Deputy President Kgalema Motlanthe 
on World AIDS Day 2013. The Minister said that SANAC 
should lead the prevention fight and that both government and 
civil society should rally behind the new prevention efforts. In 
an interesting twist to his presentation, the Minister said that 
community mobilisation and the national prevention effort 
will not succeed without the critical role of non-governmental 
organisations (NGOs) and civil society organisations. He called 
for a two-day summit to look at the declining trends in NGO 
funding.

The SANAC Plenary Meeting held in Modimolle was a top-
quality event for a number of other reasons too. Although not 
on the agenda there was a palpable level of progress in the 
standard of the logistics and organisation. Good organisation 
resulting in good attendance, a carefully planned agenda and 
rich discussions are a reflection of the overall maturation of 
the new governance structures within SANAC. The richness of 
the discussion was a sign that many issues had been discussed 
by the preceding Civil Society Forum and Programme Review 
Committee meetings in the run up to the Plenary. These 
meetings, in turn, were informed by more technical discussions 
in the Technical Task Teams held over the last few months. 
There have been almost 15 technical task team (TTT) meetings 
and the intellectual content in these TTTs is making its way into 
the Programme Review Committee and Plenary Meetings. 

To watch the special tribute to former Deputy 
President Kgalema Motlanthe for his role as 
Chairperson of SANAC, go to http://www.sanac.
org.za/news/videos/item/140-celebrating-our-
five-year-journey 

 

motlanthe 
taKes a Bow
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HSRC SuRVEY

s ANAC CEO Dr Fareed Abdullah responds to 
the HSRC National HIV Prevalence, Incidence 
and Behaviour Survey for 2012 and states 
that targeted campaigns and programmes 

that address specific sexual transmission patterns 
that drive the epidemic are needed.

The 2012 Human Sciences Research Council (HSRC) National 
HIV Prevalence, Incidence and Behaviour Survey results 
released in April are cause for serious concern. The survey 
estimates that there have been 469 000 new HIV infections 
in South Africa during 2012. As this is a statistical calculation 
derived from testing 28 997 individuals in communities 
throughout the country, the authors rightly point out that this 
number could be anywhere between 381 000 and 557 000, but 
state that 469 000 is their best estimate.

It is the first time that we have used a new technology, HIV 
incidence testing, to measure the number of new infections 
in the country. This, on its own, is a major advance on our 
previous ability to measure the number of new cases. In the 
past, we were only able to measure whether an individual was 
positive or negative (prevalence). With this new incidence 
testing technology we are able to identify recent infections 
(incidence), thus giving us a better understanding of epidemic 
dynamics as they unfold. 

In the past, our estimates were based on modelling the 
HIV epidemic based mainly on the prevalence of HIV among 
pregnant women. This study is a more direct method of 
estimating new HIV infections. The two methods have yielded 
different results. Our estimates using modelling techniques (the 
UNAIDS Spectrum Model) estimated 370 000 new infections 
in 2012. The HSRC survey, under discussion here, estimates 
a much higher number. In simple terms, it tells us that the 
problem is bigger than we previously thought.

To complete the picture, it is important to understand that 
HIV incidence has declined since its highest levels in the period 
2002 to 2005 (UNAIDS dates this peak at 2005). However, 
this decline has not been as impressive as we had hoped it 
would be and is certainly lagging behind the declines seen in 
neighbouring countries such as Zimbabwe and Uganda.
In keeping with the HIV incidence finding, the survey found 
declines in condom use in (almost) all age groups and an 
increase in risky sexual behaviour. The survey found that the 
general knowledge of South Africans of HIV transmission and 
risky behaviour is very low – only 26% of persons interviewed 
had correct knowledge of HIV. 

The main implication of the survey findings is that South 
Africa needs to invest as heavily in HIV prevention as it has done 
in treatment. There is a need for effective public communication 
drives and prevention interventions to promote condom 

sanac resPonds  
to the hsrc surVey
By Dr Fareed Abdullah, SANAC CEO*

Key facts: HSRC National HIV Prevalence, Incidence and Behaviour Survey, 2012
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use and availability after-hours, and behaviour change 
programmes to reduce multiple concurrent partners. This 
needs to be done on a scale never seen before and it needs 
to be done in ways that improve on our previous campaigns 
that have yielded only partial results. We need innovation 
and more behavioural science research to underpin a new 
prevention campaign. 

Government and donors need to commit greater resources 
to these prevention programmes. Of the R15 billion that 
we spent on HIV in 2012 only 10% was for prevention. 
We need to increase both the total spending on HIV as 
well as the proportion of the total that targets prevention. 
In a constrained fiscal environment this will be difficult 
to achieve, but the country needs to prioritise additional 
spending on HIV programmes.

We also need more targeted campaigns and programmes 
that address specific sexual transmission patterns that drive 
the epidemic. We must reach out to marginalised populations 
such as sex workers and men who have sex with men. This 
means that some amongst us will need to set aside our moral 
judgements and prudish behaviour in the interest of our 
collective public health. 

The most alarming finding of the survey is that young 
women between the ages of 15 and 24 had the highest 
incidence of HIV infection of all age categories. They made up 

“of the r15 billion that we 
spent on hiV in 2012 only 10% 

was for prevention.”

one quarter (113 000) of all new infections in that year. Young 
women are 2.5 times more likely than the general population, 
and 5 times more likely than their male peers, to become 
infected with HIV. This is due to what we call intergenerational 
and transactional sex. Older men, with a higher accumulated 
risk of HIV, are seeking out younger women, often in exchange 
for meeting their need for the basic necessities of life – cash, 
clothes and cellphones – or young women are coerced, 
sometimes violently so. In light of the economic downturn 
and high food price inflation, high youth unemployment and 
unacceptably high school dropout rates; young women are 
increasingly vulnerable to sexual demands made on them by 
older, employed men with money.

At SANAC we have identified this phenomenon as the single 
biggest prevention priority if we want to turn the tide against 
this epidemic of new infections. Targeting young women and 
older men in a way that unravels this dominant sexual pattern 
is the key to changing our epidemic dynamics and setting HIV 
incidence on a more impressive downward trend. Changing this 
pattern of sexual behaviour will prove to be extremely difficult 
as it has as much to do with structural factors such as poverty, 
gender inequality, circular migration, the breakdown of family 
structure and alcohol and substance abuse as it has to do with 
sexual behaviour change. We ignore this crisis at our peril!   
*This article was first published in the Sunday Independent.
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“ I wish to speak about HIV prevention 
programmes and interventions which work 
for traditional leadership. 

Perhaps I should start by saying that 
although South Africa accounts for 0.7% of the 
world’s population, we make up 16% of all people 
living with HIV globally. We definitely have to do 
something about HIV, we have to act and we should 
act now. 

We are doing well in terms of facing this disease, 
with the ART drugs as the key intervention, which 
is measurably reversing the effects of HIV. We have 
to do more to achieve the goal of zero infections 
sooner. 

On prevention, we have been talking about 
abstaining, condomising and faithfulness. We should 
continue to preach this message as it is critical for 
prevention. Our campaigns should reach out to rural 
areas and Traditional Councils (TC) should be used 
as HIV centres supporting clinics and other health 
structures available in our areas.

I am of the view that all the TCs should be 
capacitated with basic HIV awareness and 
counseling so that they can handle cases related 
to HIV. 

This will further raise awareness to Traditional 
Councils officials, and will extend awareness to the 
communities. 

Our communication campaigns and broader 
mobilisation campaigns should be strengthened to 
rebuke the myth that having sex with young girls 
can cure HIV. We have learnt that older men with 
a greater accumulated risk of HIV exposure are 
infecting younger women. We have to set the 
record straight and extend this message to our rural 
areas. 

The Institution of Traditional Leadership 
(ITL) supports gender equality and women 
empowerment. Gender inequality and gender-based 
violence are key drivers of HIV transmission. Our 
gender committees as Houses of Traditional Leaders 
and programmes on gender equality and women 
empowerment should talk to this aspect. 

We must forge partnerships with the Department 
of Women, Children and People with Disabilities 
and its sector partners to strengthen our efforts 
from the perspective of gender equality and women 
empowerment as a preventative measure. 

traditional leaders 
recommit to south africa’s hiV 

resPonse success

A Traditional Leaders’ Summit held in March yielded excellent results, 
including a pledge signed by the Department of Health, SANAC and 
the Traditional Leaders which will see the three institutions working 

together to address South Africa’s HIV epidemic. 

SANAC SuMMIT

Minister of Health, Dr Aaron Motsoaledi, 
addresses the Traditional Leaders 
Summit.  
Credit: Fareed Abdullah
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We must fight the triple challenges of 
unemployment, poverty and inequality. Some of 
the interventions that could be put in place are: 

•	 Appointment of Traditional Council rangers and 
focus on other employment opportunities

•	 Increase our efforts in resuscitating vegetable 
gardens, with the principle of “one household 
one vegetable garden” in all our Traditional 
Communities.

•	 Small-scale farming, including participation of 
women in farming and other farming structures. 

There is more that could be done by the institution in 
this regard, we have to put more effort to win this 
battle. 

Drug and substance abuse amongst young people, 
are associated with HIV infection. SANAC must join 
forces with those who are taking on this battle. We 
have committed ourselves to work with the President 
to realize the objectives of his Drug Master Plan. Dr 
Motsoaledi, we urge you and your colleagues to do 
something about these taverns. They breed evil. 

We agree with SANAC and the Department of 
Health that promoting the use of condoms is high 
on our agenda. The two most effective prevention 
methods available to us at this time are HIV 
testing and medical male circumcision. We should 
encourage these as we make Traditional Councils 
our HIV response centres, and ensure that they don’t 
run out of condoms. This will promote access to 
condoms and minimise condom wastage. 

HIV testing is the key to both prevention of 
HIV and access to antiretroviral treatment. As 
the institution of traditional leadership, we should 
encourage our people to go for testing. Testing 
should be available in the community, in Traditional 
Councils and through all NGOs. 

The summit was attended by the National and Provincial Houses of Traditional Leaders’ executive leadership 
and a representative from each district. The outcome of the meeting was a recommitment from Traditional 
Leaders to be key players in South Africa’s HIV response and concretised the partnership between the 
Traditional Leaders and the Department of Health and SANAC. A ground-breaking pledge, aimed at the 
renewal of the HIV, Counselling and Testing (HCT) campaign in rural areas under traditional leaders was 
signed by representatives of each of the institutions.

During the signing ceremony on Monday, the traditional leaders, under the auspices of SANAC, presented 
a comprehensive prevention strategy which includes HCT, initiation and medical male circumcision and fight 
against drug and substance abuse.

The strategy also includes awareness campaigns, demystification of myths about HIV and TB and fighting 
discrimination and stigmatisation.

In their pledge, the traditional leaders commit to making a contribution to the achievement of the goals 
set out in the NSP on HIV, STIs and TB 2012–2016. They will also intensify their role in the HCT campaign 
by providing leadership and information on the importance of the campaign to their people. Opposite and 
below is a summarised version of a speech given by Inkosi P T Zulu of the National House of Traditional 
Leaders:

Initiation and Medical male circumcision are also 
key prevention mechanisms in our fight against HIV. 
Circumcision must be emphasized that this has to 
be the complete excision of the foreskin and should 
be performed by competent people. Circumcision 
reduces the risk of HIV transmission in men by up 
to 60%.

My leaders, I am of the opinion that this is our 
prevention package as the institution of traditional 
leadership. I believe that your are better positioned 
to restructure this package in a manner that will 
enhance our response to HIV. 

I thank you.

“



10

s outh Africa continues to allocate more funding to 
the HIV response, but there is a growing opportunity 
cost of shifting funds from other health priorities. 
This is shown by the increasing proportion of the 

health budget going to HIV, while the total size of the health 
budget decreases in real terms. 

There is still a large financial gap between funding 
requirements and available funding for HIV, sexually transmitted 
infections (STIs) and tuberculosis (TB). The estimated financial 
gap for the 2014/15 financial year, after taking into account 
development partner (donor) funds, is approximately R3.6 
billion. This financial gap is calculated based on the targets of 
the National Strategic Plan on HIV, STIs and TB 2012–2016 (NSP), 
and not the operational targets set by government departments. 

Estimates using the National Aids Spending Assessments 
(NASA), which is a comprehensive resource tracking and 
review of financing and expenditure for HIV, show an 
expenditure of R13 billion in 2009/10. Of this, approximately 
63% of funds went to ARV treatment. Prevention interventions 
comprised approximately 23% of the total expenditure, which 

also includes social protection spending. Other funding went 
towards research, programme management, human rights and 
advocacy, capacity building and care and support for orphans 
and vulnerable children (OVCs).1 

Spending on HIV in 2009/10

For the 2013/14–2015/16 medium term, the South African 
Government currently allocates an average of 11.3% of its total 
government budget towards health spending, which is lower 
than the Abuja Declaration recommendation that governments 
should spend 15% of their budget on health. This is also lower 
than other upper-middle-income countries such as Botswana 
(17%) and Namibia (13%). However, within the health budget, 
HIV allocations have grown from 8.8% in 2013/14 to 10% in 

1 OVC generally falls under treatment as it is care and support but for 
the purposes of this analysis it is excluded from the ARV treatment 
expenditure for comparative reasons.

Although the South African Government’s response to the HIV and TB epidemics in 
recent years has been lauded internationally, the country faces the long-term prospect 
of supporting millions of people on antiretrovirals (ARVs) each year. In addition, South 

Africa needs to invest in addressing the structural drivers of the epidemics and in effective 
prevention interventions to reduce the hundreds of thousands of new infections each year.

“in 2013/14, the annual cost of 
the required response is  
r24 billion, and will rise to  
r32.6 billion in 2016/17.” 

addressinG fundinG GaPs 
to maintain hiV  

resPonse ProGress
By Gavin Surgey, SANAC Health Economist  

With acknowledgements to Steve Cohen, Nhlanhla 
Ndlovu and Teresa Guthrie
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2015/16. In comparison, Botswana allocates approximately 
36%, and Namibia allocates approximately 25.7%, of its health 
budget towards HIV.

On April 2012, South Africa launched a new five-year 
NSP that includes ambitious targets for scaling up treatment, 
prevention, and care and support services. The NSP states that 
by 2016, the aim is to reduce new HIV infections by 50%, 
increase antiretroviral therapy coverage so that 80% of those in 
need are started on treatment, and reduce the number of new 
TB infections and TB-related deaths by 50%. The resources 
required to achieve these objectives were estimated at R133.5 
billion over the five-year period. In 2013/14, the annual cost 
of the required response is R24 billion, rising to R32.6 billion 
in 2016/17. During this period, South Africa aims to screen 
between 15 and 25 million people per year for HIV and TB, 
carry out 4.3 million medical male circumcisions (MMC), 
increase the number of people on ART from 1.9 million people 
at the end of 2012, to almost 4.2 million over five years and 
treat approximately 400,000 adults per year for pulmonary TB. 

The resources required to achieve the objectives of South 
Africa’s NSP for HIV, STIs and TB were estimated to be 
approximately R27 billion for the 2014/15 financial year. For 

comparative purposes, TB-related activities have been excluded 
from the HIV-related components below, but make up R4.2 
billion of the total response. 

When removing TB from the bundle and looking at HIV 
only, prevention comprises approximately 25% of the budget 
and includes activities such as prevention of mother-to-child 
transmission (PMTCT), STI treatment, HIV Counselling and 
Testing (HCT), social behavioural change and activities for key 
populations. While the extent to which HCT contributes to 
prevention is debatable, HCT comprises the largest proportion 
of the prevention budget at R3.5 billion. ARV treatment for 
HIVcomprises 68% of the total cost of the response. Other 
activities make up R1.59 billion (7%) and include human 
rights, advocacy and OVC care and support. 

Whilst external partners and donors are becoming more 
focused and strategic in their investments, the general trend 
in their financing is one of contraction. Given the changing 
landscape of increased treatment and prevention needs and 
diminishing external funding, role players in South Africa 
need to explore new strategies to ensure that the response is 
sustained in the future. 

Cost forecast for 2014/15: The resources 
required to achieve the objectives of 
South Africa’s National Strategic Plan 
(NSP) for HIV, STIs and TB were estimated 
to be approximately R27 billion for the 
2014/15 financial year. 

“Given the changing landscape of increased 
treatment and prevention needs and diminishing 

external funding, role players in south africa need to 
explore new strategies to ensure that the response is 

sustained in the future. ” 



new aPPointments

t here is now more substance to the work of SANAC in 
the areas of addressing the social and structural drivers 
of HIV and human rights and access to justice. In the last 
couple of months, the SANAC Trust contracted Human 

Sciences Research Council (HSRC) to conduct a nationwide survey 
to measure the levels of various forms of stigma and discrimination 
relating to HIV, known as the Stigma Index. This has been a neglected 
area in this country’s HIV response and I am particularly pleased 
that the SANAC staff made a special effort to work with the People 
Living with HIV (PLHIV) sector and UNAIDS to finally get this issue 
on the agenda. The study will be done in 18 districts and results 
will be known prior to World AIDS Day on 1 December 2014. For 
more information on the Stigma Index, go to page 2 to read about 
the discussions about the Stigma Index at the Programme Review 
Committee. 

At the end of March, SANAC held a very important consultation 
with more than 100 traditional leaders in the National House of 
Traditional Leaders. Traditional leaders expressed their serious 
concerns about the high rate of new infections in the country and 
declared their support in dealing with prevention and behaviour 
change issues such as low condom use and multiple sexual 
partnerships. They also expressed concern at the vulnerability of 
young women to infection by older men and the high levels of rape in 
South Africa. In this issue of SANAC NEWS we are proud to publish 
the speech made by Nkosikazi Zulu from Nongoma that reflects the 
progressive thinking under way in the House of Traditional Leaders. 
I urge you to take the time to read it and to read more about the 
Traditional Leaders’ Summit on page 8.

As the post-elections structures in government change, SANAC 
will also experience change at the very highest level. Former Deputy 
President Kgalema Motlanthe, has decided to bow out of active 
politics in parliament and the cabinet, and will make way for the 
incoming Deputy President, Cyril Ramaphosa. ‘DP’, as he has come to 
be called in SANAC, has skilfully guided SANAC through the changes 
that took place in 2009 and again in 2012 when the new governance 
structures were implemented. He reformed the governance of SANAC 
through the establishment of an independent Trust and oversaw the 
establishment of an independent and fully operational Secretariat. We 
thank you, Mkhuluwa, for your patience and your wisdom and the 
time and attention that you gave SANAC over the last five years.

A luta continua! 

THE LAST WORD

We welcome Gavin Surgey who joins SANAC 
as the Health Economist. Gavin has worked 
as an economic consultant, undertaking work 
for HEARD, the Global Fund and the National 
Business Institute. He has also spent some 
time living and working in the UK. He has 
expertise in development economics, health 
financing systems, and global health financing 
and holds a Bachelor of Business Science in 
Economics from UKZN and a Masters from 
Wits. Prior to joining SANAC, Gavin worked 
on the Global Fund Allocation model and 
developed strategies for domestic resource 
mobilisation in Africa.

Lifutso Motsieloa joins SANAC as Senior 
Technical Officer in Monitoring & Evaluation. 
She has over 12 years’ experience working 
with the South African Government and 
USAID PEPFAR programmes. Lifutso has 
previously worked in HIV Programmes tasked 
with developing and reviewing HIV M&E 
technical program plans as well as providing 
programme development guidance to 
partners and reference groups to facilitate 
policy research and evaluation. She will be 
working with SANAC in the coordination 
of monitoring, reporting and evaluation 
activities with various departments and 
sectors. She holds a Masters in Sociology 
from the University of Free State. 

by dr fareed 
abdullah 
CEO of SANAC


