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Definition of Recurring Terms

- Key population (KP): defined groups who, due to specific higher-risk behaviours, are at increased risk of HIV, viral
hepatitis or STls irrespective of the epidemic type or local context. Also, they often have legal and social issues related
to their behaviours that increase their vulnerability to HIV. Four KPs (listed in the report) were covered in this study.

Study districts: The seven districts in which this study was conducted. They are listed in the report.

- Programme districts: These are districts which have HIV prevention and or treatment programmes targeting one of
the four KPs in this study. Of the seven districts in the study, four were programme districts, i.e. with Global Fund-
supported programmes targeting the KPs, and three were not.

- Implementation partner (IP): Non-governmental organisations that implement HIV prevention or treatment
programmes. The IP receive funding and technical support from the Global Fund. The IP worked closely with the
study team in this project.

- Programme site: These are places in the districts where the IPs meet with KPs to provide services to them. While
some programme sites were fixed, most were mobile.

- Outreach location (also venue): These are places in the districts identified by the study as venues where KPs meet.
They include bars, shebeens, and other establishments. Outreach locations were identified in each of the seven
districts.
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Executive Summary

Background

South Africa acknowledges the importance of targeting key populations if it is to end AIDS by 2030. The National
Strategic Plan (NSP) identifies female sex workers (FSWs), people who inject drugs (PWID), men who have sex
with men (MSM) and transgender women (TGW) as key populations in the HIV epidemic. National estimates of
the number of key populations, their HIV prevalence, and their access to treatment have been based on bio-
behavioural surveys conducted primarily in metropolitan municipalities in South Africa, but there is scant data
outside these areas.

This first BBS-Lite was conducted in seven districts with a focus on four key population (KP) groups: FSWs, PWID,
MSM and TGW. The study aimed to provide information on KPs in districts where biobehavioural surveys had not
been conducted, in order to help improve the delivery of HIV prevention and treatment programmes for KPs.

The following programme indicators were therefore estimated among the four KPs in the seven districts:

Population size for the purpose of improving programme targets and coverage estimates
Prevalence of HIV and TB, and co-infection among FSWs, MSM, TGW and PWID
Prevalence of Hepatitis B and Hepatitis C among PWID

HIV treatment cascades and progress against 95-95-95 targets

Programme coverage, including PrEP use

Access to testing for HIV and knowledge of HIV status

Behaviours associated with increased risk of HIV and

N N N N N N 2 2

Frequency of experiences of violence, stigma and discrimination.
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Methods

A cross-sectional study was implemented in four phases, as summarised below.

Stakeholder consultation

The study was described at a national stakeholder
consultation during which the National Department

of Health (NDoH) provided support for the study
implementation. Subsequently, the study team met with
implementing partners (IPs) in the districts to introduce
the study and make implementation arrangements. The
study was conducted in partnership with IPs in the four
programme districts. Furthermore, engagements were held
with Civil Society.

Ethical approval of protocol and strategies to
mitigate risks

The University of Witwatersrand Human Research Ethics
Committee (Medical) approved the study proposal. The
principles of autonomy, discretion and confidentiality
were adhered to throughout the study, and all participants
provided written informed consent. Anonymous data
collection strategies were used to maintain confidentiality.
Personal identifying data were collected only for
participants who indicated interest in receiving their
laboratory results.

Mapping service delivery sites in four districts
with Global Fund programmes

In four of the seven districts with Global Fund programmes,
the locations implementing partners (IPs) provide services
to key population members were mapped, and a sample

of these sites was visited for the BBS-Lite survey. In these
districts, the IPs provided a list of 543 “programme sites”
and the respective GPS coordinates.

Identification and mapping of key populations
outreach venues

The objectives of mapping KP outreach venues (locations)
in the seven study districts were:

- Toidentify priority areas where KPs are likely to
congregate.

- Toidentify public venues (physical venues, events, and
social media sites) where FSWs, MSM, PWID and TGW
congregate for various reasons.

- Toobtain information about the locations for sampling
for the BBS-Lite.

- Toassess the on-site provision of HIV prevention
services.

Individuals familiar with each district identified locations
where KPs were known to gather. Between 15 and 23
priority sites were identified per district, resulting in a total
of 130 areas. Approximately 120 community informants
were interviewed per district, totalling 804 interviews (96%
of the target 840). Community informants were individuals
knowledgeable about the KPs, including members of the
KP community, taxi drivers, bar and guesthouse workers,
security guards, students, unemployed men, and traders.

Atotal of 1,855 venues were identified in the seven districts.
This number was adjusted by the number of venues
estimated after KP mapping, based on information such

as those venues that were closed, and those that were
duplicated in the lists



Study design

This quantitative cross-sectional study comprised
interviews and biological testing of KPs.

Study populations and sample size

The study populations were adult KPs aged 18 years

or older, and sexually exploited adolescents who were
members of one of the KP groups. The study was powered
to detect the percentage of each KP group that had not
been tested for HIV in the past year, resulting in a sample
size of 8,400 for all four KP groups across the seven
districts.

Sampling design and recruitment of participants

Participants were recruited from programme sites identified
by Global Fund programmes in four districts, and from
outreach venues identified in the seven districts, in two
stages.

For programme sites, the first stage involved selecting
sites from the lists provided by the IPs. In the second stage,
individuals were selected from the programme sites. A
probability sample was not feasible.

For outreach locations, the first stage involved probabilistic
sampling of venues identified by community informants; the
second stage involved selecting individuals in these venues.
Sampling of venues was based on probability proportional
to size (PPS) based on estimates of the number of KPs
reported for that location.

At both programme sites and outreach locations, survey
participants were given coupons to refer other KPs to
participate in the study.

Data collection tool

The data collection tool for the BBS-Lite sought data on the
following domains: eligibility and KP group membership,
demographic characteristics, risk behaviours, other
vulnerabilities, access to HIV prevention and treatment
services, HIV prevention methods (condoms, PrEP,
circumcision), use of health services and whether KPs were
registered with an IP, coverage estimates of HIV prevention
standard package of services, knowledge of KP networks,
and experiences of stigma and discrimination, general
violence and intimate partner violence (IPV).

Biomedical testing

Four biological tests were conducted in this study: HIV test,
viral load test for those positive for HIV, hepatitis Band C
tests for PWID, and TB test.

Update a list of program sites
and outreach locations

Select a census or sample of
program and outreach locations

Select a consecutive sample of KP
at program & outreach locations
during a specific time period

Track of who was recruited by
peer network

Overview of data collection recruitment for the BBS-Lite Study

List Program Sites

Select Program Sites

Within Program Site, Recruit KP

Executive Summary

HIV testing

All participants consented to point-of-care HIV testing and
received their results. Participants who reported they were
already HIV-positive were re-tested. All participants with
HIV negative test results were referred for PrEP, and all who
tested HIV positive were referred for ART.

Dried blood spot testing for viral load assessment

Those with positive HIV rapid tests were asked to provide
five dried blood spots (DBS) for a viral load test, which were
sent to the National Health Laboratory Service. Counsellors
referred those with a positive test to a nearby health facility
for confirmatory testing and treatment as appropriate.

List Outreach Locations

Select Outreach Locations

Within Outreach Location, Recruit KP

Recruit KP Peers
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Hepatitis Band C

All PWID consented to testing for point-of-care screening
tests for Hepatitis B and C. Counsellors referred those with a
positive rapid test to a nearby health facility for confirmatory
testing and treatment as appropriate.

TB screening and testing

All KPs were asked four TB symptom screening questions.
Those presumptive for TB (positive for any symptom) were
asked to provide a TB sputum sample, which were sent to
the NHLS laboratory.

Training of fieldworkers

There were two categories of fieldworkers: interviewers
who administered the questionnaire, and counsellors who
conducted the biological testing. All fieldworkers were
trained for four days. Counsellors were trained to conduct
biological testing and specimen collection over two days.

Data quality assurance

A systematic quality assurance procedure enabled high-
quality outputs. Quality assurance checks were applied
throughout the design, implementation and finalisation
stages of the study, as listed below.

Data capture

Data collection was by computer-assisted personal
interviews (CAPI). The questionnaires were programmed
into ONA (an ODK-based platform). The programmer
incorporated restrictions and logical skip patterns into the
questionnaire to enhance efficiency and accuracy.

Linkage of biological and behavioural data

The HIV rapid test result for each participant and hepatitis
for PWID were entered into the electronic form with a
unigue identification number barcode. Test results were
equally captured and uploaded immediately by counsellors.
All specimens sent to the laboratory were labelled with

the same identification number and other relevant lab

and transport labels. Survey results, test results and
laboratory results were linked, using each patient’s unique
identification number.

Data cleaning and analysis

Uploaded survey data were downloaded from ONA in Excel
format and imported into Stata version 17 (StataCorp,
College Station, TX) and SAS for data management and
analysis.

Descriptive analyses provided the characteristics and
behavioural outcomes of the different KPs. Categorical
variables were described using frequencies and
percentages. Numerical data were described using medians
and interquartile ranges. All results were stratified by
district and type of data collection site (programme versus
outreach). Furthermore, 95% confidence intervals were
calculated for key outcomes, including HIV prevalence.



Executive Summary

Population size estimates results

The recommended PSEs for the four KP groups in the seven districts are shown in the table below. The PSEs for FSWs ranged from 615 in Xhariep to 4,357 in Bojanala. The PSEs for
PWID ranged from O in Xhariep to 1,943 in the West Rand. The recommended estimates for MSM ranged from 781 in Xhariep to 6,229 in Sedibeng. The recommended estimates for

TGW ranged from 120 in iLembe to 725 in Sedibeng.

FSWs PWID MSM TGW
6,200
4,400
A 4,400
3600 3,700
2,500
1,900 H
1,700
i i 1%)0 1,500 L 1.4bo
L B 1100
1,000 500 ’ 700
600 700 &po T 8{0 200 300 600 400
B I 100 :[ T I 10 *¥°
e= I
WR CH IL XH BOJ CAP SED WR CH IL XH BOJ CAP SED WR CH IL XH BOJ CAP SED WR CH IL XH

BOJ CAP SED

WR - West Rand

CAP - Capricon
XH - Xhariep

BOJ - Bojanala
CH - Chris Hani

SED - Sedibeng
IL - iLembe

Population size estimates (to the nearest 100) for the four key population groups in the seven districts, BBS-Lite, 2025
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BBS results: number of key population participants
Atotal of 6,182 KPs participated in the survey. There was some intersectionality (2%), resulting in 6,288 KPs when summing up the numbers for each KP. There were 2,473 FSWs,

1,667 PWID, 1,651 MSM and 491 TGW participants.

Study Participants

2473 | 1,667 | 1,651 | 491

Female Sex Workers People Who Inject Drugs Men Who Have Sex With Men Transgender Women
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BBS results: female sex

53%
workers 3 00k 50%
47% %
® 43% 43%
42% 0 °
pa 2500 4% %0 38.5%
o 36% ? L ¢
® 310 33% 33%33%
30% ( X ]
° 28% 20
23%
Bojanala Capricorn Sedibeng Westrand Chris Hani iLembe Xhariep Average
Platinum

B Programme ] Outreach I Combined

HIV prevalence among female sex workers in seven districts, BBS-Lite 2025
Sociodemographic characteristics

Two thousand four hundred and seventy-three FSWs
participated, the majority of whom were aged 25-34 years.
The majority were never married, and nearly half had 94
completed secondary education. Half had spent a night
outside their districts in the past month.

HIV prevalence 94
The average prevalence of HIV among FSWs across all
districts was 38.5% , ranging from 31.2% (95% ClI: 26.2—

37.1%) in Sedibeng to 49.7% (95% Cl: 38.6-60.9%) in

iLembe. 86 59 63

HIV treatment cascade (95-95-95 targets) Bojanala Capricorn Sedibeng West Rand Chris Hani iLembe Xhariep Average
The percentage of HIV-positive FSWs who knew their status Platinumm

was 90.4% across all districts, 93.8% of whom were on B Aware (lst 95) B OnART (2nd 95) [} ViraIIy suppressed (3I’d 95)

treatment. Viral load suppression (VLS) was 74.8% among
FSWs on treatment in all seven districts. HIV treatment cascade (95-95-95) among female sex workers in seven districts, BBS-Lite 2025
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Risk behaviours and vulnerabilities

Anal sex

Across all districts, 4.8% of FSWs reported having anal
sex six months before the survey: the proportion varied by
district.

Condom use

Overall, 64.9% of FSWs reported using a condom at last
sexual intercourse, with considerable variations across
districts, ranging from 31.6% to 78.9%. In all four districts
with programmes, condom use was higher in outreach
venues than in programme sites.

65%

of FSWs used condom at last
sexual intercourse

Injecting drug use
About 2% of FSWs reported injecting drugs in the previous
six months, ranging from 0% to 3.6%.

Alcohol abuse

Almost half (49.2%) of all FSWs across were alcohol
dependent, ranging from 13.6% to 87.0%.

49%

of sex workers were
alcohol dependent

Experience of violence
Around a third of FSWs reported having experienced

violence and/or IPV in the 12 months preceding the survey.

o: 1in3
\ F.SWS exPerlenced
INY

violence in the last

year
J

Food insecurity

Ahigh proportion of FSWs slept hungry in the 30 days
preceding the survey due to lack of food, ranging from
34.5% to 51.7%.

Programme coverage

Intervention services coverage

Across all districts, 61% of FSWs reported having received
any HIV prevention/treatment services in the last 12
months. Those recruited from programme sites reported
much higher percentages for programme exposure than
those recruited from outreach locations.

® 61%
A=A

of FSWs reported
PrEP use

having received any HIV
prevention/treatment
services in the last 12
months
At the time of the survey, 53.2% of all FSWs who reported
being HIV-negative were on PrEP. Notably, PrEP uptake was
lowest in Chris Hani (9.2%) and Xhariep (30.9%), which
are districts without IPs. In all four districts with IPs, PrEP
uptake was considerably higher in programme sites than at

53%

of HIV-negative FSWs
used PrEP

outreach venues.



BBS results: people who inject
drugs

Sociodemographic characteristics

Data collection on PWID was implemented in six districts,
as the fieldwork team failed to find any PWID in Xhariep. The
majority of PWID were male (94.4%); two-thirds were aged
25 - 34 years. A quarter (24.3%) had spent a night outside
their district of residence in the past month. Ninety-five
percent had never been married. A third had completed
secondary education. The majority (86%) had never used
social media, and only 5.6% used it daily.

HIV prevalence

The average prevalence of HIV among PWID in the six
districts was 47.6%, ranging from 18.8% to 74.5%.

HIV treatment cascade (95-95-95 targets)

Across all districts, the treatment cascade achievement
was 67-80-46%. The percentage of PWID who knew their
HIV status was 66.9%, 79.6% of whom were on treatment.
Viral load suppression among those on treatment was
45.6%. All outcomes were higher among PWID recruited
at programme sites than those recruited from outreach
venues.
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Hepatitis Band C

Hepatitis B

The average prevalence of Hepatitis B among PWID across the
six districts was 14.0%, ranging from 1.4% in iLembe to 32.3% in
Bojanala.
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Hepatitis B prevalence among people who inject drugs in six districts,
BBS-Lite 2025

Hepatitis C
The average prevalence of Hepatitis C was 59.5%, ranging from
16.6% in Chris Hani to 78.3% in Sedibeng.
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Risk behaviours and vulnerabilities

Multiple sexual partnerships and transactional
sex
A quarter (24.6%) of all PWID in the survey reported

having two or more sexual partners in the four weeks
before the survey.

Anal sex
Engagement in anal sex in the past six months among

PWID was 2.5% and varied across districts, from 0% to
5.1%.

Condom use
Condom use at last sexual intercourse was 51.6%

among PWID across all districts, varying from 33.3% to
57.0%.

Injecting practices

The use of a new syringe at the last time of injecting
drugs was reported by 59.6%, ranging from 38.5% to
81.9% in Sedibeng. Almost half (46.0%) reported that
they shared a needle the last time they injected.

46%

Almost half of PWID reported that
they shared a needle the last time
they injected

Alcohol abuse
One in 10 PWID were alcohol dependent (2.3% to 50%).

Experience of violence

Of the 1,667 PWID surveyed, 50.7% reported that they
experienced violence within the 12 months preceding the
survey. The proportion was highest in iLembe (80.8%).
The incidence of IPV was much lower, at 15.0% across all
districts

Food insecurity

More than seven in every 10 PWID (71.6%) reported
sleeping hungry due to lack of food in the 30 days preceding
the survey.

Programme coverage

Intervention services coverage

Across all districts, slightly less than half (45.5%) of PWID
reported having received any HIV prevention and treatment
services in the past 12 months, ranging from 0% to 86.5%.
Expectedly, the highest percentages were among PWID
recruited at programme sites.

PrEP use

Only 8.6% of all PWID who reported being HIV-negative
were on PrEP. This was lowest in Chris Hani (0%) and
highest in the West Rand (24.7%).

Opioid Substitution Therapy (OST)

Almost 8% of all PWID reported having received OST in the
past six months, virtually all of whom were from Sedibeng
and the West Rand districts.



BBS results: men who have sex
with men

Sociodemographic characteristics

Atotal of 1,651 MSM participated in the survey, with the
majority (89.3%) recruited from outreach locations.
Approximately one-third (30.8%) were aged 18 to 24 years.
The majority (78.4%) used social media daily. Almost half
(46.5%) had spent a night outside their district of residence
in the past month.

HIV prevalence

The average prevalence of HIV among MSM in the seven
districts was 25%, varying from 18.5% (95% ClI: 13.7-24.6)
in the West Rand to 31.2% (95% Cl: 22.1-41.98) in Chris
Hani.

HIV treatment cascade (95-95-95 targets)
The HIV treatment achievements among MSM across

all districts were 84-95-78. The percentage of MSM who
knew their HIV status was 83.5%, 94.8% of whom were on
treatment and 78.1% of whom were virally suppressed.
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Risk behaviours and vulnerabilities

Multiple sexual partnerships and transactional sex

One in three MSM (33.3%) had more than two sexual
partners in the four weeks preceding the survey.
Transactional sex in the past six months among MSM was
24.6%.

Condom use

Overall, 59.8% of MSM reported using condoms during their
last sexual intercourse, ranging from 49.2% in Chris Hani to

60%

of MSM used condom at last
sexual intercourse

Injecting drug use
About 4.6% of the MSM surveyed reported injecting drug
use in the previous six months, from 0% to 15.6%.

5%

of MSM reported injecting drugs in
the previous 6 months

Alcohol abuse

The prevalence of alcohol dependence among MSM,
overall, was 48.6%. There were notable differences between
districts, ranging from 14.8% in Bojanala to 73.2% in Chris
Hani.

49%

of all MSM were alcohol
dependent

Experience of violence

Experience of violence in the 12 months before the survey
was reported by 30.8% of MSM. The incidence of IPV was
21.6% across all districts.

31%

of MSM experienced violence in
the last year

Food insecurity

A little more than a quarter of MSM (27.8%) reported
sleeping hungry due to lack of food in the 30 days preceding
the survey. The prevalence of food insecurity was highest
among MSM surveyed in Xhariep (41.8%).

Programme coverage

Intervention services coverage

Across all districts, slightly less than half (48.6%) of MSM
reported having received any HIV prevention and treatment
services in the past 12 months, ranging from 7.5% in Chris

Hani to 74.9% in Sedibeng.

of MSM reported
having received any HIV
prevention/treatment
services in the last 12
months

PrEP uptake and use

At the time of the survey, about a quarter (23.0%) of all
MSM who reported being HIV-negative were on PrEP;
uptake was lowest in Xhariep (11.5%) and highest in the

West Rand (44.0%).
23%

of HIV-negative MSM
were on PrEP
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Sociodemographic characteristics

Four hundred and ninety-seven TGW participants took
part in the survey, with the majority (83%) recruited from
outreach locations. The majority (89.2%) have never been
married, and 71.7% had completed secondary education.
Half (50.3%) had spent a night outside their district of
residence in the past month. The majority (93.8%) used
social media daily.
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HIV prevalence among transgender women in seven districts, BBS-Lite 2025
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across all districts. The percentage of TGW who knew their Platinumm
HIV status was 83.2%, 95.0% of whom were on treatment;

HIV prevalence

The average prevalence of HIV among TGW in the seven
districts was 40.9%, varying from 31.8% (95% Cl: 21.4—
44.4) in Bojanala to 50% (95% Cl: 34.2-64.3) in iLembe.
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76.8% of those on treatment were virally suppressed.

HIV treatment targets (95-95-95) among transgender women in seven districts, BBS-Lite 2025
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Risk behaviours and vulnerabilities

Multiple sexual partnerships

A small fraction of TGW (4.4%) reported multiple sexual
partnerships in the previous four weeks.

Condom use

Overall, 54.3% of TGW reported using condoms during their
last sexual intercourse, ranging from 44.3% to 66.3%.

549%

of TGW used condom at last
sexual intercourse

Injecting drug use
Only two TGW reported injecting drug use in the past six
months (0.4%).

0.4%

of TGW reported injecting drugs in the
previous 6 months

Conclusion

Experience of violence

Of the TGW surveyed, 29.0% reported experiencing violence
in the 12 months before the survey. The incidence of IPV was
22% across all districts.

£

Alcohol abuse

29%

of TGW experienced
violence in the last year

The prevalence of alcohol dependency among TGW was
39.1%, ranging from 13.0% to 59.5%.

39%

of all TGW were alcohol
dependent

Food insecurity

Almost a quarter (23.3%) of TGW reported sleeping hungry
due to lack of food in the 30 days preceding the survey.

Programme coverage

Intervention services coverage

Across all districts, less than half (45.1%) of TGW reported
having received any HIV prevention/treatment services in
the past 12 months, ranging from 14.8% to 774%.

2.2 45%

N of TGW reported having
received any HIV
prevention/treatment
services in the last 12
months

PrEP use
A quarter (24.8%) of TGW who were HIV-negative were on

25%

of HIV-negative TGW were on PrEP

This BBS-Lite provide valuable data on the HIV epidemic and other outcomes among four key populations in seven previously unstudied districts of South Africa. The findings
highlight the need for urgent evidence-based interventions in these KPs if South Africa is to achieve complete epidemic control. In times of shrinking donor funds for HIV prevention
and treatment programmes, governmental support for KP programmes will be pivotal. The data presented in this first BBS-Lite will be critical for planning necessary interventions and
will serve as a baseline for monitoring and evaluation in South Africa.



Background

The HIV epidemic in South Africa

An estimated 8.1 million people in South Africa were living with HIV in 2025, and 6.4 million were
receiving antiretroviral therapy (ART).}? The National Strategic Plan for HIV, TB and STls, 2023-
2028 (referred to as the NSP in this document)? identifies sex workers, transgender people, men
who have sex with men, and people who inject drugs as key populations (KPs) in the HIV epidemic.
A recent model estimated that, in the period 2010 to 2019, the transmission population attributable
fraction of commercial sex to the HIV epidemic was 6.9%; the fraction attributable to the clients of
female sex workers (FSWs) with their non-commercial female partners was 41.9%; and the fraction
attributable to sex among men who have sex with men was 5%.4

National estimates of the number of KPs, their HIV prevalence, and their access to treatment have
been based on bio-behavioural surveys conducted primarily in metropolitan municipalities in South
Africa. Outside these areas, there is scant health district-specific evidence regarding the number

of individuals in each KP, their HIV prevalence, or the proportion of each population on treatment
that has achieved viral suppression. One reason for conducting this study was to provide local
information about KPs in districts where biobehavioural surveys had not been conducted.

Selection of study districts

The National Department of Health (NDoH) supports the implementation of HIV treatment and
prevention services for KPs throughout the country. In addition, the Global Fund and PEPFAR
support intervention programmes in selected health districts for FSWs, PWID, MSM and TGW. For
example, in the 2021-2024 programme cycle, the Global Fund supported FSWs programmes in

16 of the country's 52 districts, shown in orange on the map: Capricorn, Sekhukhune, Mopani,
Amathole, Alfred Nzo, Buffalo City, Nelson Mandela Bay, King Cetshwayo, Ugu, Zululand, Sedibeng,
West Rand, Bojanala Platinum, Frances Baard, Lejweleputswa, and Thabo Mofutsanyane (Figure 1).

- PEPFAR Supported

- Global Fund Supported

Department of Health Supported

Figure 1. District map of South Africa showing PEPFAR and Global Fund supported

districts for female sex worker programmes
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In 2024, PEPFAR supported FSWs programmes in 12 Three implementing partners (AFSA, BZ, and NACOSA) funded by the Global Fund supported programmes for KPs in four
districts, as shown on the map in blue: Vhembe, Oliver districts. Consultations with stakeholders led to the selection of seven districts (Table 1). Four of the seven districts had
Tambo, eThekwini, uMgungundlovu, City of Johannesburg, KP programmes supported by the Global Fund. Three districts that did not receive Global Fund or PEPFAR support were
City of Tshwane, Ekurhuleni, Dr Kenneth Kaunda, Ehlanzeni, selected based on input from the NDoH regarding the high STI prevalence in those districts.

Gert Sibande, Nkangala, and City of Cape Town. Funding
from PEPFAR was interrupted in January 2025. The districts ~ Table 1 The seven districts covered in the BBS-Lite, 2025

in yellow currently receive support from the NDoH.
District

This first BBS-Lite was conducted in seven districts Province Name total Global Fund Implementing Partners Rationale for selection
Population

District

with a focus on four KP groups: FSWs, people who inject
drugs (PWID), men who have sex with men (MSM) and
transgender women (TGW). The following criteria were
considered in the selection of the districts: Limpopo  Capricorn 1,361,655 AFSA  None B7 B7 Three Global Fund-suppqrted

programmes in one district
- Presence of multiple KPs. The overall mix should

include FSWs, MSM, PWID, and TGW. North - Bojanala 5 50 531 AFSA  None BZ BZ Three Global Fund-supported
West Platinum programmes in one district
- Capacity of non-governmental organisations (NGOs) to
supportimplementation. Gauteng  WestRand 996,636  AFSA  NACOSA  None None IeelsarliFmere ottt
. L : ) ) programmes in one district
- Mixof districts to include those with and without Global
Fund support _
o ) Gauteng  Sedibeng 972,188 AFSA  NACOSA None None Two Global Fu.nd support_ed
- Districts with urban and rural areas. programmes in one district
- Districts in multiple provinces _
R , RWaZuluss |y ibel | 7031372
- Districts without a recent or upcoming planned IBBS. Natal o A
' Eastern NDoH priority due to high STI
> Recommendations from the NDoH based on o ChrisHani 702,218 No Global Fund partner prevalence and no partner
information regarding the prevalence of sexually ape support
transmitted infections (STls) and districts currently Free State  Xhariep 127471

without services funded by Global Fund or PEPFAR.
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Aim and objectives

The aim of the BBS-Lite was to obtain information unavailable from programme data to improve the delivery of HIV prevention and treatment programmes for KPs.
The specific objectives of the BBS-lite were to estimate the following programme indicators in seven districts for FSWs, MSM, PWID and TGW.

Population size for the purpose

of improving programme The prevalence of HIV and

targets and coverage estimates TB, and co-infection among
FSWs, MSM, TGW and PWID

The frequency of
experiences of
violence, stigma and
discrimination

The prevalence of
Hepatitis B and Hepatitis
C among PWID

Specific
Objectives

Behaviours
associated with
increased risk of HIV

HIV treatment cascades
and progress against the
95-95-95 target

Access to testing for
HIV and knowledge of
HIV status

Programme coverage,
including PrEP

In addition, the population size estimates (PSEs) from these seven districts were extrapolated to estimate the number of KPs in other non-metro districts in South Africa.
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Problems addressed by the study

A stakeholder meeting with programme implementors was held in November 2023 to identify problems, including information gaps, that could be addressed with the BBS-Lite. The issues
identified and how they were addressed in the study are described in Figure 2.

Problem Identified How it was addressed in the study

Outdated population size estimates (PSEs) used as denominators The study estimated PSEs that can be used for targets and
for coverage denominators for coverage

The study provided data for selected baseline outcomes and

Lack of data for baseline indicators and target setting e

Lack of information on who is missed by the programme and how

they could|be reached Addressed by rigorous mapping and peer recruitment

Lack of information on progress toward 95-95-95 treatment

The treatment cascade targets were estimated for KPs
cascade targets

Addressed by covering the entire districts where services were
provided and including three districts that did not have Global
Fund-funded programmes

Lack of information about the number of KPs in districts where
services are not provided

Lack of information on risk behaviours and access to services Information on risk behaviours and access to services was
among KP provided for each KP

Problems with estimating coverage arising from people accessing
services at multiple locations (lack of live integrated health
information systems — to avoid duplicates)

The study provided coverage estimates but did not untangle the
issue of people accessing services at multiple locations

Figure 2: Programme issues and problems addressed in the study



Methods

Adaptation of the UNAIDS/WHO BBS-
Lite Protocol

This study was based on the UNAIDS/WHO BBS-Lite protocol, with
some changes made to accomplish the objectives requested by country
stakeholders.

The protocol is aligned with the UNAIDS/WHO protocol in the following ways:

> Stakeholder engagement

> Definition of KPs, and eligibility criteria and screening
- Training of interviewers
9

Consecutive recruitment from service delivery sites and snowball
recruitment. Note that, in South Africa, participants were recruited
consecutively from a sample of known service delivery sites. The schedule
for where and when to provide services to the KPs was set by the IP prior
to data collection. The sampling of KPs at service delivery sites was not
probabilistic. Rather, consecutive programme clients were recruited

at multiple sites chosen without manipulation by the study team or
service providers, thereby reducing selection bias relative to an outright
convenience sample.

- Informed consent, compensation

- Testing considerations




Areas where the South Africa protocol differed from the UNAIDS/WHO
protocol:
Phase 1

> uestionnaire: The South African questionnaire included specific
Q 5 P Consult stakeholders & prepare protocol

questions related to where services were received (government,
NGO or private healthcare facilities) to compare the number of
participants reporting services as computed from the survey with
the number reported in routine data.

- Additional recruitment path: In addition to the recruitment at
service delivery sites and via referral coupons. separate probability Phase 2
samples of KPs were recruited from venues identified during Conduct service delivery & KP venue mapping
mapping. Two days were spent in each district to identify a
sampling frame of venues. These venues included those unknown
to the programme IPs. A probability sample using probability
proportional to size (PPS) sampling of these venues was selected
for the BBS-Lite based on measures of size from venue informants
who reported the number of KPs at the venue, and a cluster size of Phase 3
20. Population size estimates were based on these venue-based Conduct BBS Lite surveys of KPs
probability samples.

- Population size estimates: In addition to the BBS-Lite, PSEs were
based on the venue mapping and interviews with the probability
sampling of KP venues.

- Implementation: The South African protocol was implemented by a Phase 4
reputable organisation in collaboration with IPs rather than entirely Analyze data and PSE
by IPs. The interviewers were hired and paid by the organisation.

Interviewers lived in the study districts and included KP members
and people with survey experience. Programme staff reported that
they urgently needed the data but did not have time to implement

the survey.
The study was implemented in four phases (Figure 3). Each phase is Phase 5
described below. Phase 5 involves in the use of the data for action. Use data to improve programmes

Figure 3: Phases of the BBS-Lite



Phase 1: Consult stakeholders
and prepare protocol

The study plan was presented at a national stakeholder
consultation during which the NDoH provided support
for the study implementation. Additional engagements
were held with Civil Society who supported the survey
implementation. Subsequently, the study team met with
the IPs in the districts to explain the study and plan its
implementation. The study was conducted in partnership
with IPs in the four programme districts.

The study team received unconditional ethical approval
from the University of Witwatersrand Human Research
Ethics Committee (Medical), clearance certificate no:
M240520.The ethical principles of autonomy, discretion and
confidentiality were adhered to throughout the study. The
POPI Act® was also adhered to. The study aim, objectives
and expected roles of participants were explained to all
potential participants before seeking informed consent. All
participants provided written informed consent before data
collection began. Anonymous data collection strategies
were put in place to maintain confidentiality. No personal
identifying data were collected except for those participants
who indicated interest in receiving their laboratory results.

The Ethics Committee provided guidance on compensation.
Accordingly, community informants asked to identify
venues received R50, venue informants asked about the
characteristics of venues received R150, and BBS-Lite

participants received R250 if they were recruited on site
and R350 if they were referred to the site using coupons (an
additional R100 was provided to cover transport costs).

This study was designed so that the risk to participants

was minimal. Participants were contacted only once; no
identifying information was recorded by the study team; and
risks from the finger prick used for testing were low. Anxiety
about HIV testing was reduced by pre-test counselling

by trained counsellors in accordance with the national
guidelines. Emotional distress occurred among some
participants who tested positive for HIV and Hepatitis B and
C. All participants were given post-test counselling and were
referred to the nearest appropriate health facility for care by
trained local health facility staff.

Phase 2: Mapping programme
sites and outreach venues

The objectives of the service delivery mapping were:

- Toidentify and map locations where Global Fund
implementing partners provide services to KPs.

- Tocoordinate the implementation of the survey at a
sample of these locations.

In the districts with Global Fund-funded services, the IPs
provided a list of 543 programme delivery sites (with GPS
coordinates) where they offered services to KPs.

Methods

The objectives of mapping KP outreach venues in the seven
study districts were:

- Toidentify priority areas in each district where KPs were
likely to congregate, based on insights and information
from knowledgeable people in the district.

- Within priority areas, to identify all public venues
(physical venues, events, and social media sites) where
FSWs, MSM, PWID and TGW congregate, socialise,
inject drugs, or meet new sex partners.

- Toobtain information about the name and
characteristics of each of these locations and to
summarise the data in a master list of venues for
subsequent sampling for the BBS-Lite.

- To assess the on-site provision of HIV prevention
services.

Identification of priority areas

People knowledgeable about the districts were asked to

identify local geographic areas where KPs were known to
congregate. The goal was to identify all the areas in each
district where KPs could be found.

Identification of venues

To identify venues where KPs meet, the survey team
interviewed knowledgeable community informants in
each district. Each community informant could name
up to 10 locations. Information was collected using the
survey instrument (tagged Form A), which included
questions to identify the names and locations of places
where KPs socialise, meet new sexual partners, or inject
drugs. Informants did not share any personal identifying
information.



Methods

Characteristics of venues (venue mapping)

A random sample of venues identified by community informants was selected for visit. At each venue that was found to be operational, a venue informant was interviewed. A
venue informant needed to be aged 18 or older, knowledgeable about the venue, and present at the venue when the fieldwork team collected information. Venue informants
included patrons, KP members, security guards, venue owners, venue managers, etc. They provided information about what occurs at the venue, the people who visit the venue,
and on-site HIV prevention activities.

Venues included physical venues, events, and websites. Venue data were collected using a survey instrument tagged Form B. The venue informant was asked if KPs visited the
venue and the number of KPs who visited at a busy time.



Phase 3 Biobehavioural Survey
of key populations

Study design

Phase 3 was a quantitative cross-sectional study, which
comprised interviews and biological testing of KPs.

Study populations: inclusion criteria

The criteria used to define the study populations (KPs) are
shown in Table 2. There was no requirement that BBS-

Lite participants lived or worked in the district where the
interview was conducted. All were adults aged 18 and older.
Although the age of consent to participate in research

in South Africa is typically 18 years and older, the Ethics
Committee approved the inclusion of minors aged 16 and
17 years of age who reported exchanging sex for money or
gifts; these are sexually exploited adolescents. Stakeholders
requested to include them in the study because it was
important to collect behavioural and epidemiological data
from them to understand the HIV and social welfare needs
of this particularly vulnerable population. In a BBS-Lite
protocol planning workshop, it was found that participants
shared this view. Additionally, research shows that targeted
age-specific programmes can facilitate behaviour change
to lower HIV incidence, which may, in turn, help to shift the
trajectory of the HIV epidemic in the country.

Methods

Table 2: Criteria used to define key populations, BBS-Lite 2025

. o Whether Included

Men who have sex with
men (MSM)

Transgender Woman
(TGW)

Female Sex Worker
(FSW)

Male Sex Worker

Sexually Exploited

Adolescent (SEA)

Person who Injects Drugs
(Female)

Person who Injects Drugs
(Male)

Born male and does not identify as a woman or TGW
Reports anal sex with a man in the past 6 months Yes
Age 18+ years

Born Male
Self-identifies as a Woman or as Transgender

Age 18+

Born female

Age 18+ years

Received gifts or favours or cash in exchange for sex in the past 6
months

Born Male

Age 18+

Received gifts or favours or cash in exchange for sex in the past 6
months

Age 16-17

Received gifts or favours or cash in exchange for sex in the past 6
months

Self-Identifies as woman
Injected drugs in the past 6 months
Age 18+ years

Self-ldentifies as a Man
Injected drugs in the past 6 months
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Table 3: Sample size formula utilised for the study, BBS-Lite 2025
Sample size and power
Sample Size Calculation Using Normal approximation to the hypergeometric

The study was powered to measure the percentage of each KP group that had not been (Fosgate 2009)

tested for HIV in the past year. It was estimated that this proportion would be 10%, based on ) :
_ . _ ) ) Example:  Required sample size
previous surveys and the recent focus on testing in South Africa. Table 3 shows the sample N (population size) 300 169
size calculation formula using normal approximation to the hypergeometric. _ i
) Use the following values of z for different levels of
_ _ z (confidence level) 1.96 ,
The calculated sample sizes were inflated by 5% to account for non-response. Target sample confidence:

sizes are displayed in Table 4. They are higher than other BBS-Lite surveys because the E (+- error) 003 7 level of confidence
study included a wider range of KP groups.

P (proportion) 0.1 2.58 99%
Sampling design, recruitment of participants, and survey
weights

As depicted in Figure 4, participants were recruited at programme sites identified by Global 1645 90%
Fund IPs in four districts and at outreach venues identified by community informants in all

Q 0.9 1.96 95%

o - , _ Formula used n=Nz"2pg/(E"2(N-1)+ z"2pq)
seven districts. These participants were selected based on a two-stage sampling design.

For programme sites, the first stage was the selection of sites from the list provided by

the IPs. The second stage was the selection of individuals within each programme site. A Table 4: Sample size targets by district and KP, BBS-Lite 2025

probability sample was not feasible. Rather, the survey team worked with the specific KP Dictrict Sample size targets

name

IPs in the district and accompanied them from one site to another based on their usual Province

programme visits. Within a site, interviews were conducted with consecutive KPs at the

number of venues necessary to reach the sample size for that district. Limpopo Capricorn 345

Bojanala
NorthWest — ) 357

identified by community informants. The second stage was selection of individuals within Platinum

For outreach locations (venues), the first stage was to select a probabilistic sample of venues

each venue. Sampling of venues was based on PPS, based on estimates of the number of Gauteng West Rand 332

KPs reported for each venue by venue informants. For data collection at selected outreach ,
Gauteng Sedibeng 330

KwaZulu-
At both programme sites and outreach locations, survey participants were given coupons Natala

venues, consecutive KPs were recruited until the sample size for that district was achieved.
iLembe 314

to refer other KPs to participate in the study. Referred KPs who returned with coupons Eastern
Chris Hani 314

were screened at the programme site or outreach location, in the same way as the other Cape

participants, to ensure their eligibility. Those who did not qualify or had already participated Free State ST 169 80

in the survey were rejected.
Sum 2,161 1,317

Total 2,269 1,383




Methods

Update a list of program sites

h List Program Sites List Outreach Locations
and outreach locations

Select a census or sample of

program and outreach locations Select Program Sites Select Outreach Locations

Select a consecutive sample of KP

A q . Within Outreach Location, Recruit
at program & outreach locations Within Program Site, Recruit KP Kp

during a specific time period

Track of who was recruited by Recruit KP Peers
peer network

Figure 4. Overview of data collection recruitment for the BBS-Lite

The data collection tool for the BBS-Lite (tagged Form C) sought data from eligible KPs on the following domains.

Questions to assess Demographic Risk Other Access to HIV
eligibility and KP group characteristics behaviours vulnerabilities prevention and
treatment services

HIV prevention methods: Use of health services  Coverage estimates of Knowledge of KP Experiences of stigma
condoms. PrEP and whether they are  HIV prevention standard networks and/or discrimination
X ' registered with an IP package of services.

family planning, and
circumcision.



Methods

Four biological tests were administered: HIV test, viral load test for those positive
for HIV, hepatitis B and C tests for PWID and TB test (summarised in Table 5).
The decision about which tests to use was based on stakeholder input, cost, and
relevance for monitoring the epidemics.

HIV testing

To participate in the study, all KPs consented to point-of-care HIV testing and
received their results. Participants who reported they were HIV-positive were
retested using a confirmatory test. All participants with HIV negative test results
were referred to the nearest clinics for PrEP, and those who tested HIV positive
were referred for ART.

Dried blood spot testing for viral load assessment

Everyone with a positive HIV rapid test was asked to provide five dried blood

spots (DBS) from a finger prick for a viral load test. The DBS samples from each
HIV-positive participant were appropriately labelled with the study participant's
identification number and transported to the National Institute for Communicable
Diseases (NICD), Johannesburg, in pre-packed biohazard bags by a courier
company. Counsellors referred those with a positive test to a nearby health facility
for confirmatory testing and treatment as appropriate. No whole blood was drawn.

Hepatitis B and C testing

People who inject drugs were offered point-of-care screening tests for hepatitis
B and C. Counsellors referred those with positive rapid tests to a nearby health
facility for confirmatory testing and treatment as appropriate.

TB screening and testing

All KPs were asked four screening symptom questions about TB symptoms. Those presumptive for TB (positive for any of the four symptoms) were asked to provide a sputum sample,
which was appropriately labelled with the study participant's identification number and transported to the National Health Laboratory Service (NHLS), Johannesburg, in biohazard boxes
at 2 to 8 oC. Participants were given the option of receiving the TB results from the survey. Those who wanted their results provided their contact details.



Table 5: Biological tests, required samples and post-test activities

HIV

HIV Viral Load

Hepatitis B

Hepatitis C

B

HIV rapid test using ABON and First
Response following the National
Algorithm

HIV viral load test

Abbott Determine HBsAG2
following national protocol

Abbott Bioline Rapid Diagnostic
Test following national protocol

Screening questions

Blood: finger prick

One finger prick: 5 drops of blood
from single finger prick: those with
a positive HIV rapid test only

Blood: finger prick

Blood: finger prick

Sputum : those with a positive test
on screening only

15

10

15

15

Methods

Test results were returned to participants on-
site. HIV-positive participants not on ART were
referred to local healthcare facilities for care.
Those who tested HIV-negative were referred for
PrEP.

Those with an HIV+ rapid test were asked to
provide blood for viral load assessment. Dried
blood spots were taken to the NICD for analysis.
Results were provided to the study team to link
to survey results. No personal identifiers were
shared with the study team.

Test results were returned to participants on-site.
Participants with reactive results were referred
for confirmatory testing and management

in accordance with programme and national
protocols.

Test results were returned to participants on-site.
Participants with reactive results were referred
for confirmatory testing and management

in accordance with programme and national
protocols.

Those presumptive for TB were asked to

provide a sputum sample for testing by NHLS.
Participants were given the option of receiving
the TB results from the survey. Those who
wanted their results provided their contact
details.




Methods

There were two categories of fieldworkers: interviewers
who administered the questionnaire, and counsellors who
conducted the biological testing. They were proficient

in English and one language spoken in the district in

which they worked. Although already experienced in data
collection, all fieldworkers were trained for four days.
Training covered the study tool, protocol for data collection,
ethical considerations, fieldwork management, and
logistical arrangements. All interviewers were assessed for
competency; only those who met minimum requirements
were used in the field.

Counsellors were trained to conduct biological testing and
specimen collection over two days. The NHLS provided the
training for DBS sample and sputum collection. Training
included quality control guidance to ensure that the tests
were conducted correctly and that the blood spots were
dried and transported appropriately.



Figure 5illustrates the data flow process at both the service delivery sites and outreach locations.

1
Participant Greeted at Venue or
Programme Site

5
Pre-Test Counseling for HIV, (&
Hepatitis B&C if PWID)

9
Return to counselor for test
results and post-testing
counseling and offer to enroll in
programme

13

Interviewer returns to tester who

enters test results in tablet

2
Meets Eligibility Requirements

6
If HIV+ status disclosed, option
offered to immediately provide
specimens for viral load test
and rapid test

10
If HIV+ test, provides 5 dried
blood spots for viral load (if
person has not already in 6)

Figure 5: Participant Flow Chart upon arrival at a data collection site

3

Provides Informed Consent for Survey and
Tests (If not, survey concluded)

7
Tester Initiates Test with
Appropriate Biological Sample

11
If any infection indicated
including TB, appropriate
referral and obtain TB sputum
sample if indicated

Methods

4
Interviewer Introduces to
Counselor

8

Interviewer returns. Conducts
survey as test is “cooking”

12
Tester and Counselor captures
test results into survey testing

log



Methods

A systematic quality assurance procedure was followed to
ensure high-quality outputs. Quality assurance checks were
applied throughout the design and implementation stages,
as listed below.

Data quality checks before data collection

- Interviewers possessed at least a matric qualification,
and most possessed tertiary qualifications and data
collection experience.

- Aconsiderable fraction of fieldworkers were members
of the four KP groups.

- Fieldwork supervisors had tertiary qualifications and
relevant experience

- Research managers and data analysts had master's
degrees in research-related fields.

- Fieldworkers were sufficiently trained for the project.

- Testing of the survey tools was carried out before
fieldwork implementation. Feedback from testing
informed changes to the tools, as necessary.

- The database designer incorporated checks into the
electronic form on ONA for efficiency and accuracy.

Data quality checks during data collection

- Research managers and supervisors closely supervised
the survey daily.

- Research managers and supervisors kept a daily record
of the number of participants interviewed and other
relevant data.

- The principal investigator and co-investigators paid
unannounced spot visits to the data collection sites.

- The project technical lead and data analyst assessed

selected interviews uploaded daily for data quality.

- The project product manager received periodic
feedback from the NHLS on the quality of samples
received.

- Fieldworkers were retrained at intervals based on
feedback from the field.

Phase 4: Data management
and analysis

Data collection was conducted as computer-assisted
personal interviews (CAPI). The survey questionnaires

were programmed into ONA (an ODK-based platform).

The survey programmer incorporated restrictions and
logical skip patterns into the tool to enhance efficiency

and accuracy. After each interview, the captured data were
submitted and uploaded in real time. Questions were read
and participant responses were recorded by the interviewer.

The HIV rapid test result for each participant and hepatitis
test results for PWID were entered into the electronic form
with a unique identification number barcode. All specimens
sent to the laboratory were labelled with the same study
participant identification number and other relevant
laboratory and transport labels. Survey results, test results,
and laboratory results were linked using each participant's
identification number.

Built-in checks reduced the amount of data cleaning
required. Data cleaning mainly involved confirming

participant unique identifier numbers and checking for
inconsistent data across variables. All data management
and analyses were conducted in Stata version 17
(StataCorp, College Station, TX). Uploaded survey data
were downloaded from ONA to MS Excel format and
imported into Stata and SAS for data management and
analysis.

In addition to variables directed measured by the
questionnaire, some study outcomes were constructed
from the data.

Multiple sexual partnerships

Multiple sexual partnerships was defined as having two or
more sexual partners in the last four weeks.

Alcohol dependence

Alcohol abuse was assessed using the CAGE questionnaire,
a validated screening tool that identifies potential alcohol
abuse and dependence.” The CAGE questionnaire consists
of four questions that relate to alcohol use.

- Have you ever felt you needed to Cut down on your
drinking?

- Have people Annoyed you by criticising your drinking”?

- Do you ever feel Guilty about your drinking”?

- Have you ever felt you needed a drink first thing in the
morning (Eye-opener) to steady your nerves or to get
rid of a hangover?

A score of 2 or more on the CAGE questionnaire is a positive
screening result for alcohol abuse and dependence.



Treatment cascade

The UNAIDS 95-95-95 aims to achieve epidemic control of
HIV infection by achieving the following:

- First 95%: 95% of people living with HIV are diagnosed,
i.e. they know they have the virus.

> Second 95%: 95% of people diagnosed with HIV are
receiving antiretroviral therapy (ART).

= Third 95%: 95% of PLHIV on ART have achieved viral
suppression, meaning the virus is at undetectable
levels in their blood.

The first 95% (awareness of status) was defined as people
living with HIV who disclosed a prior HIV diagnosis based

on any of the three relevant questions, reported they were
on treatment and/or had a suppressed viral load result. The
second 95% was assessed through a question that asked if
they were on ART. The third 95% was measured using a viral
load test.

Descriptive analyses were central to meeting the study
objectives. The goal of the descriptive analyses were to
provide the profiles of the different KPs in terms of their
characteristics and to describe bio-behavioural outcomes.
Categorical variables were described using frequencies and
percentages. Numerical data were described using medians
and interquartile ranges.

All results were stratified by district and type of data
collection site (programme versus outreach). Furthermore,

First 95%: 95% of
people living with HIV are
diagnosed, i.e. they know

they have the virus.

A

95% confidence intervals were calculated for key outcomes,

O
b =]

including HIV prevalence. The estimation of confidence
intervals adjusted for intraclass correlation using the Taylor-
linearised method, with the site of data collection as the
cluster variable.

One objective of the BBS-Lite was to estimate the
population size of the four KPs in the seven districts that
participated in the BBS-Lite. Multiple methods were
explored for the estimation based on the following: the
number of venues identified by community informants;
the number of KPs reported by the venue informants

Second 95%: 95% of
people diagnosed with HIV
are receiving antiretroviral

therapy (ART).

..

Methods

Third 95%: 95% of PLHIV
on ART have achieved viral
suppression, meaning the
virus is at undetectable
levels in their blood.

; /.\

during venue mapping; the number of KPs reported by
the programs; the estimates from the interviewers in the
district; and data from the BBS of KPs.

We compared the calculated estimates to estimates
prepared by Johns Hopkins University and provincial
estimates from the Thembisa Model Version 4.8 A
consensus was reached by the study team on a “best”
estimate. The "best” estimate was based on data from the
probability sample of KPs interviewed at venues. Survey
data from KPs, collected at service delivery sites, were
excluded because they were only available in four of the
seven districts and because the sample from the service
delivery site was not a probability sample with a known
sampling fraction.



Methods

The method used for the direct estimates was a multi-step
calculation that took into account the fact that the sampling
frame of venues used to select the KPs for the survey was
itself a random sample of the venues identified by the
community informants.

Population size estimates in each district were based on
extrapolation from the number of KP interviewed and the
sampling fractions used at each sampling stage. First, a
sample of venues identified by community informants
was selected for mapping, and on-site venue informant
interviews were conducted at these venues. Next, a sub-
sample of these venues was selected for the recruitment
of KP to interview and test. The steps to calculate PSE are
described below:

1. Afterall interviews were completed, we counted
the number of KP interviewed in each district. The
interviews were conducted in a two-stage probability
sample of venues identified by community informants,
visited, and mapped. The target number of interviews
at a particular venue was based on the mapping report.

For example, assume 600 venues were identified by
community informants.

-> Of these 600, assume 60 were randomly sampled for
venue mapping.

-> Of these 60, assume 30 were sampled (using PPS
sampling) as locations to interview and biological
testing of FSW.

- Atthese 30 venues, assume 300 FSW were interviewed
and tested.

2. Next, we estimated the number of FSW that would have
been expected had all the venues been visited where
the venue informant reported KP. This estimate is

based on the proportion of KP at the selected venues in
the PPS sampling documentation.

Continuing the above example:

- Based on the PPS sampling documentation, the 30
selected venues were expected to include 60% of the
FSW reported at the 60 venues.

- Estimate the number expected at 60 venues if 300
FSW were interviewed at 30 venues representing 60%
of the FSW. Estimate: 500 (300/60% = 500).

3. Finally, we increased the estimate to reflect all the
venues identified by community informants and
not just the random sample of the venues that were
mapped. (In some cases, the number of venues
was further increased based on information about
additional venues).

Continuing the above example:

- Thetotal number of venues identified by community
informants was 600.

2> 60 (10%) were randomly sampled for venue mapping.

- Ifthe estimated number at 60 venues was 500, then
the total PSE at 600 venues is 5000 (500 / 10% =
5000).

4. Confidence intervals around the estimate were
estimated taking into account venue strata, clustering
by venue and sample size.

Ideally, data used for the calculations would meet the
following assumptions:

- Thevenue listis complete

- The definition of venue is sufficiently broad to cover all
locations where KPs congregate in the district

- People self-identify correctly as KPs to the interviewers
so that eligibility is known and correct

- The probability of a venue being selected for the survey
is known and non-zero

- AllKPs have an equal chance of being interviewed.

Itis unlikely that these assumptions were fully met.
Strategies to address likely bias included:

- Toaddress the issue that the lists of FSWs and MSM
venues were incomplete, we used a crudely adjusted
higher estimate of the number of venues for FSWs and
MSM that were more reasonable based on the size of
the general population. (see venue mapping methods
and results).

- Toaddress the issue that MSM and FSWs do not
necessarily only visit known hotspots, a broader
definition of venues was used. Venues included homes,
parties, events, streets, open areas in addition to more
typical hotspots such as bars and clubs. Consequently,
MSM and FSWs who did not go to traditional venues
were at least partially included.

- Toaddress issues of eligibility, the study team included
KP members who were trained to exclude people
who were not eligible and to provide the privacy
and assurance of confidentiality necessary to elicit
informed consent from those eligible.

- Toaddress the issue of representativeness, the samples

selected were intended to be self-weighted samples
based on sampling with probability proportional to size.



Additional Considerations Regarding Bias

Venue-based estimates do not capture individuals who

do not attend venues. Efforts were made in this study to
include non-traditional venues, but some people would
have undoubtedly been missed. Further analyses of the
data could be done to determine what proportion of each
population that used social networking apps or sought sex
partners online. These findings could be used to increase
the estimates.

While mobility among KPs is recognised, the estimates

are cross-sectional. The survey collected some data on
mobility, but this analysis did not account for mobility. A
mobile population can affect size estimates in several ways.
Even if the number of sex workers or MSM does not change
from week to week, the number of unique people may be
significantly higher. Also, we know that the number of KPs
has a seasonal component.

- These estimates do not take into account the
number of people who visit venues irregularly. Some
sex workers may visit a venue only on paydays or
weekends. If the survey was conducted at a time when
the venue was not busy, the indicators may not give a
complete picture of the population. Other events, such
as police crackdowns or adverse weather conditions,
can affect the number of people who receive services
or attend a venue.

> When these factors, as well as insights from
stakeholders, are taken into account, the estimates
could increase or decrease.

A secondary analysis used these PSEs from the seven
districts to estimate population size in other districts. For
this analysis, we excluded the five largest metropolitan
municipalities with a population of more than two million
men and women aged 18-49 because they differ from the
more rural districts included in the study and because
they have been surveyed more frequently. The five
excluded metros were: City of Johannesburg Metropolitan
Municipality, City of Cape Town Metropolitan Municipality,
Ekurhuleni Metropolitan Municipality, City of Tshwane
Metropolitan Municipality, eThekwini Metropolitan
Municipality.

We used multiple imputation methods to extrapolate

from the seven districts to the remaining 40 districts. The
multiple imputation approach involved fitting a model of
the relationship between KP size and contextual variables,
then applying multiple drawn regression coefficients and
locality-specific values for the contextual variables to
produce size estimates for localities outside the study area.
Multiple imputation has been used to extrapolate direct
size estimates in Uganda, the Dominican Republic, and
Malawi.®? For each district, we first modelled the number of
KP members as a function of district characteristics.

The FSWs PSE extrapolation model included:

- Population density

- Sexratio in the general population

- Number of national roads in the district
9

Whether there was a border crossing in the district

Methods

The PWID PSE extrapolation model included:

- Population density

- Sexratio in the general population
> Number of national roads
9

Whether the district shared a border with Durban, Cape
Town, Johannesburg or Port Elizabeth

The MSM PSE extrapolation model included:

- Population density
- Sexratioin the general population

- Whether the district shared a border with Durban, Cape
Town, Johannesburg or Port Elizabeth

The TGW PSE extrapolation model included:

- Population density
2> Areaof thedistrict in square km

-  Number of National roads

For each KP after fitting the district size estimates model,
we drew 100 sets of regression coefficients based on the
observed relationships between area characteristics and
available size estimates. For each of the 100 imputations,
the drawn set of regression coefficients and known
characteristics of the district were used to produce a
predicted count of KP members for every district without
a direct size estimate. Results were summarised across
imputations to produce rounded estimates of the number
of KPs and associated confidence intervals. Analyses were
performed in SAS 9.4 (Cary, North Carolina, US).



Study Results

The study results of the BBS-Lite are presented in six parts.

1. Mapping surveys and population size estimates

2. BBS Results: Overall number of KP participants

3. BBS results: Female sex workers

4. BBS results: People who inject drugs

5. BBS results: Men who have sex with men

6. BBS results: Transgender women



Mapping Surveys and Population Size Estimates

Service delivery mapping

Implementing partners in the four Global Fund-supported districts provided a list
of 543 service delivery sites (Table 6). Teams from the implementing partners
visited the sites on a rotating basis to provide services to clients.

Table 6: Number of service delivery sites provided by IPs in the four districts with

programmes

District and KP Number of sites

Bojanala Platinum 187
MSM 113
FSWs 71
TGW 3

Capricorn 150
NIV 34
FSWs 89
TGW 27

Sedibeng 128
PWUD 33
FSWs 95

Westrand 78
PWUD 9
FSWs 69

Grand Total 543




Study Results

Key population venue mapping

Between 15 and 23 priority areas were identified in each
district (Figure 6). These included areas where sex workers
solicit clients, with a higher male-to-female ratio, urban hot-
spots, along truck routes and where one or more of the key
populations congregate.
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Figure 6: Number of priority areas reported and Community

Informants Interviewed

The target number of community informant interviews to identify KP venues was 120 per district. It was initially higher than
120 but was subsequently reduced due to cost considerations. Approximately 115 community informants were interviewed
per district (in the priority areas), translating to a response rate of 96% (Figure 6). Community informants were people
likely to be knowledgeable about the typology and locations of KPs, given their familiarity with the community. They included
members of the KP community, taxi drivers, bar and guesthouse workers, security guards, students, unemployed men,
traders, and other adults.

Atotal of 1,855 venues were identified by community informants in the seven districts. Table 7 below shows the initial number
of venues in each district identified by community informants for each key population and the adjusted number of venues
estimated after KP mapping. The adjusted number accounts for the percentage of venues sampled for a mapping visit, the
percentage that were closed or duplicate venues, and information from the venue informant about which key populations
visit the venue. During the analysis phase, the estimated numbers were reviewed to determine if they were reasonable based
on experience and other available information. It became clear that in the largest districts, the number of venues was too

low. Either 120 community informants were insufficient for identifying all MSM and FSWs venues or some priority areas were
missed. See the PSE Section for more details.

Table 7: Number of key population venues identified in each district by community informants

Number of Venues Initially Identified by Community Informants

FSWs Venues 54 121 153 112 100 102 74
PWID Venues 65 73 44 109 84 73 47
MSM Venues 18 43 72 89 58 73 31
TGW Venues 5 24 50 51 38 85 7

Number of Venues After KP Mapping

FSWs Venues 69 142 143 161 128 140 92
PWID Venues 101 129 121 174 144 132 82
MSM Venues 70 114 124 147 123 133 76
TGW Venues 60 110 119 142 114 135 60

Adjusted Number of FSWs & MSM Venues After Adjusting for District Size
FSWs Venues 319 366 147 301 278 140 137
MSM Venues 418 280 138 330 285 133 106



Profiles of venues

HIV prevention services at venues

Figure 7 shows the percentage of venue informants reporting the availability of HIV prevention services onsite.

How often have condoms been available here in the past

How often have lubricants been available here in the past When was anyone tested here for HIV?
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Figure 7: HIV prevention services reported onsite at outreach venues, BBS-Lite 2025
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Study Results

Support for onsite HIV prevention services
Figure 8 describes the support for HIV prevention efforts at these venues. The figure below combines all KP sites identified in the district. The data shows that the majority of venues across
all districts were supportive of having condoms on-site, with fewer venues showing support for HIV testing and education.

Bojanala Capricorn Sedibeng West Rand Chris Hani Xhariep iLembe
Platinum

‘ Supportive of condoms on-site ‘ Supportive of HIV testing . Supportive of HIV education onsite

Figure 8: Support for onsite HIV prevention services in identified venues



Population size estimates

The PSEs for all KPs in the seven districts are summarised in Figures 9 and 10. They are detailed in the sections that follow by KP.
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Figure 9: The recommended population size estimates (to the nearest 100) for all four KPs in all seven districts
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Study Results
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Figure 10: The recommended population size estimates for all four KPs as percentages of the population in the seven districts

0.1%

Cap

TGW

0.3%
0.2%

Sed WR

0.3%

CH

0.1%

11%

XH



Study Results

Female sex workers

The recommended PSEs for FSWs in the seven districts, along with the respective proportion of the female population, are shown in Table 8, ranging from 615 in Xhariep to 4,357 in Bojanala.
The percentage of FSWs in the adult population aged 18 to 49 years ranged from 0.8% to 2.2%.

Table 8: Population size estimate and confidence intervals of female sex workers in the seven districts, BBS-Lite, 2025

95% 95% Female pop
District PSE % of population
Lower CL Upper CL 18-49

Bojanala 4,357 1435 7,290 462,549 0.90%
Capricorn 2,517 696 4,338 298,632 0.80%
Sedibeng 3,630 1,523 5736 220488 1.60%
West Rand 4,827 1,607 8,047 251,993 1.90%
Chris Hani 1,508 901 2,115 123,609 1.20%
iLembe 1,511 782 2,241 164,737 0.90%
Xhariep 615 338 891 27,696 2.20%

CL: Confidence limit

People who inject drugs

The recommended PSE for PWID ranged from O in Xhariep to 1,943 in the West Rand (Table 9). The respective percentages of PWID ranged from 0% to 0.4% of the male and female
population aged 18-49. The survey team devoted additional time and effort to finding PWID in Xhariep, but was unable to find any to interview.

Table 9: Population size estimate and confidence intervals of people who inject drugs in the seven districts, BBS-Lite, 2025

95% 95% Female pop
District % of population
Lower CL Upper CL 18-49

Bojanala 1,710 2,918 1,056,691 0.20%
Capricorn 742 384 1,100 584,713 0.10%
Sedibeng 1,017 138 1,896 485,126 0.20%
West Rand 1,943 752 3134 521,822 040%
Chris Hani 107 9 205 258,395 0.04%
iLembe 796 290 1,302 320,072 0.20%

Xhariep 0 Not available Not available 56,915 0




Study Results

Men who have sex with men

The recommended estimate for MSM ranged from 781 in Xhariep to 6,229 in Sedibeng (Table 10). The percentage of MSM in the adult male population aged 18 to 49 years ranged from 0.4 to
2.9%.

Table 10: Population size estimate and confidence intervals of men who have sex with men in the seven districts, BBS-Lite, 2025

. 95% 95% Male pop o .
Upper CL 18-49 /0 Of popUIatlon

Bojanala 4,439 1,581 7,297 594,142 1.20%
Capricorn 950 260 1,639 286,081 0.37%
Sedibeng 6,229 2,385 10,073 264,638 2.87%
West Rand 3,695 1,613 5,776 269,829 1.49%
Chris Hani 1,061 561 1,562 134,786 0.94%
iLembe 1,359 738 1,979 155,335 0.99%
Xhariep 781 402 1,160 29,219 2.70%

Transgender women
The recommended estimate for TGW ranges from 120 in iLembe to 725 in Sedibeng and ranged from 0.1 to 1.1% of the male population aged 18-49 (Table 11).

Table 11: Population size estimate and confidence intervals of transgender women in the seven districts, BBS-Lite, 2025

95% 95% Male pop o

Bojanala b94142 0.08%
Capricorn 331 0 720 286,081 0.12%
Sedibeng 725 268 1182 264,638 0.27%
West Rand 576 108 1044 269,829 0.21%
Chris Hani 363 160 566 134,786 0.27%
iLembe 120 21 219 155,335 0.08%

Xhariep 331 183 479 29,219 113%



Study Results

Extrapolation of PSEs

Table 12 shows the sum of the estimates for each KP for the 47 districts. As previously stated, the five largest metro areas were excluded from the extrapolation. The PSEs of 40 other South

African districts, as developed through extrapolation, are presented in Appendix 1.

Table 12: Estimates for 47 Districts from Extrapolation

128,100 124,200 132,800 14% of F18-49 14 1.5
PWID 27600 26,600 28,700 0.2% of M&F 18-49 01 0.2
MSM 66,900 65,500 68300 0.7% of M 18-49 0.7 0.8
TGW 14,000 13,500 14,500 0.2% of M 18-49 0.2 0.2




Number of Participants in the Biobehavioural Survey

Atotal of 6,182 KPs participated in the survey. There was some intersectionality (2%), resulting in 6,288 KPs when summing up the numbers for each KP (Table 13). There
were 2,473 FSWs, 1,667 PWID, 1,651 MSM and 491 TGW participants. It is noteworthy that the HIV prevalence and other outcomes in this report are presented separately
for participants recruited at programme sites and at outreach locations. We combined both groups for an overall district estimate. Nevertheless, the district estimates are
unweighted and may be biased, depending on the extent to which the number of KPs recruited at each site represents the actual population split.

Table 13: Number of study participants by district and key population group, BBS-Lite 2025

PGR 97 247 160 122 0 0 0 626

25%

FSWs ouTt 329 133 225 258 354 362 186 1,847 75%
TOTAL 426 380 385 380 354 362 186 2473 100%

PGR 0 78 303 140 0 0 0 521 31%

PWID ouT 392 179 105 251 6 213 0 1,146 69%
TOTAL 392 257 408 391 6 213 1,667 100%

PGR 3 116 13 8 0 0 0 176 11%

MSM ouT 170 70 358 324 254 141 158 1475 89%
TOTAL 209 186 371 332 254 141 158 1651 100%

PGR 40 34 5 5 0 0 0 84 17%

TGW ouT 114 9 79 81 61 20 49 413 83%
TOTAL 154 43 84 86 6l 20 49 497 100%

PGR 176 475 481 275 0 0 0 1407 22%

Overall ouT 1005 391 767 914 675 736 393 4881 78%
TOTAL 1181 866 1248 1189 675 736 393 6288 100%

KP: Key population, PGR: programme sites, OUT: outreach locations



BBS Results: Female Sex Workers

This section presents the BBS-Lite results among FSWs. Specifically, data are presented on
sociodemographic characteristics, risk behaviours and social and structural vulnerabilities,
including condom use, multiple sexual partners, practice of anal sex, alcohol abuse, injecting
practices, and experience of violence and stigma among FSWs.

Sociodemographic characteristics

Table 14 describes the sociodemographic characteristics of the 2,474 FSWs participants. Those
aged 25 to 34 comprised the majority of participants. Xhariep and iLembe had the highest
proportion of participants younger than 25 years, viz. 25.3% and 24.9% respectively. Female
sex workers recruited from programme sites were generally younger than those recruited from
outreach locations.

The majority of the FSWs were never married, ranging from 77.4% in the West Rand to 94% in
iLembe and Xhariep. About half (46.3%) of FSWs had secondary educations, ranging from 35.8%
in the West Rand to 54.7% in iLembe. The proportion of participants who completed secondary
education was higher among FSWs recruited at programme sites than at outreach locations in
Bojanala and Capricorn. However, the converse was true in Sedibeng and the West Rand. The
data showed that there was considerable mobility among FSWs, with 50.8% having spent a night
outside their districts in the past month, ranging from 30.1% in Capricorn to 66.3% in iLembe.

Understanding the characteristics of FSWs is crucial for designing effective interventions. For
example, the high mobility observed among FSWs highlights the need for an individual tracking
system (through a national unique identifier code) among KPs.




BBS Results: Female Sex Workers

Table 14: Sociodemographic characteristics of female sex workers in seven districts, BBS-Lite 2025

S vera

CHATECIERSHE PGR ouT COMB PGR ouT COMB PGR ouT COMB PGR ouTt COMB ouT ouT ouT (%)
(%) (%) (%) (%) (%) (C)) (%) (%) (C) (%) (%) (%) (%) (%) (%)

n (number of KPs) 97 329 426 247 133 380 161 225 386 127 253 380 354 362 186 2474

Site of interview

Service delivery site 22.8 65.0 416 321 0.0 0.0 0.0 25.3
Outreach venues 77.2 350 584 679 100.0 100.0 100.0 74.7
Age group (years)

16-24 278 158 185 21.9 15.0 195 25.0 156 195 12.3 4.7 71 24.9 14.9 25.3 18.0
25-34 48.5 48.9 48.8 425 338 395 388 44.9 423 45.9 574 53.7 477 59.1 419 48.0
35 and above 237 353 326 356 51.1 411 36.2 396 38.2 41.8 38.0 39.2 274 26.0 32.8 34.1

Marital Status

Never married 9%9 881 901 9Ll 857 892 888 849 865 795 763 774 924 942 941 887
YT R—
p;ri:i(: vingwitha ) 76 66 20 23 21 50 89 73 126 91 103 48 28 32 55

Divorced/separated

) 0.0 43 3.3 6.9 12.0 87 6.2 6.2 6.2 79 146 124 2.8 3.0 2.7 58
or widowed

Highest educational qualification

Primary or less 1.0 1.2 89 4.0 9.0 5.8 37 49 44 20.5 174 184 11.0 6.9 10.2 9.3
Some secondary 464 471 46.9 48.6 51.9 497 52.8 36.0 43.0 54.3 415 458 415 384 452 444
Completed

526 416 441 474 391 445 435 59.1 526 25.2 41.1 358 475 54.7 446 46.3
secondary

Mobility (spent a night outside district of residence in the past month)
Yes 474 61.5 58.0 315 274 301 441 61.8 b4.4 425 b3.8 50.0 39.0 66.3 61.3 50.8
Frequency of social media use

Daily 804 729 74.60 773 63.2 72.40 69.4 84.9 7840 67.2 84.9 79.20 65.0 67.1 58.1 719

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts combined
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HIV Prevalence, HIV treatment cascade and TB

HIV prevalence among female sex workers

HIV prevalence in each district

The average prevalence of HIV among FSWs across all seven districts was 38.5%, with considerable variation across districts, ranging from 31.4% (95% Cl: 26.2-37.1%) in Sedibeng to 49.7%
(95% Cl: 38.6-60.9%) in iLembe (Figure 11). HIV prevalence was significantly higher in outreach locations than in programme sites in Bojanala and Capricorn districts. In Sedibeng and

the West Rand, HIV prevalence was higher in programme sites than in outreach locations, although confidence intervals overlapped. This variation in HIV prevalence may be due, in part, to
hotspot mapping and the selection of the sites for Global Fund programming, which may have been based on HIV prevalence.

The average HIV prevalence among FSWs reported in the seven districts (38.2%) was lower than the 57.8% reported among FSWs by the Thembisa Model Version 4.8. However, the
Thembisa Model utilised prevalence data from previous BBS, which focused on FSWs in the key metros, Johannesburg, Cape Town and Durban. The Themisa Model also acknowledges
that its fitted HIV prevalence is high when compared to the available BBS data. The 2018 South African Health Monitoring Survey (SAHMS) reported the HIV prevalence among FSWs
in Johannesburg, Cape Town and eThekwini as 58.3%, 42.5%, and 77.7%, respectively.’® The HIV prevalence in this BBS-Lite, which ranged from 31.2% in Sedibeng to 49.7% in iLembe,
captures the current status of the HIV burden among FSWs in seven previously unstudied non-metro districts.

41.6% % 38.2% ' 31.4% ) 33.3% b 32.9% 49.7% 42.5% 38.5%
30% i
41%

36%

Bojanala

Platinum Capricorn Sedibeng Westrand Chris Hani iLembe Xhariep Average

B Programme Outreach [ Combined

Figure 11: HIV prevalence among female sex workers in seven districts, BBS-Lite 2025
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Figure 12: HIV prevalence by age among female sex workers in seven districts, BBS-Lite 2025
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Figure 13: HIV prevalence among females 15-49 in each district and female sex workers 16-49 in the study, BBS-Lite 2025
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Xhariep
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HIV prevalence among female sex workers by age

There was an expected dose-response relationship between
overall HIV prevalence and age, among FSWs (Figure 12). The
HIV prevalence in FSWs aged 16-19 years (13.6%) and 20-24
years (20.9%) is too high, especially when considering the
country's goal of an HIV-free generation. The dose-response
relationship between HIV prevalence and age can be
explained by the accumulated risk of infection as people grow
older, and PLHIV living longer due to improving access to ART.
Additionally, recent data have shown high HIV incidence in
older adults, contributing to high prevalence.? These BBS-
Lite data showed that programme participation decreased
with age, highlighting the need to continue to target older
FSWs in HIV prevention programming.

7.2.1.3 HIV prevalence among female sex workers
compared to the general population

The 38.2% HIV prevalence among FSWs is three times higher
than the national prevalence of 11.5% among males aged 15—
49 years and almost twice as high as the national prevalence
of 23.5% among females aged 15-49 years.! In a further
analysis (Figure 13), we compared the HIV prevalence among
females aged 16 to 49 years in our sample to females aged

15 to 49 years in the respective districts, using the general
population data from the Naomi Model. In all districts, HIV
prevalence was about twice as high among FSWs as among
females of the same age (more than three times higher than
that for men of the same age group). This confirms the role of
FSWs as a KP in these districts and the need for heightened
interventions to prevent HIV in FSWs. A recent study on HIV
transmission showed that, from 2010 and 2019, sex between
FSWs and their paying clients, and between the clients and
their non-paying partners, contributed 6.9% and 41.9%,
respectively, of new HIV infections in South Africa.
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HIV treatment cascade (95-95-95 targets)

The levels of the HIV treatment cascade outcomes among FSWs were generally high (Figure 14). The percentage of HIV-

positive FSWs who knew their HIV status was 90.4% across all districts, ranging from 74.1% in Chris Hani to 98.7% in 9 O o
Xhariep. Among FSWs living with HIV who knew their status, 93.8% were on treatment across all districts, ranging from /o
86.8% in Bojanala to 98.7% in Xhariep. Viral load suppression (VLS) was 74.8% among FSWs on treatment in all seven

f HIV-positive FSW
districts: lowest in iLembe (62.9%) and highest in Xhariep (88.3%). There were minor differences between programme sites ° posttive S

knew their status
and outreach locations for this outcome, but they were not consistent.

The percentage of FSWs across all districts who knew their HIV status (89%) was higher than the percentages (73.4 to
87.8%) reported in the three metros in the 2018 SAHMS, but lower than the 2025 95% country target.’® Overall, Chris Hani
and Bojanala districts performed the worst in terms of the three indicators. Although three districts (Capricorn, Sedibeng
and Xhariep) achieved the first and second 95% target, none of the seven districts had achieved the UNAIDS 95-95-95
targets.

94%

ARV of those who knew their

“ status were on treatment

86 59

- 9
- Q
63
Bojanala Capricorn Sedibeng West Rand Chris Hani iLembe Xhariep Overall
Platinumm

75%

of those on treatment
were virally suppressed

W Aware (1st 95) Hl OnART (2nd 95) M Virally suppressed (3rd 95)

Figure 14: HIV treatment cascade (95-95-95) among female sex workers in seven districts, BBS-Lite 2025
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Symptomatic TB

Night sweats was the most common TB symptom among FSWs (4.7%), followed by weight loss (4.2%), while coughing was the least common (3%). Approximately 8% (196) of FSWs were
presumptive for TB, i.e. they exhibited at least one of the four assessed TB symptoms. Of the symptomatic cases, 50.5% were positive for HIV, which is considerably higher than the 38.5%
overall prevalence.

Table 15: Symptomatic TB among female sex workers in seven districts, BBS-Lite 2025

N (number of KPs) 2473
TB symptoms
Coughing 2.3% 2.9% 1.0% 3.4% 1.7% 5.5% 5.9% 3.0%
Fi inth Tt
WeeV:L:;n € pasttwo 2.8% 3.2% 2.3% 37% 11%  50%  65% 3.3%
Weight loss in th t
mi'fth oss e pas 5.2% 2.6% 34% 45%  23%  41%  108%  42%
Night sweats 7.5% 34% 1.8% 5.0% 2.0% 6.4% 81% 4.7%
Presumptive TB (any TB 45 32 27 196
29 (7.6% 19 (49%) 35(9.2%) 9 (2.5%
symptom) (10.6%) (76%) 19(4.9%) 350O2%) 9(@5%) ooy (145%)  (79%)
HIV pre\_/alence amor_1g 1 1 4 2 3 18 16 99 o
those with presumptive o
(46.7%) (37.9%) (44.4%) (65.6%) (42.1%) (514%) (59.3%) (50.5%)
e of FSWs were

presumptive for TB




Risk behaviours &
vulnerabilities

In this section, data are presented on risk behaviours and
social and structural vulnerabilities of FSWs, including
condom use, alcohol abuse, injecting practices, and
experience of violence and stigma. The survey documented
other vulnerabilities among FSWs that increase the risk of
HIV infection and other negative health outcomes.

The median number of sexual partners in the four weeks
preceding the survey among all FSWs was 12 (IQR: 6-22).
During this period, 54.5% reported having more than 10
sexual partners. This proportion was highest in the West
Rand (76.8%) and Sedibeng (70.4%) and lowest in Xhariep
(3.8%). In Bojanala and Capricorn, the percentage of FSWs
who had more than 10 sexual partners was slightly higher
among those recruited at programme sites than at outreach
venues. In contrast, the percentage was considerably
higher among those recruited at outreach venues than at
programme sites in Sedibeng (82.7% vs. 53.1%) and the
West Rand (89.2% vs. 50.4%).

of FSWs reported having
540/0 more than 10 sexual partners
in the past month

Across all districts, 4.8% of FSWs reported having anal sex
six months before the survey. The proportion varied by
district, from 1.3% in Capricorn to 8.4% in Xhariep.

Overall, 64.9% of FSWs across all districts reported using

a condom at last sexual intercourse, with considerable
variations across districts, ranging from 31.6% in Chris Hani
to 78.9% in the West Rand (Table 16). In all four districts
with programmes, condom use was higher in outreach
venues than in programme sites.

of FSWs used condom at last
sexual intercourse

The frequency of condom use in the six months preceding
the survey was also variable across districts. Overall, slightly
over a third (37.4%) of participants reported using condoms
every time they had sexual encounters, ranging from 9.5%
iniLembe to 50.4% in Bojanala. A comparison between data
collection sites showed higher rates of consistent condom
use in outreach locations, except in Sedibeng, where it

was higher in programme sites (59.5%) than in outreach
venues (44.1%). Overall, 70.2% of FSWs in all seven districts
reported using a condom the last time they had sex with a
paying client, ranging from 28.2% in Chris Hani to 89.2% in
the West Rand. Outreach venues generally reported higher
rates of condom use with paying clients than programme
sites, except in Sedibeng.

BBS Results: Female Sex Workers

This BBS-Lite showed that condom use among FSWs
remains suboptimal and warrants attention from FSWs
programmes, including the NDoH high transmission area
(HTA) programme. The data showed only 65% condom use
at last sex among FSWs, which, although higher than the
general population, is much lower than the 90% target set
for the financial year 2024/25 in the current NSP3 Seven
out of 10 FSWs reported condom use at last sex with a
paying client, which is below the eight out of 10 reportedin
the 2018 SAHMS.*° This low rate of condom use by FSWs
is within the broader context of low and declining condom
use in the general population. According to the SABSSM VI
of 2022, only 29.9% of female respondents aged 15 years
and older used a condom during their most recent sexual
encounter, a decline from 35.7% in 2017.2

About 2% of the FSWs surveyed reported injecting drug use
in the previous six months, lowest in Xhariep (0.0%) and
highest in iLembe (3.6%).

Close to half (49.2%) of FSWs across all districts were
alcohol dependent, ranging from 13.6% in Bojanala to

as high as 87.0% in Chris Hani (Table 16). Bojanala and
Capricorn were the only districts where the prevalence of
alcohol abuse was below 50%. There was no consistent
pattern in alcohol dependence when comparing programme
sites and outreach locations.

The high levels of alcohol dependence observed among
FSWs in the various districts is worrying for several reasons.
First, alcohol abuse is a risk factor for sexual risk behaviours
like low condom use.* Second, alcohol abuse affects other
outcomes like retention on ART and viral load suppression.’
Therefore, prevention programmes targeting FSWs should
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49%

of sex workers were
alcohol dependent

consider bolting on alcohol intervention programmes to
their existing services.

Experience of violence
More than a third of FSWs (37.6%) reported having

experienced violence in the 12 months preceding the survey,

with notable differences between districts. iLembe had
the highest incidence of FSWs who experienced violence
(58.3%), while Bojanala had the lowest incidence (21.6%).
In all four districts with IPs, the experience of violence was
more common among FSWs at outreach venues than at
programme sites.

The prevalence of IPV among FWs in the survey was only
slightly lower than that of general violence. Overall, 33.7% of
FSWs reported experiencing IPV in the 12 months preceding

@
>

38%

FSWs experienced
violence in the last
year

P
N

the survey. Similar to general violence, Bojanala district
had the lowest incidence of IPV, at 17.1%, while iLembe had
the highest, at 63.3%. The incidence of IPV was generally
higher among FSWs surveyed at outreach venues than at
programme sites.

Experience of general violence and IPV were rife, with
worrying levels in some districts like iLembe, Sedibeng and
Chris Hani districts. It is noteworthy that most experiences
of violence by FSWs were perpetrated by their intimate
partners. This finding is crucial for human rights advocacy
on behalf of FSWs. The levels of general and intimate partner
violence reported by FSWs in this survey are higher than
those reported in the recently published “First South African
National Gender-based Violence Study"* The relationship
between the experience of violence and HIV acquisition

is well established,”” and is another area that needs
intervention. The data illustrate the need for government,
KP programme implementers and communities to intensify
efforts to reduce GBV and general violence.

Experience of stigma

Overall, 18.2% of FSWs avoided seeking healthcare in the
last six months because of stigma. There were notable
variations between districts: 26.8% in Chris Hani compared
to 11.0% in Bojanala. The avoidance of healthcare due

to stigma was more prevalent among FSWs surveyed

at outreach venues than at programme sites, with the
difference being most pronounced in the Sedibeng district,
where it was 10.6% for programme sites and 17.8% for
outreach venues.

Although the 18% of healthcare avoidance due to stigma
across all districts is higher than the 10% target set for HIV-
related discrimination in healthcare settings in the current
NSP3, some districts have levels that were close to 10%.

Imprisonment

Overall, 7.6% of FSWs had been jailed/imprisoned at least
once in the six months before the survey, ranging from 2.8%
in Chris Hanito 11.6% in iLembe. In the four districts with
IPs, the prevalence was much higher among FSWs surveyed
at outreach venues than at programme sites, except in
Sedibeng. Why the study did not collect data on the reason
they were jailed, previous reports highlight high levels of
police harassment of FSWs.®® More work is needed in police
and law enforcement training in this regard.

Homelessness

Homelessness was 9.6% across all the districts and ranged
from 3.7% in the West Rand to 16.1% in Chris Hani. Although
there were differences between programme sites and
outreach venues, no consistent pattern was observed. In
Bojanala and Sedibeng, homelessness was slightly more
common among FSWs interviewed at outreach venues.
Conversely, in Capricorn and the West Rand, homelessness
was more common among FSWs surveyed at programme
sites than at outreach venues.

Food insecurity

Many FSWs (40.5% across all districts) slept hungry in the
30 days preceding the survey due to lack of food, ranging
from 34.5% in the West Rand to 51.7% in Chris Hani. The
prevalence of food insecurity was higher among FSWs
recruited at programme sites, except in Capricorn. For
example, in the West Rand, 52.0% of FSWs recruited at
programme sites reported sleeping hungry during this
period compared to 25.7% of those recruited at outreach
locations.
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Overall
(%)

Table 16: Risk behaviours and vulnerabilities among female sex workers, BBS-Lite 2025

Sedibeng West Rand

Outcome measure PGR ouT COMB PGR ouT COMB PGR ouT COMB PGR ouT COMB ouT ouT ouT
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)
97 329 426 247 133 380 160 225 385 121 259 380 354 362 186

N (Number of KPs) 2473
Condom use during last sexual intercourse

Yes 59.8 70.8 68.3 75.7 80.5 774 75.0 791 774 65.3 85.3 78.9 316 61.9 46.2 64.9
Frequency of condom use in the past 6 months

Every time 30.2 56.4 504 427 56.7 476 565 44.1 504 21.8 39.1 33.6 23.2 9.5 444 374
Most times 372 254 28.1 231 213 224 22.3 36.5 306 44.5 422 429 354 371 28.7 324
Less frequent 325 18.3 215 337 22.1 29.7 175 194 186 336 184 23.2 374 52.3 25.9 29.5
Condom use with last paying client

Yes 69.9 79.9 777 80.5 871 82.8 84.9 80.1 82.1 86.4 90.5 89.2 28.2 66.5 50.5 70.2
Number of multiple sexual partners (past 4 weeks)

>10 partners 701 67.8 68.3 67.6 63.2 66.1 53.1 827 704 504 89.2 76.8 294 36.5 38 54.5
Had anal sex in the past 6 months

Yes 0.0 9.7 75 1.6 0.8 1.3 4.8 50 4.9 81 75 7.7 2.1 37 84 4.8
Injected drugs in the last six months

Yes 0.0 24 19 04 0.8 0.5 56 0.9 29 33 2.3 26 0.3 36 0.0 1.8
Alcohol dependence (CAGE)

Yes 9.3 14.9 13.6 28.3 271 279 60.6 61.8 61.3 579 49.0 51.8 870 52.5 65.6 49.2
Experienced violence in past 12 months

Yes 144 237 21.6 320 376 33.9 325 564 46.5 39.7 41.3 40.8 311 58.3 285 376
Experienced IPV in past 12 months

Yes 124 18.5 171 17.0 30.1 21.6 35.0 547 46.5 29.8 26.6 276 34.5 63.3 237 337
Avoided seeking healthcare because of stigma

Yes 10.3 1.2 11.0 12.1 15.0 13.2 106 178 14.8 19.8 23.2 22.1 26.8 25.7 129 18.2
Been in jail/prison within past 6 months

Yes 31 10.0 85 6.5 20.3 11.3 6.2 49 5.3 2.5 10.8 82 2.8 11.6 32 76
Currently homeless

Yes 41 43 42 81 6.8 76 94 12.0 10.9 58 27 37 16.1 15.7 10.8 96
Slept hungry because of lack of food in past 30 days

Yes 43.3 36.2 378 36.0 54.1 424 48.8 33.8 40.0 52.1 26.3 34.5 51.7 351 45.7 40.5

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts combined
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Programme coverage

Across all districts, 61% of FSWSs reported having received
any HIV prevention/treatment services in the last 12
months, ranging from 33.1% in Bojanala to 84.9% in
Sedibeng. Expectedly, FSWs recruited from programme
sites reported much higher percentages for this indicator
than those recruited from outreach locations (Table 17).

The fact that only six out of ten FSWs had received HIV
prevention or treatment services from anywhere (public,
private or NGOs) in the past year clearly indicates the need
for broader coverage by these programmes. Overall, access
to intervention services is low since three districts have

no implementing partners. Intervention services coverage
was lowest in Bojana, partly because it had the lowest
programme-outreach recruitment ratio of the four districts

KV) \ “

61°/o

of FSWs reported having received any HIV
prevention/treatment services in the last 12 months

X0

PrEP use

At the time of the survey, 53.2% of all FSWs who reported
being HIV-negative were on PrEP. Notably, PrEP uptake was
lowest in Chris Hani (9.2%) and Xhariep (30.9%), which
are districts without IPs. In all four districts with IPs, PrEP
uptake was considerably higher at programme sites than
at outreach venues. Of the FSWs on PrEP,. 63.3% had been
using it for more than a year, from 30% in Xhariep to 84.9%
in Capricorn.

PrEP use with last paying client mirrored current PrEP

use and showed notable variations across districts and
between programme sites and outreach locations. Overall,
the usage of PrEP with the last paying client across all

seven districts was 52.1%, with the highest use in the West
Rand (78.1%), followed by Capricorn (76.1%). Female sex
workers in Chris Hani (7.5%) and Xhariep (29.9%) had the
lowest levels of PrEP use with the last paying client. The fact
that PrEP usage was lowest in districts with IPs should be
noteworthy to the National Department of Health for its HTA

53%

of HIV-negative FSWs
used PrEP

PrEP disinhibition

We conducted additional analysis to explore patterns
between PrEP use and condom use among FSWs and
explore the occurrence of PrEP disinhibition among FSWs.
PrEP disinhibition refers to the potential reduction in
condom use among people who feel protected by PrEP.1920
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Figure 15: Relationship between PrEP uptake and condom use
among HIV negative FSWs, BBS-Lite 2025
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Table 17: Coverage of HIV prevention and treatment services among female sex workers, BBS-Lite 2025

sedibeng WeSt Rand
Characteristic
PGR ouT COMB PGR ouT COMB PGR ouT COMB PGR ouT COMB ouT ouT ouT
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)
97 313 410 247 133 380 160 221 381 127 251 378 350 360 186

N (number of KPs) 2445
Received any HIV prevention/treatment services in the past 12 months
Yes 56.7 26.1 331 88.3 68.4 81.3 92.5 796 84.9 95.1 744 8l.1 11.6 76.5 56.5 61.0
Currently on PrEP
Yes 86.1 40.2 52.6 884 53.2 791 929 394 59.8 824 716 74.5 9.2 49.2 30.9 53.2
If currently on PrEP, duration on PrEP
<6 months 323 33.8 331 6.6 15.2 81 9.8 190 13.5 8.9 22.9 187 23.8 57 30.0 16.9
6-12 months 177 16.9 17.3 53 15.2 70 13.0 190 155 25.0 28.2 27.3 28.6 33.3 40.0 19.8
>1year 50.0 494 49.6 88.2 69.7 84.9 772 61.9 71.0 66.1 489 54.0 476 60.9 30.0 63.3
PrEP use with last paying client
Yes 81.9 42.3 53.0 86.0 484 76.1 83.8 35.0 537 86.8 74.9 781 75 497 29.9 52.1

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts combine

As illustrated in Figure 15, the data support possible PrEP disinhibition, as condom use was lower in districts where PrEP use was higher, and vice versa. Because our cross-sectional design
precludes establishing temporality, this pattern cannot be taken as evidence of behavioural risk compensation. To better understand these dynamics, future analyses could examine
behaviours at the individual level using temporal quantitative data and qualitative data.

Also, the finding of potential PrEP disinhibition warrants a more nuanced interpretation. An alternative and equally plausible explanation is that PrEP programmes are effectively reaching
FSWs who face barriers to consistent condom use—precisely the populations for whom PrEP was designed as an additional prevention option. In this view, the observed inverse relationship
may reflect programme targeting and user choice rather than behavioural disinhibition. Many FSWs who experience client-driven limitations on condom negotiation may adopt PrEP as an
adaptive protection strategy.

Overall, the low rate of condom use in a population with high sexual exposure underscores the need for robust combination-prevention approaches. PrEP and condom programming should
be integrated and strengthened, with clear, repeated messaging that PrEP protects against HIV but not STls or viral hepatitis. Tailoring prevention strategies to the realities of sex workers’
choices, constraints, and contexts will be essential for effective HIV prevention.
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This BBS-Lite provides insights into the potential impact of Global Fund programmes in the four districts with IPs. Two types of analyses were conducted: between-district and within-district
comparisons. It is noteworthy that these comparisons are only proxies for programme performance. To properly evaluate the programmes, quasi-experimental designs with detailed and
specific exposure measurements are needed to control for potential bias and confounding. Nevertheless, much of the observed differences may be due to programme services. Significantly
more FSWs recruited at programme sites than at outreach locations reported that they had received HIV prevention or treatment services in the past 12 months.

Between-district comparisons

Programme indicators in the three districts without Global Fund support, particularly Chris Hani district, reflected poorer health outcomes than those with Global Fund programme. For
example, Chris Hani district had the lowest percentage of FSWs that knew their HIV status, the lowest level of condom use, the highest percentage of alcohol dependence, the highest
percentage of FSWs who avoided seeking healthcare because of stigma, the highest percentage of homelessness, and the highest levels of food insecurity. While these differences between
Global Fund and non-Global Fund districts may be explained by other factors (confounding), they at least shed light on the need for KP programmes in more districts.

Within-district comparisons

FSWs recruited at programme sites were closer to achieving the 95-95-95 targets than those recruited at outreach locations. Specifically, programme site participants were more likely

to know their HIV status than those recruited from outreach venues, with FSWs recruited at programme sites in all four programme districts achieving the 95% target for this indicator.
Furthermore, experiences of general violence, IPV and avoidance of healthcare due to stigma were less common at programme sites than at outreach locations. Expectedly, PrEP uptake was
significantly higher at programme sites than at outreach venues.

Several outcomes were either worse at programme sites or not significantly different from those at outreach locations, suggesting the need for tailored messaging in HIV programming. One
such example is the disinhibition due to PrEP. Additionally, the fact that HIV prevalence was not consistently different between programme sites and outreach locations reflects the difficulty
in attributing health outcomes, such as HIV prevalence, to any one programme in a country that is saturated with multiple HIV programmes, including the availability of HIV information and

services at primary healthcare centres (PHCs) and communities.

In summary, the findings of this and similar surveys should be used to improve and tailor current HIV programming, including strengthening the linkages to complementary social and other
services that address the structural and other vulnerabilities to HIV. As epidemiology changes, so should intervention services.
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In this section, the BBS-Lite results among PWID are presented, specifically, data
on sociodemographic characteristics, risk behaviours and social and structural
vulnerabilities, including condom use, multiple sexual partners, practice of anal
sex, alcohol abuse, injecting practices, and experience of violence and stigma
among PWID.

Sociodemographic characteristics

One thousand six hundred and sixty-seven (1,667) PWID participated in the
survey, the majority (69%) of whom were recruited from outreach locations
(Table 18). The BBS-Lite among PWID was completed in six districts: two
districts with Global Fund PWID programmes (Sedibeng and the West Rand),
two with other KP programmes (Bojanala and Capricorn) and two without Global
Fund programmes (Chris Hani and iLembe). Although the results show that
some PWID were recruited at programme sites in Capricorn, those programmes
are for other KPs and not PWID.

Only six PWID could be recruited from Chris Hani, and none from Xhariep,
despite the survey team's best efforts, including trying snowball sampling in
Chris Hani. Many community members in multiple priority areas in all local
municipalities in these two districts confirmed the low numbers or absence
of PWID in their communities. This finding shows that the existence of PWID
in communities depends on factors such as accessibility to drug markets,
social networks that accept drug use, sources of livelihood, etc., which are
understandably limited in districts like Xhariep and Chris Hani.
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Table 18: Sociodemographic characteristics of people who inject drugs in six districts, BBS-Lite 2025

Bo;anala Sedibeng West Rand Chrls Hani |Lembe S T

o vera

Characteristic out PGR ouT comB PGR out COMB PGR out comB out ouT (%)
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

Number of participants 1667

Site of interview

Service Delivery Site 0 30 74 36 0 0 31
KP Outreach Venue 100 70 26 64 100 100 69
Sex
Female 51 51 0.6 1.9 0.6 2.9 56 10.7 6.0 77 16.7 70 56
Male 94.9 94.9 994 981 934 971 944 89.3 94.0 92.3 83.3 93.0 944
Age group
16-24 yrs 9.7 231 9.5 136 89 133 10.0 71 84 79 16.7 11.7 103
25-34 yrs 64.8 64.1 771 732 70.3 66.7 69.4 67.9 69.7 69.1 50.0 714 69.0
35and above 25.5 12.8 134 13.2 20.8 20.0 20.6 25.0 21.9 23.0 333 16.9 20.8

Marital Status

Never married 96.2 974 93.9 949 904 981 924 943 924 93.1 100.0 98.6 947
Married or living with

arnedoriving wi 20 26 45 39 6.3 10 49 50 56 54 00 09 37
partner
Divorced/separated/

OBV BPEEs 18 00 11 08 33 10 27 07 16 13 00 05 16

widowed

Highest educational qualification

Primary or less 10.2 26 39 35 43 76 51 19.3 179 184 16.7 15.5 10.6
Some secondary 54.8 60.3 65.9 64.2 634 66.7 64.2 52.1 53.8 h3.2 333 49.8 575
Completed secondary 34.9 372 30.2 323 32.3 257 30.6 28.6 28.3 284 50.0 347 320
Mobility (spent a night outside the district of residence in the past month)
Yes 39.9 7.7 50 5.8 185 29.5 21.3 264 171 20.5 50.0 30.0 24.3
Frequency of social media use
Daily 1.3 77 7.3 74 16.7 47 6.9 10.5 7.8 57 76 6.9 56
Never 97.2 80.8 86.6 84.8 83.8 80.0 82.8 79.3 78.9 79.0 333 85.0 85.7

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts combine
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The majority of participants were male (94.4%), with the highest
percentage of females in the West Rand (7.7%) and Chris Hanit
(16.7%). Two-thirds were aged 25 to 34 years. About a fifth of all
PWID were 35 years or older: 33% and 26% in Chris Hani and
Bojanala, respectively. PWID recruited at programme sites were, on

average, younger than those recruited from outreach locations.
77%

A quarter (24.3%) of PWID had spent a night outside their district 60.4% 49.4% 74.5%
of residence in the month prior to the survey. Ninety-five percent

had never been married. The percentage of PWID who completed

secondary school was 32%: highest in Chris Hani (50%) and 40%

Bojanala (35%). The majority (86%) of PWID had never used social

media, and only 5.6% used it daily. Bojanala Capricorn Sedibeng
47.6%
Biological markers: HIV, HIV
treatment cascade, hepatitis and TB
49.1% 33.3% 18.8% Average
HIV prevalence
HIV prevalence in each district 600

The average prevalence of HIV among PWID across the six districts

was 47.6%, ranging from 18.8% (95% Cl: 11.7-28.8) in iLembe to Westrand Chris Hani iLembe
74.5% (95% Cl: 68.8-79.5) in Sedibeng. The HIV prevalence was

slightly higher in outreach locations than in programme sites in

Capricorn, but this pattern was reversed in Sedibeng and the West I Programme Outreach [l Combined
Rand, albeit with overlapping confidence intervals (Figure 16).

The HIV prevalence among PWID reported in this survey was very Figure 16: HIV prevalence among people who inject drugs in six districts, BBS-Lite 2025
high—more than five out of 10 PWID in the studied districts were

living with HIV. The fact that the prevalence exceeds 60% in some
districts is worrying. A bio-behavioural survey and population size
estimation among PWID conducted in three districts in 2023 showed
the HIV prevalence in four sites to range from 30.3% in Mbombela

to 72.1% in Tshwane,? which is similar to the range of prevalences
reported in this BBS-Lite.

The percentages from Chris Hani should be interpreted with caution since the denominator is only six PWID.
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HIV prevalence among PWID by age

The HIV prevalence by age among PWID showed a common
pattern where prevalence increases with age, reaches a
peak and starts to decline (Figure 17). HIV prevalence was
highest among those aged 35 to 40 years (62.7%).

HIV prevalence in the younger age group (16 to 24 years)
can serve as a proxy for incidence (UNAIDS).?? The
disaggregation of HIV prevalence by age shows a disturbing
finding that HIV prevalence in those aged 20 to 24 years was
41.8%. By the time PWID are in their mid-20s, half of them
are already infected. Urgent work is needed to curb the high
HIV incidence in this KP. Also noteworthy is that, unlike in
FSWs, where HIV prevalence increased consistently with
age, in PWID, it peaked at 35-40 years and then declined.
This decline may be attributed to HIV-related mortality,
which also increases with age, and sharply in the absence of
access to ART.

HIV prevalence in PWID compared to district
prevalence

Almost all PWID in our survey were aged 18 to 49 years
(99.8%) and male (94.4%). Figure 18 compares the HIV
prevalence among PWID in the study with the adult male
(15 to 49 years) prevalence in the respective districts, using
data from the Naomi Model.®* The ratio of HIV prevalence
in PWID relative to the adult male population ranged from
1.16 iniLembe to 74 in Sedibeng. This means that PWID
were considerably more likely to be infected with HIV in
comparison to their male counterparts in the general
population. This disparity highlights the role of PWID in HIV
transmission in South Africa and emphasises the need for
continued expansion of services for this population.

60%

1619  20-24

~13 %

PR=4.76

Bojanala

Figure 18: HIV prevalence among adult males (15-49) in each district and PWID in the study, BBS-Lite 2025
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Figure 17: IV prevalence by age among people who inject drugs in six districts, BBS-Lite 2025
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HIV treatment cascade (95-95-95 targets)

The treatment cascade outcomes among PWID were generally low. Across all districts, the achievements were

67-80-46% (Figure 17). The percentage of PWID who knew their HIV status was 66.9%, lowest in Bojanala (38.6%) o

and highest in Sedibeng (90.1%). Among those who knew their status, 79.6% were on treatment across all districts, 67 /o
ranging from 62.6% in Bojanala to 92.9% in iLembe. Viral load suppression among those on treatment was even

lower, viz. 45.6% overall. All three outcomes were higher among PWID recruited at programme sites than those
recruited at outreach venues.

of HIV-positive PWID
knew their status

The results of the BBS-Lite are similar to those reported in the 2023 IBBS, which were 76-74-63 for eThekwini,
78-92-42 for Mashishing and 64-98-60 for Mbombela. Collectively, these data point to the need to get more PWID
living with HIV to know their HIV status and to enrol in care.? Similarly challenging is ART adherence, with treatment
interruption reported by unhoused PWID due to forced relocation, confiscation of belongings (including ART), or
incarceration. As the data in this BBS-Lite show, homelessness, mobility and imprisonment are rife among PWID.

ARV of those who knew their
“ status were on treatment
W J
o 0
WV WV

A\4

38/ 39 0 (46

Bojanala Capricorn Sedibeng West Rand Chris Hani iLembe Overall

Platinumm

46%

of those on treatment
were virally suppressed

I Aware (Ist 95) I On ART (2nd 95) [ Virally suppressed (3rd 95)

Figure 19: HIV treatment cascade (95-95-95) among people who inject drugs in seven districts, BBS-Lite 2025
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Hepatitis Band C

Hepatitis B

The average prevalence of Hepatitis B among PWID across
the six districts was 14.0%, ranging from 1.4% in iLembe to
32.3% in Bojanala. The prevalences at programme sites
and outreach locations were similar (Figure 20).

Hepatitis C

The average prevalence of Hepatitis C was 59.5%, ranging
from 16.6% in Chris Hani to 78.3% in Sedibeng. The
prevalence by site of interview did not show a discernible
pattern, as it was high at programme sites in Sedibeng but
not in the West Rand and Capricorn (Figure 21).

Similar to the high HIV prevalence found in this population,
there was also a high prevalence of Hepatitis Band C. The
prevalence of Hepatitis B, ranging from 1.4% to 32%, and
the prevalence of Hep C, which exceeded 60% in four of the
six districts, underscore the urgent need for interventions in
these areas. The aforementioned 2023 BBS among PWID in
four sites in three districts reported similar data: Hepatitis
B prevalence ranged from 0.9% to 5.8%, and Hepatitis C
prevalence ranged from 40.8% to 90.5%.

The high prevalence of HIV and both hepatitis infections
can be linked to the risky sexual behaviours and injecting
practices documented in this study. Concerted prevention
efforts are needed to address the triple epidemics in PWID.
Although the survey did not include questions about access
to direct-acting antivirals (DAAs) treatment, the high
prevalence observed in this study shows that DAAs, which
are highly effective medications for treating Hepatitis C, are
urgently needed to arrest this crisis in PWID.

32%
®
25%
¢ 2%
18%y
® 17%
14%
10%
9% 9%
5%
o 4%
1t (3
Bojanala Capricorn Sedibeng Westrand Chris Hani iLembe Average
I Programme [ Outreach I Combined
Figure 20: Hepatitis B prevalence among people who inject drugs in six districts, BBS-Lite 2025
83%
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Figure 21: hepatitis C prevalence among people who inject drugs in six districts, BBS-Lite 2025
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Symptomatic TB

Table 19 shows that weight loss was the most common TB symptom among PWID (7.1%), while fever was the least (3.6%). Almost 11% (10.7%) of the PWID were presumptive for TB. Sputum
samples were collected from only 27.5% (49) of the presumptive cases, with an overall positivity rate of 12.2%, resulting in six confirmed diagnoses. The prevalence of HIV among those with
one or more TB symptoms was 66.9%, which is higher than the 47.6% average among all PWID.

About one in 10 PWID was presumptive for TB. The overall positivity rate was 12% (ranging from 20% to 25%), which is high. This highlights the need to consider appropriate TB
interventions among PWID, including TB screening using advanced technologies that do not rely on sputum production, such as the computer-aided digital x-ray.

Table 19: Symptomatic TB among people who inject drugs in six districts, BBS-Lite 2025

Characteristic Sedibeng | West Rand TOTAL

N (number of KPs) 1,667
Coughing 3.6% 7.4% 1.2% 5.6% 0.0% 1.9% 3.8%
Fever in the past two weeks 2.8% 6.6% 1.5% 5.6% 0.0% 1.9% 3.6%
Weight loss in the past month 9.2% 11.3% 3.4% 8.4% 0.0% 2.8% 71%
Night sweats 10.2% 10.1% 2.7% 8.7% 0.0% 1.9% 6.9%
61 36 21 54 0 6 178

P tive TB B t

resumptive TB (any TB symptom) 1o oy (14.0%)  (51%)  (138%)  (00%)  (2.8%)  (10.7%)
Of those with any symptoms, 44 22 17 33 3 119 o
number and % HIV+ (72.1%) (61.1%) (81.0%) (61.1%) (50.0%) (66.9%) 11 /o

of PWID were presumptive for TB
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Risk behaviours and
vulnerabilities

Two-thirds of PWID reported a sexual activity (vaginal or
anal sex) in the past six months. Although this percentage
was considerably lower than the 99 to 100% sexual activity
observed in other KPs, high levels of sexual risk behaviours
were recorded among PWID.

Multiple sexual partnerships and
transactional sex

A quarter (24.6%) of all PWID in the survey reported having
multiple sexual partners in the four weeks before the survey,
but the proportion varied by district. Bojanala had the
lowest level of multiple sexual partnerships (17.6%) while the
West Rand reported the highest (38.1%). The distribution
also differed between sites in the two districts with PWID
programs, with higher levels of multiple sexual partnerships
reported in outreach locations than in programme sites.

Seven percent of all PWID reported having received gifts or
favours or cash in exchange for sex: the percentages were
as high as 174% in iLembe and 33.3% in Chris Hani.

25%

of all PWID reported having two
or more sexual partners in the
past four weeks

Anal sex

The percentage of PWID who engaged in anal sex in the past
six months was 2.5% and varied across districts, ranging
from 0% in Chris Hani to 5.1% in Bojanala. In districts with

both programme and outreach venues, the percentage of
PWID engaging in anal sex was higher in programme sites
than in outreach locations.

Condom use

Overall, condom use was 51.6% among PWID across all
districts, varying from 33.3% in Chris Hani to 57.0% in the
West Rand (Table 20). Condom use varied only slightly
between programme sites and outreach locations. In
Sedibeng, condom use was lower at programme sites
(46.9%) than at outreach locations (54.3%). However,
this pattern was reversed in Capricorn and the West Rand
districts.

condom use among PWID
across all districts

In the six months leading up to the survey, 28.6% of
participants reported using condoms every time they
engaged in sexual activity, although this rate differed by
district, ranging from 3.1% in iLembe to 49.4% in Sedibeng.
The pattern of consistent condom use was similar to that
of condom use at last sexual intercourse; percentages were
slightly higher in outreach locations than programme sites
only in Sedibeng, and not in Capricorn and the West Rand.

Within the context of high levels of multiple sexual
partnerships and transactional sex, there were low levels of
condom use among PWID. Only half of PWID (ranging from
33% to 57%) used a condom at last sexual intercourse,

which is much lower than the 90% target set in the current
NSP. Less than a third of PWID reported using condoms
consistently in the last six months. The previously-
referenced BBS and population size estimation among
PWID conducted in three districts in 2023 showed that
condom use at last sex ranged from 50.0% in Mashishing to
78.2% in Mbombela.?!

Injecting practices

Current estimates indicate that a minimum 80% coverage
rate for needle and syringe programmes (NSPs) is
necessary for significant impact, including reducing
Hepatitis C incidence by over 40% among PWID. The use
of a new needle and syringe at the last time of injecting
drugs was reported by 59.6%, ranging from 38.5% of
PWID in Capricorn to 81.9% in Sedibeng. The use of a new
needle and syringe for last injection was more prevalent at
programme sites than at outreach venues in Capricorn and
the West Rand, but not in Sedibeng.

Almost half of PWID (46.0%) reported that they shared a
needle the last time they injected. The practice of needle
sharing was highest in iLembe, at 72.8%, and lowest in
Sedibeng, at 27.5%.

46%

Almost half of PWID reported that
they shared a needle the last time
they injected




In Sedibeng and the West Rand, sharing a needle was more
common among PWID recruited at outreach venues than
among those recruited at programme delivery sites. Of all
PWID, 45.6% injected one to three times a day and 39.8%
injected four to six times a day. Although the survey did not
directly ask about overdosing, PWID were asked how many
people they knew who had overdosed on drugs in the past
six months. Almost half (47.8%) of PWID reported knowing
more than three people who had overdosed during the
reference period. Twenty-two percent knew more than six
people who had overdosed.

Comparing the BBS-Lite data on injecting practices with
historical data shows an improvement in among PWID. The
TipVal Study showed that, when asked whether they had
used a new (unused) needle the last time they injected,
50.4% of PWID in Tshwane and 79.0% in Cape Town
responded affirmatively.?® In the BBS survey conducted in
2023, the percentage of PWID who used a sterile needle
the last time they injected drugs ranged from 65% in
Mashishing to 88% in Mbombela.?! This BBS-Lite reported
a60% use of sterile needles. Although less than the target
90% in the current NSP2 this is an encouraging and
commendable trend, especially when considering the West
Rand and Sedibeng programme sites, where it reached

as high as 73% and 82%, respectively. Access to sterile
needles is linked to the programme interventions, as needle
distribution occurs within donor-funded implementation,
which was previously reported to be limited to key
metropolitan areas of South Africa.?* Nevertheless, needle
sharing remains common (45%).

Although not directly asked in the survey , the data on drug
overdose in the past six months show that itis a frequently
occurring event, since 22% of all PWID said they knew

more than six people who had experienced drug overdose
during this period. The data indicate that interventions are
also needed in this area, and highlight the need for further
research, using direct questions to estimate the frequency
of drug overdose and assess how PWID manage overdose.

Overall, a tenth (9.9%) of all PWID were alcohol dependent,
but this ranged from as low as 2.3% in Bojanala to 50% in
Chris Hani (Table 20). In both Sedibeng and the West Rand
districts, alcohol abuse was less prevalent among PWID

recruited from programme sites than from outreach venues.

10%

of all PWID were
alcohol dependent

Unlike previous BBS, this BBS-Lite measured alcohol abuse
among all KPs. One in 10 PWID are dependent on alcohol,
highlighting the need for alcohol programmes, especially

in the districts with higher levels of abuse. Alcohol abuse

is arisk factor for both HIV infection and HIV treatment
default. 15

Of the 1,667 PWID surveyed, 50.7% reported that they

experienced violence in the 12 months preceding the survey.

The proportion of PWID reporting violence was highest in
iLembe (80.8%) and lowest in Bojanala (39.0%). There
were greater proportions of the PWID who experienced
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violence among those surveyed at outreach venues in
Sedibeng and the West Rand than among those surveyed
at programme sites in the two districts. The incidence of
IPV was much lower, at 15.0% across all districts, ranging
from 3.8% in Bojanala to 23.9% in iLembe. In Sedibeng,
the incidence of IPV was higher at programme sites
(22.1%) than at outreach venues (15.2%). In Sedibeng, it
was reversed: 10.7% at programme sites and to 16.7% at

51%

l » of PWID experienced

violence in the last year
High levels of general violence against PWID were
documented in the survey more than 50% overall and as
high as 81% in iLembe. Further studies and human rights
violation data collected by NACOSA can help unpack the
types and sources of these acts of violence experienced by
PWID, but the high levels of homelessness and mobility may
be partially responsible. Intimate partner violence among
PWID was lower than general violence but still higher than
the 10% national and international targets. The lower IPV
reflects the low percentage of females in this population.

Generally, women experience gender-based violence more
than men,? compounding the risk of infection for both
parties.

Twenty-three percent of PWID reported that they had
avoided seeking healthcare in the past six months because
of stigma. There were notable differences between districts.
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IniLembe, 32.9% of PWID avoided seeking healthcare due to stigma, the highest of all districts, followed by 30.7% in the
West Rand. Bojanala had the lowest percentage of PWID who reported avoidance of healthcare due to stigma (17.9%). This
outcome was more common among PWID surveyed at outreach venues than at programme sites. Stigmais high in this
population, but perhaps not as high as many would imagine. One in five PWID avoided seeking healthcare because of stigma,
which is higher than the target of 10% in the current NSP:3

Athird of PWID (32.8%) reported that they had been in jail/prison in the six months before the survey. The frequency of
imprisonment varied notably between districts, ranging from 18.4% in Sedibeng to 56.3% in iLembe. In the two districts

with programmes, PWID recruited at outreach locations were more likely to have experienced imprisonment in the last six
months than those from programme sites. These data provide a rationale for starting opioid agonist therapy (OAT) advocacy
in prison settings.

Across all the districts, 37.6% of PWID were homeless at the time of the survey, ranging from 22.4% in Bojanala to 64.8% in
iLembe. In Capricorn and the West Rand, homelessness was more prevalent among PWID surveyed at outreach venues than
among those at programme sites, while the reverse was the case in Sedibeng.

More than seven in every 10 PWID (71.6%) reported sleeping hungry due to lack of food in the 30 days preceding the survey.
There were observable differences between districts, with iLembe (81.2%) having the highest and Chris Hani (66.7%) having
the lowest proportion. In the three districts with IPs, sleeping hungry due to a lack of food was more prevalent among PWID
surveyed at outreach venues than among those from programme sites; the difference was most pronounced in the West
Rand. Notably, there is a very high level of food insecurity, which is a risk factor for HIV infection and a structural barrier to
HIV care.?® The high percentage of homelessness and food insecurity among PWID calls for an intervention programme that
goes beyond just providing HIV prevention services, such as adding food provision to the existing services offered.
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Table 20: Risk Behaviours and vulnerabilities among people who inject drugs in six districts, BBS-Lite 2025

Bo;anala Sedibeng West Rand Chrls Hani |Lembe S T

o vera

Characteristic out PGR ouT comB PGR out COMB PGR out comB out ouT (%)
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

Number of participants 1667
Sexual activity (had sex in the past six months)
Yes 62.8 679 65.9 66.5 634 724 65.7 74.3 73.3 737 100.0 59.2 66.3
Multiple sexual partnerships (past four weeks)
Yes 176 21.8 17.3 187 22.1 305 24.3 35.7 394 38.1 50.0 19.7 246
Exchanged money
Yes 26 1.3 34 2.7 5.6 76 6.1 5.0 1.2 9.0 33.3 174 70
Had anal sex in the past 6 months
Yes 51 14 0.0 04 1.0 0.0 0.8 6.8 1.8 36 0.0 1.1 2.5
Condom use during last sexual intercourse
Yes 49.2 48.6 470 475 46.9 54.3 48.8 60.0 554 570 33.3 56.8 516
Frequency of condom use in the last 6 months
Every time 36.1 33.3 30.9 317 479 53.3 494 276 215 23.8 25.0 31 28.6
Most times 279 190 124 14.4 24.8 244 247 24.8 271 26.2 25.0 24.5 24.3
Less frequent 36.1 476 56.7 54.0 273 22.2 25.9 476 514 50.0 50.0 72.3 47.1
Used a sterile needle last time injected
Yes 46.9 487 34.1 38.5 80.5 85.7 81.9 80.7 67.7 724 100.0 40.8 59.6
Shared a sterile needle last time injected
Yes 54.6 50.0 464 475 24.8 35.2 275 35.0 442 40.9 50.0 72.8 46.0
Number of times injected yesterday
None 0.0 154 06 5.1 0.3 1.0 0.5 4.3 2.0 2.8 16.7 18.8 40
1-3times 39.0 333 45.3 416 54.8 53.3 54.4 40.3 44.8 43.2 66.7 49.3 456
4-6 times 43.6 333 39.1 374 39.6 41.9 40.2 40.3 44.8 43.2 16.7 29.1 39.8

> 6 times 17.3 179 151 16.0 53 38 4.9 151 84 10.8 0.0 2.8 106
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Bolanala Sedibeng West Rand Chrls Hani |Lembe o 0
o vera
Characteristic ouT PGR ouT COMB PGR ouT COMB PGR ouT COMB ouT ouT )
(%) (%) (%) (CO) (%) (%) (%) (%) (CO) (%) (%) (%)

Number of PWID who had a drug overdose in the past 6 months?

None 181 51 101 86 11.2 114 11.3 151 13.2 139 33.3 20.7 144
1to 3 people 40.6 23.1 29.6 276 396 381 39.2 381 344 357 16.7 46.9 378
4 to 6 people 24.5 41.0 274 315 218 33.3 24.8 26.6 28.0 275 33.3 178 255
> 6 people 16.8 30.8 33.0 323 274 171 24.8 201 244 229 16.7 14.6 22.3
Alcohol dependence (CAGE)
Yes 2.3 12.2 9.8 10.5 8.9 124 9.8 9.3 19.1 15.6 50.0 11.7 9.9
Experienced violence in the past 12 months
Yes 39.0 60.8 51.9 54.5 46.9 495 475 421 50.6 476 167 80.8 50.7
Experienced IPV in the past 12 months
Yes 3.8 176 169 171 22.1 152 20.3 10.7 16.7 146 0.0 239 15.0
Avoided seeking healthcare because of stigma
Yes 179 81 235 191 172 229 186 29.3 30.7 30.2 0.0 329 23.0
Been in jail/prison in the past 6 months
Yes 385 270 355 331 16.8 229 184 271 303 29.2 16.7 56.3 328
Currently homeless
Yes 224 324 344 339 419 21.0 365 371 434 41.2 50.0 64.8 376
Slept hungry because of lack of food in the past 30 days
Yes 74.2 66.2 716 70.0 68.0 714 68.9 579 72.9 675 66.7 81.2 716

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts



Programme coverage

Across all districts, slightly less than half (45.5%) of PWID
reported having received any HIV prevention/treatment
services in the past 12 months, ranging from 0% in Chris

Hani and 4.6% in Bojanala to 86.5% in Sedibeng (Table 21).

Expectedly, the highest percentages were among PWID
recruited at IP sites.

Less than half of all PWID interviewed had received HIV
prevention or treatment services (from public, private

or NGO services) in the past year. First, this explains the
poor health outcomes reported among PWID. As stated,
the reduced HIV prevalence in older age groups probably
reflects HIV-related deaths in the absence of ART. Second,
it highlights the need for improved targeting and coverage
of HIV prevention and treatment programmes among
PWID, while bearing in mind their socioeconomic context,
including the high levels of homelessness and migration.
In times of shrinking donor funds for community HIV
prevention programmes, innovative programming and

O

46%

A/

\ \ of PWID reported
having received any HIV
2 prevention/treatment
)3 services in the last 12

months

"

funding mechanisms are pivotal. The survey provided
further evidence to support stronger advocacy for policy
development in this population, and the changing financial
landscape underscores the need for the country to shift
towards greater domestic investment.

At the time of the survey, only 8.6% of all PWID who
reported being HIV-negative were on PrEP. Notably, PrEP
uptake was lowest in Chris Hani (0%) and Bojanala (1.7%)
and highest in the West Rand (24.7%) and Sedibeng
(20.7%). Of the PWID on PrEP, most (44.9%) had been
using it for more than a year.

9%

of HIV-negative PWID
used PrEP

PrEP use in this population is very low, with four districts
showing no to negligible use of PrEP. Low PrEP uptake
among PWID was also reported in the 2023 BBS: from
4.1% in Tshwane to 7.1% in eThekwini.?* The low use of PrEP
among PWID despite the high levels of high-risk sexual
encounters calls for urgent intervention if the documented
high burden of HIV in the population is to be reversed.

The 2023 BBS showed the willingness of PWID to take up
PrEP if and when provided. This is evidenced in the high
proportions of PWID using PrEP in Sedibeng and the West
Rand, which are two districts with PWID programmes.
Cross-tabulating PrEP and condom use data side-by-side
did not reveal any evidence of disinhibition observed among
PWID.

BBS Results: People Who Inject Drugs

Opioid Substitution Therapy (OST), more recently called
Opioid Agonist Therapy (OAT), is an essential evidence-
based treatment for opioid dependence, using medications
like methadone or buprenorphine to reduce harm and
promote recovery. This BBS-Lite survey sought data on the
coverage of OST (methadone). Less than one in 10 (7.9%)
of all PWID reported having received OST in the past six
months. Virtually all PWID who reported receiving OST were
from Sedibeng and the West Rand districts.
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Table 21: Coverage of HIV prevention and treatment services among people who inject drugs in six districts, BBS-Lite 2025

Characteristic OUT PGR ouT COMB PGR ouT COMB PGR ouT COMB ouT ouT
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

Number of participants

Received any HIV prevention/treatment services in the past 12 months

Yes 4.6 359 330 339 881 819 86.5 779 53.0 619 0.0 27.2
Currently on PrEP

Yes 17 3.0 0.7 14 239 12.8 205 18.2 28.0 24.7 0.0 0.0

If currently on PrEP, duration on PrEP

<6 months 60.0 0.0 . 0.0 23.8 40.0 26.9 50.0 11.9 214 = =
6-12 months 0.0 0.0 . 0.0 33.3 20.0 30.8 28.6 35.7 33.9
>1 year 40.0 100.0 . 100.0 42.9 40.0 42.3 214 524 44.6

Received opioid substitution therapy (OST) in the past six months
Yes 0.0 1.3 0.0 04 17.2 23.8 18.9 17.9 1.2 136 0.0 0.0

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts

Overall
(%)

1667

45.5

86

24.7

30.3

44.9

79



This BBS-Lite survey provides insights into the reach

and potential impact of Global Fund programmes in

the two districts with IPs. Although not intended to be a
comprehensive impact evaluation, two types of analyses
were conducted: between-district comparisons and
within-district comparisons. It is noteworthy that these
comparisons are only proxies for programme performance.
To comprehensively evaluate the programmes, quasi-
experimental designs with detailed and specific exposure
measurements are needed to control potential bias

and confounding. Nevertheless, much of the observed
differences may be due to programme services.
Significantly, more PWID recruited at programme sites than
those recruited at outreach locations reported that they had
received HIV prevention and harm reduction services in the
past 12 months.

Between-district comparisons

The BBS-Lite was implemented among PWID in two
districts with programmes (Sedibeng and the West Rand)
and in four districts without Global Fund PWID programmes
(Bojanala, Capricorn, Chris Hani, and iLembe). Almost

all the outcomes in this study were poorer in the districts
without Global Fund programmes. PWID in Bojanala had
the highest prevalence of symptomatic TB and anal sex,
and the second lowest level of intervention coverage. Chris
Hani had the highest level of alcohol dependence and the
lowest level of programme coverage. iLembe showed the
highest levels of homelessness, food insecurity, violence
and imprisonment.

Within-district comparisons

The analyses showed that PWID recruited at programme
sites were better off than those recruited atoutreach
locations in terms of many of the studied outcomes.
Specifically, programme site participants were more likely to
be reached by HIV prevention and treatment programmes
and were more likely to use PrEP than those recruited at
outreach locations. They were also more likely to have
received OST. Furthermore, outreach location participants
were also more likely to have experienced food insecurity,
shared needles and avoided seeking healthcare due to
stigma. Also, levels of alcohol dependence and multiple
sexual partnerships were higher in outreach locations
than in programme sites. The higher prevalence of HIV
and hepatitis seen in programme sites than in outreach
locations may reflect PWID seeking treatment and care in
those programmes.

While the above comparisons only serve as proxies for
programme performance, the stark differences point to
the urgent need for efficient and effective programmes for
PWID in more districts. The fact that the majority of PWID
had never used social media means that interventions
should possibly be implanted using traditional media.

BBS Results: People Who Inject Drugs



BBS Results: Men Who Have Sex with Men

In this section, data on the following are presented: sociodemographic characteristics, HIV prevalence, HIV
treatment cascade, symptomatic TB, risk behaviours and social and structural vulnerabilities, including
condom use, multiple sexual partnerships, practice of anal sex, alcohol abuse, experience of violence and
stigma among men who have sex with men (MSM).

Sociodemographic characteristics

The BBS-Lite among MSM was completed in all seven districts: two districts with Global Fund MSM
programmes (Bojanala and Capricorn), two districts with other KP programmes (Sedibeng and the West
Rand), and three with no programmes (Chris Hani, iLembe and Xhariep). Although the analyses show that
some MSM were recruited at programme sites in Sedibeng and the West Rand, those programmes are for
other KPs and not MSM. Table 22 shows the basic characteristics of the MSM recruited into the study by
district. A total of 1,651 MSM participated in the survey, with the majority (89%) recruited from outreach
locations.

Across districts, Sedibeng accounted for the most MSM recruited (n =371, 22%), while iLembe accounted for
the least (n = 141, 9%). A third (31%) of MSM were aged 18 to 24 years, with those recruited from Chris Hani
district being the youngest (46 % were aged 18 to 24 years). Excluding Capricorn district, MSM recruited at
programme sites appeared to be younger than those recruited from outreach locations (Table 22).

As shown in Table 22, the majority of MSM (90.9%) had never been married, and 70% had completed
secondary education. The percentage of individuals with secondary education was lowest in Xhariep (55.1%)
and highest in Capricorn (75.3%). Almost half (46.5%) had spent a night outside their district of residence

in the past month. The majority (78.4%) of MSM used social media daily, with the highest percentages in the
West Rand (83.4%) and Sedibeng (81.9%), and the lowest in Xhariep (59.5%).
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Table 22: Sociodemographic characteristics of men who have sex with men in seven districts, BBS-Lite 2025

h
SIJELEE] Capricorn Sedibeng West Rand C fis Xhanep

Overall

Characteristic
PGR ouT | COMB PGR ouT | COMB el ouT | COMB PGR COMB ouT ouT ouT (%)
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

N (number of KPs) 1651

Site of interview

Service delivery site 100.0 187 100.0 624 100.0 35 100.0 24 107
Outreach venues 100.0 81.3 100.0 376 100.0 96.5 100.0 976 100.0 100.0 100.0 89.3
Age group

16-24 yrs 30.8 353 344 39.7 386 39.2 231 22.9 22.9 0.0 315 307 457 14.9 24.7 30.8
25-34 yrs 41.0 382 388 42.2 414 419 30.8 425 42.0 75.0 54.3 54.8 32.7 59.6 481 44.8
35 and above 282 26.5 26.8 181 20.0 188 46.2 34.6 35.0 25.0 14.2 4.5 217 255 27.2 244

Marital Status

Never married 94.9 90.0 90.9 94.0 94.3 94.1 92.3 872 873 100.0 86.7 870 96.9 90.8 94.3 90.9
Married/living with a partner 51 88 81 2.6 14 2.2 0.0 9.8 94 0.0 105 10.2 2.0 7.8 32 6.7
Divorced/separated or widowed 0.0 1.2 10 34 4.3 3.8 77 31 32 0.0 2.8 2.7 1.2 14 2.5 24

Highest educational qualification

Primary or less 0.0 18 14 0.9 43 2.2 77 1.1 13 12.5 77 78 43 50 8.9 4.2
Some secondary 28.2 28.8 28.7 20.7 25.7 22.6 53.8 254 264 25.0 25.0 25.0 22.0 24.8 36.1 26.1
Completed secondary 71.8 694 69.9 784 70.0 75.3 38.5 735 72.2 62.5 67.3 67.2 73.6 70.2 551 69.7

Mobility (spent a night outside district of residence in the past month)
Yes 30.8 47.3 44.2 49.1 314 42.5 385 478 474 375 46.0 45.8 40.6 624 494 46.5
Frequency of social media use

Daily 92.3 76.5 794 871 68.6 80.1 46.2 83.2 819 50.0 84.3 834 82.7 66.7 59.5 784

PGR: Programme sites; OUT: Outreach locations; COMB: Combined district statistics when PGR and OUT are combined; Overall: statistics across all districts
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Biological markers: HIV, HIV treatment cascade and TB

HIV prevalence among MSM

HIV prevalence in each district
The average prevalence of HIV among MSM in the seven districts was 25%, varying from 18.5% (95% ClI: 13.7-24.6) in the West Rand to 31.2% (95% CI: 22.1-42.0) in iLembe (Figure 22).
HIV prevalence was significantly higher in programme sites than in outreach locations in Bojanala and Sedibeng, as indicated by the non-overlapping confidence intervals. There were no

statistically significant differences in prevalence between programme sites and outreach locations in Capricorn and the West Rand.

The 25% average HIV prevalence reported in this study is similar to the 27.5% estimated by the Thembisa Model 4.8 for 2024.! Furthermore, the last reported SAMHMS conducted in
2019 reported the prevalence among MSM in Mahikeng, Johannesburg and Cape Town to be 16.7%, 26.8% and 44.3%, respectively.?® The significantly higher HIV prevalence observed in
programme sites than in outreach locations in Bojanala and Sedibeng could be because hotspot mapping and the selection of sites for the Global Fund programme in the district were based

on HIV prevalence.

20.7%
36%

Bojanala

\

13%
24.2% B19% 21.6% .. ® 18.5% 29.5% 31.2%
54%
Capricorn Sedibeng Westrand Chris Hani iLembe
B Programme Outreach I Combined

Figure 22: HIV prevalence among men who have sex with men in seven districts, BBS-Lite 2025
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HIV prevalence among MSM by age

The HIV prevalence among MSM increased consistently
with age from 7.5% among MSM younger than 20 years to
47.1% among those aged 50 years and older (Figure 23).
HIV prevalence in the younger age group can serve as a
proxy for incidence.? This disaggregation of HIV prevalence
by age shows a worryingly high prevalence in the young
age groups of 18 to 19 and 20 to 24 years. By the time MSM
reach their mid-20s, 20% are already infected. As seen with
PWID, urgent work is needed to curb the high HIV incidence
in this KP.

Also noteworthy is that the increasing HIV prevalence with
age suggests reduced HIV-related mortality and increased
longevity in the older age groups due to access to ART.
Recent data have also highlighted high HIV incidence in
older adults."

HIV prevalence in MSM compared to district
prevalence

Almost all MSM in the BBS-Lite were aged 18 to 49 years
(98.3%). Figure 24 shows the comparison of the HIV
prevalence among MSM in the BBS-Lite to the adult male
(15 to 49 years) prevalence in the respective districts, using
data from the Naomi Model.”* The ratio of HIV prevalence in
MSM relative to the general adult population ranged from
1.63in Bojanala to 3.16 in Xhariep. This means that MSM
were two to three times more likely to be infected with HIV
than their male counterparts in the general population.
This vast disparity highlights the role of MSM as a KP in the
studied districts and emphasises the need for appropriate
interventions. A study that examined the roles of KPs in HIV
transmission in South Africa found that, from 2010 to 2019,
sex between MSM contributed 5.3% to new infections, while
sex between MSM and their female partners contributed
3.7% to new infections.*
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Figure 23: HIV prevalence by age among men who have sex with men in seven districts, BBS-Lite 2025
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Figure 24: HIV prevalence among adult males (15-49) in each district and MSM in the study, BBS-Lite 2025
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HIV treatment cascade (95-95-95 targets)

The HIV treatment achievements among MSM across all districts were 84-95-78. The percentage of MSM who knew their
HIV status was 83.5%: lowest in Chris Hani (72.0%) and highest in Xhariep (95.7%). Among those who knew their status,
94.8% were on treatment, and 77.7% of those on treatment were virally suppressed (Figure 25).

Although none of the districts have achieved the UNAIDS 95-95-95 targets, they were relatively high in most districts. The
SAMHMS-2 in 2019 reported 68-61-80 for Cape Town, 67-83-92 for Johannesburg, and 63-73-93 for Mahikeng, which were
significant improvements from the SAMHMS-1 numbers.?® This BBS-Lite showed continuous improvements towards these
targets. The biggest gap is in the first 95. Apart from Xhariep, none of the districts achieved up to 90% in the percentage

of PLHIV who know their HIV status. This emphasises the need for more awareness and testing campaigns among MSM.
Among those on treatment, there is also a need for treatment support to achieve viral suppression.

5 o

000

Bojanala Capricorn Sedibeng West Rand Chris Hani iLembe Xhariep Overall
Platinumm

B Aware (1st 95) Il On ART (2nd 95) Il Virally suppressed (3rd 95)

Figure 25: HIV treatment targets (95-95-95) among men who have sex with men in seven districts, BBS-Lite 2025
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Symptomatic TB

Sweating at night was the most common TB symptom among MSM (3.3%), while coughing was the least common (1.5%).
Overall, 93 MSM (5.6%) were presumptive for TB (Table 23). The HIV prevalence was slightly elevated among symptomatic
TB participants (28%).

Table 23: Symptomatic TB among men who have sex with men in seven districts, BBS-Lite 2025

N (number of KPs) 1651
Coughing 0.5% 1.1% 0.3% 1.5% 2.0% 0.7% 57% 1.5%
Fever in the past two
ks 6.2% 0.5% 0.0% 3.0% 0.8% 0.0% 76% 2.3%
wee
Weight loss in the past
th 6.7% 1.6% 0.8% 24% 1.6% 0.7% 4.4% 24%
mon
Night sweats 8.6% 1.6% 1.3% 42% 1.6% 14% 57% 3.3%
Presumptive TB 28 6 9 23 7 3 17 93
(any TBsymptom)  (134%)  (32%)  (24%)  (69%)  (2.8%)  (21%)  (108%)  (56%) 6 0/0
Of those with any
symptoms, number 4 2 1 9 2 1 / 26 of MSM were presumptive for
’ (143%)  (333%)  (111%)  (391%) (286%) (333%) (41.2%)  (28.0%) tuberculosis

and % HIV+
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Risk behaviours and
vulnerabilities

This BBS-Lite showed high levels of sexual risk behaviours
and vulnerability among MSM. A scripting bug in the
electronic tool resulted in an incorrect skip pattern, which
omitted MSM from providing this data. The data was
eventually collected for only 33 MSM. Of those 33, the
evidence points towards a common practice of multiple
sexual partnerships: one in three MSM (33.3%) had had

more than two sexual partners in the past four weeks alone.

Transactional sex in the past six months among MSM was
24.6%.

Condom use at any last sexual intercourse was low. Overall,
59.8% of MSM reported using condoms during their last
sexual intercourse, ranging from 49.2% in Chris Hani

to 73.0% in Sedibeng (Table 24). The results were not
consistent across data collection sites. Except in the West
Rand district, condom use was higher in outreach locations
than in programme sites.

The levels of condom use reported in this survey are lower
than those reported in the 2019 SAMHMS, which ranged
from 72.1% to 76.2%.%6 While these BBS-lite data suggest
a decline in condom use among MSM, it is impossible to
be conclusive without having previous data in the same
districts. Nevertheless, the BBS-Lite data serve as baseline
data and emphasise the need for interventions to curtail
HIV sexual risk behaviours. The analysis of condom use
and PrEP use data did not reveal any evidence of PrEP
disinhibition, i.e. risk compensation due to PrEP use.

of MSM reported using
condoms during their last
sexual intercourse

The prevalence of alcohol dependence among MSM was
48.4%. There were notable differences between districts,
ranging from 14.8% in Bojanala to 73.2% in Chris Hani.
By site of data collection, alcoholism was mostly higher in
outreach locations.

This BBS-Lite data provide evidence of very high levels of
alcohol dependence among MSM; as many as one in two
MSM is alcohol dependent. Previous studies corroborate
this finding. A study published in 2017 showed that more
than half of the Black MSM in a survey conducted in
Tshwane screened positive as hazardous drinkers.?’ The
2019 SAMHMS reported hazardous drinking among MSM,
as defined by the Audit-C tool, to range from 63.% in Cape
Town to 89.7% in Johannesburg.?® Alcohol abuse is a risk
factor for HIV acquisition and HIV treatment default. It
triggers disinhibition, a reduced perception of one’s risk for
acquiring HIV, leading to sexual risk behaviours. The high
levels of alcohol dependence in virtually all districts call for
appropriate interventions if the HIV epidemic in MSM is to
be controlled.

48%

of MSM were alcohol
dependent

Experience of violence in the 12 months before the survey
was reported by 30.8% of MSM. It was highest in the West
Rand (40.4%) and iLembe (36.9%), and lowest in Chris
Hani (16.1%). In the two districts with MSM programmes

- Bojanala and Capricorn - the experience of violence was
more prevalent among MSM surveyed at outreach venues
than at programme sites (Table 24). The incidence of IPV
was 21.6% across all districts, ranging from 12.6% in Chris
Hani to 30.5% in Sedibeng. There was a similar pattern by
site of data collection, with IPV higher in outreach locations
than programme sites. In Bojanala, IPV was reported by
7.7% of MSM surveyed at programme sites and by 17.6% at
outreach venues. The respective incidences in Capricorn
were 9.5% at programme sites and 18.6% at outreach
venues.

£

Further research to identify the forms and nature of this

31%

of MSM experienced
violence in the last
year

violence can inform the design of appropriate interventions.
Intimate partner violence is equally high at 22%, much
higher than the local and international 10% target. A
meta-analysis of 52 studies with 32,048 MSM participants
showed a pooled prevalence of any violence of 33%, with
the pooled prevalence of emotional violence significantly
greater than that of physical and sexual violence.?®
Generally, community awareness programmes that reduce
hostility against MSM are needed. Programme services that
address gender-based violence may prove valuable.
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The percentage of MSM who reported that they had avoided seeking healthcare due to stigma was 14.8%, ranging from 5.7% in Bojanala to 26.2% in the West Rand. In the districts with

programmes, avoidance of seeking healthcare due to stigma was more common among MSM surveyed at outreach venues in three districts - Bojanala, Sedibeng, and the West Rand — than
among those surveyed at programme sites.

Itis desirable that across all seven districts, the avoidance of healthcare due to stigma was low, at 15%, and commendable that two districts (Bojanala, Chris Hani and Sedibeng) were at or
below the 10% target in the current NSP. Other districts can work towards achieving the same target.

The proportion of MSM who had been in jail/prison in the six months before the survey was 9.6%. The imprisonment rate was highest in iLembe (25.5%) and lowest in Chris Hani (4.3%). In
the two districts with MSM programmes, imprisonment was more common among MSM surveyed at outreach venues than at programme sites.

Homelessness among MSM was 8.2% across all districts, lowest in Bojanala (1.4%) and highest in iLembe (17.0%). The rate of homelessness was higher among MSM surveyed at outreach

venues than at programme sites in Bojanala and Capricorn. The fact that vulnerabilities like homelessness and sleeping in jail were uncommon (less than 10% for both) suggests that MSM
have better socioeconomic status than PWID and FSWs.

More than a quarter of MSM (27.8%) reported sleeping hungry due to lack of food in the 30 days preceding the survey. The prevalence of food insecurity was highest among MSM surveyed
in Xhariep (41.8%) and lowest among those in Chris Hani (23.2%).
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Table 24: Risk Behaviours and vulnerabilities among men who have sex with men in seven districts, BBS-Lite 2025

Characteristic
PGR out | COMB PGR ouT COMB PGR ouT COMB PGR COoMB ouT ouT OUT
(%) (%) (%) (%) (% (%) (% (%) (%) (%) (%) (%) (%) (%) (%)

N (Number of KPs) 1651
Condom use during last sexual intercourse

Yes 56.4 58.2 579 51.7 62.9 559 53.8 737 73.0 75.0 60.2 60.5 49.2 6l.7 50.0 59.8
Multiple sexual partners (past 4 weeks)

2 or more partners . . . 100.0 50.0 60.0 . 429 429 . 0.0 0.0 16.7 0.0 50.0 333
Received gifts or favours

or cash in exchange for sex 22.7 418 381 8.8 174 12.3 46.9 437 60.0 24.2 256 40.0 273 276 23.2 30.3
(past 6 months)

Yes 77 1.8 2.9 24.1 257 24.7 30.8 16.5 17.0 12.5 31.8 31.3 276 41.8 36.7 24.6
Alcohol dependence (CAGE)

Yes 20.5 135 14.8 26.7 343 29.6 385 55.6 55.0 50.0 46.9 470 73.2 404 69.6 484
Experienced violence in past 12 months

Yes 10.3 294 25.8 23.3 357 28.0 b3.8 346 35.3 75.0 395 404 16.1 36.9 278 30.8
Experienced IPV in past 12 months

Yes 7.7 176 15.8 9.5 186 12.9 46.2 299 305 25.0 25.3 25.3 126 255 215 216
Avoided seeking healthcare because of stigma

Yes 12.8 41 57 12.1 171 14.0 154 10.3 10.5 25.0 26.2 26.2 10.2 19.9 16.5 14.8
Been in jail/prison within past 6 months

Yes 0.0 8.8 7.2 4.3 15.7 8.6 231 47 54 0.0 9.0 87 4.3 255 196 9.6

Currently homeless

Yes 0.0 1.8 14 6.0 8.6 7.0 154 7.0 7.3 12.5 4.0 4.2 134 17.0 12.7 8.2

Slept hungry because of lack of food in past 30 days

Yes 154 26.5 244 24.1 286 25.8 53.8 285 294 375 244 24.7 23.2 31.2 41.8 278

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts



Programme coverage

Intervention services coverage

Across all districts, slightly less than half (46.3%) of MSM
reported having received HIV prevention and treatment
services from anywhere in the past 12 months, ranging from
7.5% in Chris Hani to 74.9% in Sedibeng (Table 25). In all
four programme districts, there were minimal differences
between MSM recruited at programme sites and those

recruited at outreach locations.

of MSM reported
having received any HIV
prevention/treatment
services in the last 12
months

PrEP uptake and use

At the time of the survey, about a quarter (23.0%) of all
MSM who reported being HIV-negative were on PrEP.
Notably, PrEP uptake was lowest in Xhariep (11.5%) and
highest in the West Rand (44.0%). Of the MSM on PrEP.
most (55.6%) had been using it for more than a year.

23%

of HIV-negative MSM used PrEP

Table 25: Coverage of HIV prevention and treatment services among men who have sex with men in seven districts, BBS-Lite 2025

Bojanala

Characteristic

N (number of KPs)

Capricorn Sedibeng

Received any HIV prevention/treatment services in the past 12 months

Yes 10.3 11.8 115
Currently on PrEP
Yes 4.0 11.7 10.6
If currently on PrEP, duration on PrEP
<6 months 0.0 176 16.7
6-12 months 0.0 235 22.2
>] year 100.0 b8.8 611

58.6 58.6 58.6 69.2 75.1 74.9
255 20.0 236 375 176 18.2
28.0 10.0 22.9 0.0 224 21.2
4.0 20.0 86 0.0 204 19.2
63.0 70.0 68.6 100.0 571 59.6

50.0

571

250

0.0
75.0

BBS Results: Men Who Have Sex with Men

As was the case with PWID, less than half of all MSM
interviewed had received HIV prevention or treatment
services from anywhere (public, private or NGO services)

in the past year. The percentage of MSM who were on PrEP
at the time of the survey varied widely between districts.
The same wide variation was observed in the 2019 SAMHM,
which reported ever-PrEP use of 1% in Mahikeng and 21% in
Cape Town.? First, the low coverage of HIV services explains
the poor health outcomes reported among MSM. Second,

it reflects the very few programmes targeting MSM. In the
seven districts where this survey was conducted, MSM
programmes were present in only two districts, as opposed
to four districts for FSWs. These realities highlight the need
for improved targeting and coverage of HIV prevention and
treatment programmes for MSM.

Hani
PGR ouT COMB PGR ouT COMB PGR ouT COMB PGR COMB ouT ouT OUT
(% (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

Overall

1651
546 545 75 511 519 46.3
436 440 154 240 115 230
2100 211 172 167 417 212
227 220 414 292 417 232
563 569 414 542 167 55.6

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts




BBS Results: Men Who Have Sex with Men

This BBS-Lite survey provides insights into the reach

and potential impact of Global Fund programmes in

the two districts with IPs. Although not meant to be a
comprehensive impact evaluation, two types of analysis
were conducted: between-district comparisons and
within-district comparisons. It is noteworthy that these
comparisons are only proxies for programme performance.
To properly evaluate the programmes, quasi-experimental
designs with detailed and specific exposure measurements
are needed to control potential bias and confounding.
Nevertheless, much of the observed differences may be due
to programme services.

Between-district comparisons

Although four of the seven districts in this survey had Global
Fund programmes, only two of those four districts (Bojanala
and Capricorn) had MSM programmes. There was no
evidence that MSM in programme districts were better than
non-programme districts for the studied outcome, except
for alcohol dependence.

Within-district comparisons

The comparison between MSM recruited at programme
sites and those recruited from outreach locations showed
that MSM recruited at programme sites were better off than

those recruited from outreach locations regarding many of
the studied outcomes, especially in the two districts with
MSM programs (Bojanala and Capricorn). Although there
were no meaningful differences between programme sites
and outreach locations in the percentage of MSM who
have received any HIV prevention or treatment services in
the past year, the likelihood of PrEP use was higher among
those recruited at programme sites.

Furthermore, in the two MSM programme districts, MSM
recruited at programme sites were less likely to experience
general violence and IPV. MSM recruited at programme
sites were also better off than those recruited at outreach
locations in terms of experiences of homelessness and
imprisonment. Furthermore, the avoidance of healthcare
due to stigma was generally higher among MSM recruited
at outreach locations. Lastly, in two districts with MSM
programmes, Bojanala and Capricorn, the experience of
violence was more prevalent among MSM surveyed at
outreach venues.

These differences in these crude analyses highlight the
urgent need for efficient and effective interventions for MSM
in these districts. The fact that the majority of MSM use
social media daily means that such digital platforms can be
effectively used to reach them.
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In this section, data on the following are presented: sociodemographic characteristics, HIV prevalence, HIV
treatment cascade, symptomatic TB, risk behaviours and social and structural vulnerabilities, including condom
use, multiple sexual partnerships, practice of anal sex, alcohol abuse, experience of violence and stigma among
transgender women (TGW).

Sociodemographic characteristics

Table 26 shows the basic characteristics of the TGW recruited into the study by district. Four hundred and
ninety-seven (497) TGW participants took part in the survey, with the majority (83%) recruited from outreach
locations. Only two districts (Bojanala and Capricorn) had TGW programmes. Across districts, Bojanala
accounted for most (31%) of the TGW recruited (n = 154), while iLembe accounted for the least (n = 20, 4%).
Over a third (37%) of the participants were aged 18 to 24 years, with those recruited from Chris Hani district
being the youngest (54% aged 18 to 24). Transgender women recruited at programme sites in Bojanala and
Chris Hani were younger than those recruited from outreach locations.

Half (50.1%) of TGW had spent a night outside their district of residence in the past month. As shown in Table
26, the majority of TGW (89.2%) had never been married, and 71.7% had completed secondary education. The
percentage of individuals who completed secondary education was lowest in Chris Hani (62.3%) and highest in
the West Rand (86.0%). The majority (84.3%) of TGW used social media daily, with this percentage highest in
the West Rand (94.2%) and lowest in Xhariep (67.3%).

The sociodemographic profile of the 497 TGW who participated in this study suggests a mobile and educated
KP group. The percentage of TGW who had completed secondary education (72%) was the highest among all
KPs. This is higher than the percentage reported in the Botshelo Ba Trans study, the first HIV BBS conducted
among TGW in the southern African region.?® Similar to the BBS-Lite, the Botshelo Ba Trans study reported that
78.0% to 95.5% TGW were single (unmarried).
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Table 26: Sociodemographic characteristics of transgender women in seven districts, BBS-Lite 2025

Characteristic

N (number of KPs)
Site of interview
Service delivery site
Outreach venues
Age group

16-24 yrs

25-34 yrs

35 and above
Marital Status
Never married

Married/living with a partner

Divorced/separated or
widowed

100

525
25.0
22.5

95.0
50

0.0

Highest educational qualification

Primary or less
Some secondary

Completed secondary

0.0
375
62.5

S JERELE]

100

254
52.6
21.9

93.0
70

0.0

26
30.7
06.7

26

74

32.5
45.5
22.1

93.5
6.5

0.0

1.9
325
65.6

100

441
38.2
176

91.2
59

29

0.0
206
794

Capricorn

100

11.1
55.6
33.3

778
22.2

0.0

0.0
22.2
778

Mobility (spent a night outside district of residence in the past month)

Yes
Frequency of social media use

Daily

325

85.0

56.1

86.0

50.0

85.7

26.5

85.3

333

838.9

79

21

372
41.9
20.9

884
9.3

2.3

0.0

20.9

791

279

86.0

100

40.0
20.0
40.0

100.0
0.0

0.0

0.0

100.0

0.0

60.0

100.0

Sedibeng

100

24.1
45.6
304

81.7
159

24

25

215

75.9

62.0

84.8

94

25.0
440
310

83.0
14.8

2.3

24

26.2

714

619

85.7

100

40.0
40.0
20.0

100.0
0.0

0.0

20.0

0.0

80.0

60.0

80.0

West Rand

100

40.7
48.1
11.1

815
16.0

25

25

11.1

86.4

60.5

95.1

94

40.7
477
11.6

82.6
15.1

2.3

35

105

86.0

60.5

94.2

Chris i
Hani

100

541
311
14.8

95.1
16

16

16
36.1
62.3

295

787

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts

100

250
55.0
20.0

85.0
10.0

50

0.0

250

75.0

70.0

80.0

PGR [ out | COMB | pGR | oOuT [ COMB [ PGR OuT | COMB [ PGR OUT | COMB [ ouT | ouT | ouT
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)
40 114 154 34 9 43 5 79 84 5 8l 86 61 20 49

100

510
32.7
16.3

93.9
2.0

41

41

24.5

714

49.0

67.3

Overall
(%)
497

17

83

37.2
427
201

89.2
8.8

1.8

2.2
26.1
717

50.1

84.3
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Biological markers: HIV, HIV treatment cascade and TB

HIV prevalence among transgender women

HIV prevalence in each district
The average prevalence of HIV among TGW in the seven districts was 40.9%, varying from 31.8% (95% Cl: 21.4-44.4) in Bojanala to 50% (95% Cl: 34.2-64.3) in iLembe (Figure 26). HIV
prevalence was considerably higher in programme sites than in outreach locations in three districts: Bojanala, Sedibeng and the West Rand.

The range of HIV prevalences reported in this study is similar to that reported for three metropolitan municipalities in the Botshelo Ba Trans study: 46.1% in Buffalo City, 45.5% in Cape Town
and 63.4% in Johannesburg.?® The higher HIV prevalence in programme sites in three of the four programme districts may, in part, be due to hotspot mapping and the selection of sites for

Global Fund programming, which may have been based on HIV prevalence.

31.8% 39.5% 32.6%
\, 32%
S )
53% po 409
Bojanala Capricorn Sedibeng Westrand
49.2% 50.0% 36.7%
40.9%
37%
49% 509
Chris Hani iLembe Xhariep Average

B Programme [0 oOutreach I Combined

Figure 26: HIV prevalence among transgender women in seven districts, BBS-Lite 2025
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HIV prevalence in younger age groups (16 to 24 years) can
serve as a proxy for incidence.? The disaggregation of HIV
prevalence by age shows that HIV prevalence increased
consistently with age from 10.9% among TGW aged 18 to
24 years to 73.9% among those aged 40 years and above
(Figure 27). By the time TGW reach their mid-20s, a third of
them are already infected. The increasing HIV prevalence
with age in this population is likely due to reduced HIV-
related mortality and increased longevity in the older age
groups due to access to ART. However, recent data have
also highlighted increasing HIV incidence in older adults.™t
The data underpins the need for scaled, evidence-based
interventions to arrest the high HIV incidence in all age
groups of TGW and to continue to put those living with the
virus on treatment.

Almost all TGW in the BBS-Lite were aged 18 to 49 years
(99.6%). Figure 28 compares HIV prevalence among TGW
in the BBS-Lite and adult female (15-49 years) prevalence
in the respective districts, using data from the Naomi
Model.’® The data showed that the ratio of HIV prevalence
in TGW relative to the general adult population ranged
from 1.27 to 2.20. This means that TGW were about two
times more likely to be infected with HIV in comparison

to females in the general population. This huge disparity
confirms the disproportionate burden of HIV borne by TGW
in South Africa and the need for appropriate intervention
programmes in the studied districts.

74%
65%
51% °
31%
24% é
11% ‘ ,
I |7 I |
r 7™y { Zam™ Y ¥ & N
16-19 20-24 25-29 30-34 35-40 40 and above

Figure 27: HIV prevalence by age among transgender women in seven districts, BBS-Lite 2025

PR=1.27 PR=1.84 | 21% PR=2.19 ||21% PR=1.52 '21%
) 3

25%
31% 3%
40% 46%
Bojanala Capricorn Sedibeng Westrand
18%
PR=1.85 PR=1.64 PR=2.03
27%
31%
49% 50% 37%
Chris Hani iLembe Xhariep

I Females (Naomi Model 2024) [l BBS-Lite (2025)

PR=Prevalence Ratio

Figure 28: HIV prevalence among adult males (15-49) in each district and TGW in the study, BBS-Lite 2025
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HIV treatment cascade (95-95-95 targets)
The HIV treatment targets among TGW were 83-95-77 across all districts. The percentage of TGW who knew their HIV

status was 83.2%, lowest in Bojanala (75.5%) and highest in Capricorn and Xhariep (100%). Among those who knew their
status, 95.0% were on treatment, and 76.8% of those on treatment were virally suppressed (Figure 27). The TGW treatment 83 O/o

cascade, much like the one for MSM, shows low levels of awareness of HIV status among those living with HIV. Both data

highlight the need for heightened and targeted HIV testing programmes.

? 100 100
84 (0]0) (0]0)
90 e a

Bojanala Capricorn Sedibeng West Rand  Chris Hani iLembe Xhariep Overall
Platinumm

of HIV-positive MSM
knew their status

95%

of those who knew their
status were on treatment

B Aware (1st 95) Il On ART (2nd 95) Il Virally suppressed (3rd 95)

Figure 29: HIV treatment targets (95-95-95) among transgender women in seven districts, BBS-Lite 2025

77%

of those on treatment
were virally suppressed
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Symptomatic TB

Table 27 shows that weight loss (4.8%) and night sweats (4.6%) were the most common symptoms of TB among TGW,
while coughing was the least common (1.2%). Overall, 39 TGW (7.8%) were presumptive for TB. As seen with all other KP
groups, the prevalence of HIV was elevated among those symptomatic for TB, 46.2%.

Table 27: Symptomatic TB among men who have sex with men in seven districts, BBS-Lite 2025

N (number of KPs)

Coughing 0.0% 4.7% 00%  50%  00%  50%  20% 1.2%

Fever in the past t

Weeveekrs'” S PERe 3.2% 4.7% 1.2% 00% 00%  00%  20% 26%

Weight loss in the past

mi'fth 058 Inthe pas 9.1% 4.7% 1.2% 50% 00%  50%  82% 4.8%

Night sweats 84% 4.7% 24%  50% 00%  50%  2.0% 46%

Presumptive TB (any TB 16 4 3 7 0 2 7 39

symptorm) (104%)  (93%)  (34%)  (81%) (00%) (100%) (143%)  (78%) 80 /o

Of those with any

symptoms, number and 7 2 1 6 0 0 2 18 of TGW were presumptive for
' (438%)  (500%)  (333%) (857%) (%)  (00%) (286%) (46.2%) S e

% HIV+




Risk behaviours and
vulnerabilities

This section presents data on risk behaviours and social
and structural vulnerabilities of TGW, including condom
use, alcohol abuse, injecting practices, and experience
of violence and stigma. The survey documented other
vulnerabilities among TGW that increase the risk of HIV
infection and other negative health outcomes.

Multiple sexual partnerships

A small fraction of TGW (4.4%) reported multiple sexual
partnerships in the previous four weeks. It was highest in the
West Rand (7.0%). In the two programme districts (Bojana
and Capricorn), multiple sexual partnerships was at least
twice as high among TGW recruited at outreach locations as
those recruited at programme sites.

Condom use

Overall, 54.3% of TGW reported using condoms during
their last sexual intercourse, ranging from 44.3% in Chris
Hani to 66.3% in the West Rand. Condom use was higher

in programme sites than in outreach locations in Bojanala
but not in Capricorn (Table 28). The assessment of condom
use in the six months before the survey showed that 40.0%
of participants reported using condoms every time they
engaged in sexual activity. Consistent condom use varied
significantly by district, from 0% in iLembe and Chris Hani
to 83.3% in Xhariep. This low level of condom use should

549%

of TGW used condom at last
sexual intercourse

be interpreted within the context that the majority (89%)
of TGW are unmarried, highlighting the need for evidence-
based strategies to increase condom use among TGW.

Injecting drug use
Only two TGW reported injecting drugs in the past six
months, translating to 0.4%.

Alcohol abuse

0.4%

of TGW reported injecting drugs in the
previous 6 months

The prevalence of alcohol dependency among TGW

was 38.8%, ranging from 13.0% in Bojanala to 59.5% in
Sedibeng. Of the districts with programmes (Bojanala and
Capricorn), alcohol abuse was higher among TGW recruited
at programme sites than in those recruited at outreach
locations.

39%

of all TGW were alcohol
dependent
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Experience of violence

Of the TGW surveyed, 29.0% reported experiencing violence
in the 12 months before the survey. In the two districts

with programmes, the experience of violence was higher in
outreach location participants than in programme sites. For
example, in Bojanala, 15% of TGW recruited at programme
sites reported experiencing violence, while 23.7% of

those at outreach locations did. The incidence of IPV was
22.1% across all districts, ranging from 11.5% in Chris

Hani to 38.1% in Sedibeng. A similar pattern by site of data
collection was observed in the two programme districts.

f;i 29%

of TGW experienced
violence in the last year
Much like alcohol dependence, the experience of violence,

including IPV, was rife. These are two common enablers
of HIV acquisition and poor HIV care outcomes. The high
levels of both factors indicate the need for the relevant
interventions for TGW, including psychosocial support.

Experience of stigma

Of the 497 TGW surveyed, 13.9% reported that they had
avoided seeking healthcare in the past six months due

to stigma. iLembe (30.0%) had the highest percentage

of TGW who reported avoiding seeking healthcare due to
stigma, while Chris Hani district (4.9%) had the lowest.
There was no discernible pattern in this indicator by site of
data collection. Similar to MSM, the avoidance of healthcare
due to stigma was low, but slightly higher than the current
NSP target of 10%. Nevertheless, three of the seven study
districts achieved the 10% target.
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The proportion of TGW who had been in jail/prison in the six months before the survey was 5.2%. The rate of imprisonment was lowest in iLembe (0%) and highest in the West Rand (7.0%).
There was no discernible pattern in this indicator by site of data collection. Although this is the lowest imprisonment rate of the four KPs, it is worth exploring the reasons for imprisonment in
future studies.

The prevalence of current homelessness among TGW was 4.0% and ranged from 0% in Bojanala to 15% in iLembe. None of the TGW surveyed at programme sites in Bojanala were homeless.

Almost a quarter (23.3%) of TGW reported sleeping hungry due to a lack of food in the past 30 days. There were observable differences between districts, with Sedibeng (39.3%) having the
highest prevalence of food insecurity among TGW and Chris Hani (8.2%) having the lowest. Food insecurity affected more TGW surveyed at programme sites than those at outreach venues.

Homelessness, imprisonment and food insecurity were less common among TGW compared to other KPs, suggesting that TGW have better socioeconomic status than the other KP groups.
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Table 28: Risk Behaviours and vulnerabilities among transgender women in seven districts, BBS-Lite 2025

Overall
SUICOMEHEASUIS el OuUT | COMB PGR ouT COMB | PGR OuUT | COMB | PGR OuUT | COMB ouT ouT ouT (%)
(%) CO) ) (%) (%) (%) (%) C0)) (%) (CO) (%) (%) (%) (%) (CO)
N (Number of KPs) 40 114 154 34 9 43 5 79 84 5 81 86 61 20 49 497
Condom use during last sexual intercourse

Yes 60.0% 474% 506%  471% 556% 488% 400% 595% 583% 600% 667% 663% 443% 450% 59.2% 54.3%
Frequency of condom use in the past 6 months

Every time 50.0% 412% 435% 50.0% 0.0%  25.0% % 50.0% 50.0% % 333% 33.3% 0.0% 0.0% 83.3% 40.0%
Most times 00% 353% 261% 0.0% 0.0% 0.0% % 50.0% 50.0% % 286% 28.6% 0.0% 50.0% 0.0% 26.2%
Less frequent 50.0% 235% 304% 50.0% 100.0% 75.0% % 0.0% 0.0% % 381% 381% 100.0% 500% 16.7% 33.8%
Multiple sexual partners (past 4 weeks)

2 or more partners 2.5% 3%  45% 2.9% 11.1% 47% 200% 38% 48% 200% 6.2% 7.0% 0.0% 5.0% 4.1% 44%

Injected drugs in the past six months

Yes 00% 00% 0.0% 0.0% 0.0% 0.0% 0.0% 1.3% 12% 20.0% 0.0% 1.2% 0.0% 00%  0.0% 0.4%

Alcohol dependence (CAGE)

Yes 10.0% 14.0% 13.0% 294% 11.1%  256% 60.0% 595% 595% 200% 506% 488% 59.0% 50.0% 49.0% 38.8%
Experienced violence in past 12 months

Yes 150% 237% 214% 324% 556% 372% 400% 41.8% 41.7% 200% 346% 337% 180% 450% 224% 29.0%
Experienced IPV in past 12 months

Yes 50% 158% 130% 294% 333% 302% 20.0% 392% 381% 600% 259% 279% 115%  30.0% 16.3% 22.1%
Avoided seeking healthcare because of stigma

Yes 125% 96% 104% 11.8% 222% 140% 200% 19.0% 190% 00% 235% 22.1% 4.9% 30.0% 6.1% 13.9%
Been in jail/prison within past 6 months

Yes 5.0% 70%  6.5% 2.9% 11.1% 4.7% 00%  3.8% 36%  0.0% 74% 7.0% 4.9% 0.0% 4.1% 5.2%

Currently homeless

Yes 00% 00% 0.0% 8.8% 11.1% 93% 00% 101% 95%  0.0% 1.2% 1.2% 4.9% 150% 2.0% 4.0%

Slept hungry because of lack of food in past 30 days

Yes 250% 219% 227% 353% 11.1%  302% 600% 380% 393% 00% 198% 186% 8.2% 25.0% 184% 23.3%

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts
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Programme coverage

Intervention services coverage

Across all districts, less than half (45.1%) of TGW reported
having received any HIV prevention/treatment services in the
past 12 months, ranging from 14.8% in Chris Hanito 77.4% in
Sedibeng. Across all districts, TGW recruited at programme
sites reported higher percentages of programme coverage
than those recruited from outreach locations (Table 29).

45%

of TGW reported having
received any HIV
prevention/treatment
services in the last 12
months

PrEP uptake and use

A quarter (24.8%) of TGW who were HIV-negative were on
PrEP. Notably, PrEP uptake was lowest in Xhariep (11.1%)
and highest in Capricorn (58.3%). Of the TGW on PrEP,
most (56.2%) had been using it for more than a year.

Access to HIV prevention and treatment services was low
among TGW. The low coverage of HIV services explains the
poor health outcomes reported among TGW, reflecting the
few programmes targeting TGW. In the seven districts where
this survey was conducted, TGW programmes were present
in only two districts, compared with four for FSWs. These
realities highlight the need for more HIV prevention and
treatment programmes targeting TGW.

Table 29: Coverage of HIV prevention and treatment services among men who have sex with men in seven districts, BBS-Lite 2025

Bojanala

Characteristic

Capricorn Sedibeng

25%

of HIV-negative TGW were on PrEP

West Rand Xharlep
Hani

N (number of KPs)

Received any HIV prevention/treatment services in the past 12 months

Yes 20.0% 140% 156% 647% 556% 628% 100.0% 759% 774% 80.0%
Currently on PrEP
Yes 261% 140% 164% 571% 667% 583% 500% 209% 222% 50.0%
If currently on PrEP, duration on PrEP
<6 months 50.0% 231% 316% 333% 00% 286% 00% 222% 200% 0.0%
6-12 months 167% 538% 421% 83% 0.0% 71% 1000% 222% 300% 0.0%
>1 year 333% 231% 263% 583% 1000% 643% 00% 556% 500% 100.0%

63.0%

42 4%

8.3%

16.7%
75.0%

Overall (%)
PGR ouT comB PGR ouT comB PGR ouT COoMB PGR COoMB ouT ouT ouT
(%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%) (%)

640% 148% 50.0% 694% 45.1%
429% 158% 154% 11.1% 24.8%
77%  167%  0.0% 0.0% 18.8%
154% 333% 00% 667% 25.0%
769% 50.0% 1000% 33.3% 56.2%

PGR: Programme sites; OUT: Outreach locations; COMB: Combined, district statistics when PGR and OUT are combined; Overall: statistics across all districts



This BBS-Lite survey provides insights into the reach
and potential impact of Global Fund programmes in

the two districts with IPs. Although not intended to be a
comprehensive impact evaluation, two types of analyses
were conducted: between-district comparisons and
within-district comparisons. It is noteworthy that these

comparisons are only proxies for programme performance.

To comprehensively evaluate the programmes, quasi-
experimental designs with detailed and specific exposure
measurements are needed to control potential bias and
confounding. For example, it is noteworthy that TGW
recruited at programme sites were younger than those
recruited from outreach locations and slightly more

likely to use social media. Nevertheless, much of the
observed differences may be due to programme services.
Significantly more TGW recruited at programme sites than
those recruited at outreach locations reported that they
have received HIV prevention and treatment services in the
past 12 months.

Between-district comparisons

Four of the seven districts in this survey had Global Fund
programmes, but only two of those four districts (Bojanala
and Capricorn) had TGW programmes. Although some
TGW were recruited at programme sites in Sedibeng and
the West Rand, those programmes were for other KPs

and not TGW. A crude analysis comparing the programme
districts to the non-programme districts did not show any
systematic differences between both groups, although
programme districts appeared to have lower levels of
alcohol dependence and stigma.
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Within-district comparisons

The comparison between TGW recruited at programme sites and those recruited from outreach locations showed that
TGW recruited at programme sites were better off than those recruited from outreach locations regarding many of the
studied outcomes, especially in the two districts with MSM programs (Bojanala and Capricorn). Specifically, programme
site participants were more likely to be reached by programmes and to use PrEP. In the two TGW districts, TGW recruited at
programme sites were less likely to experience general violence and IPV. Furthermore, TGW recruited at programme sites
were better off than those recruited at outreach locations in terms of experiences of homelessness and imprisonment. They
were also less likely to report multiple sexual partnerships.

These differences in these crude analyses highlight the urgent need for efficient and effective interventions for TGW in these
districts. The fact that the majority of TGW use social media daily means that digital platforms can be explored to reach
them.



Conclusions

Female sex workers

Conclusions

>

The study included 2,474 FSW participants from seven districts. There were sociodemographic differences
between the FSWs recruited at programme sites and those recruited from outreach locations.

The average HIV prevalence across all seven districts was 38.5%, ranging from 31.2% in Sedibeng to 49.7%
iniLembe.

Relative to females of the same age group, HIV prevalence was 2 to 3 times higher among FSWs.

HIV prevalence increased consistently with age, peaking at 64.4% among FSWs aged 50 years and above.
The increased prevalence in the older age groups of FSWs may be due to FSWs living with HIV living longer
due to access to antiretroviral treatment and/or high HIV incidence in older adults.

Condom use at last sexual intercourse among FSWs was unacceptably low at 65%, which is lower than the
current NSP target of 90%.

PrEP use among those who reported being HIV negative was an encouraging 53.2% and much higher at
programme sites.

The data suggest PrEP disinhibition—the potential reduction in condom use among people who feel
protected by PrEP.

The prevalence of alcohol abuse was high (49.2%), ranging from 13.6% in Bojanala to 87.0% in Chris Hani.
Bojanala and Capricorn were the only districts where the prevalence of alcohol abuse was below 50%.

The majority of FSWs have been reached with HIV prevention and treatment services in the past 12 months
in districts where programmes exist. Unfortunately, in districts without FSW programmes, the majority of
FSWs (e.g., 68% in Chris Hani) have not received any HIV prevention or treatment services in the past 12
months.

The 33.7% of FSWs who reported experiencing IPV in the 12 months preceding the survey is very high.
The level of food insecurity was also high, affecting 50% of FSWs.

Stigma levels were somewhat low, as seen in the 18% FSWs who avoided seeking healthcare because of
stigma.

The levels of homelessness and imprisonment were low (<10%).

Recommendations

>

The high mobility observed among FSWs highlights the need
for an individual tracking system (using the national Unit
Identification Code) among KPs.

HIV prevention and treatment programmes should expand
into areas where they are lacking while strengthening specific
areas based on available evidence. This BBS-Lite data
showed that programme participation decreased with age,
and HIV prevalence increased with HIV, highlighting the need
to also target older FSWs in HIV prevention programming.

The contextual and structural vulnerabilities that increase
HIV risk among FSWs should be acknowledged when
planning intervention programmes and addressed where
possible.

Implementation partners should incorporate research into
their programmes to address questions that can enhance
programme efficiency and effectiveness.

Qualitative research should also be conducted to unpack
some specific findings from the study. An example is the
observed PrEP disinhibition. It is important to understand
its mechanism to design appropriate interventions. In the
meantime, HIV combination prevention strategy should be
strengthened, with clearly crafted messaging.

Building on this baseline data, future rounds of the BBS-Lite
or similar data collection endeavours in the studied districts
are needed to evaluate progress and improve intervention
programmes.



People who inject drugs
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PWID in the studied districts are under the heavy burden of three epidemics: HIV, Hepatitis B and Hepatitis C.

The average HIV prevalence among PWID in the six districts was very high, 47.6%, varying from 19% in iLembe to 74.5%
in Sedibeng. The HIV prevalence was highest (62.7%) among those aged 35 to 40 years. The prevalence in young PWID
is unacceptably high: 33% in those under 20 years and 42% in the 20-24 year olds.

The hepatitis B prevalence, 15.5% was higher than previously reported in metropolitan districts.

The overall prevalence of Hepatitis C was 69.5%, ranging from 16.6% in Chris Hani to 78.3% in Sedibeng.

Three out of ten PWID living with HIV did not know that they were infected.

Access to new needles appears to be decent (60%), but needle sharing remains common. Almost half of PWID (46.0%)
reported sharing an injecting needle the last time they injected. Most PWID inject many times daily.

In addition to risky injecting practices, there was evidence of sexual risk behaviour. Multiple sexual partnerships were
common (25%), with some PWID (7%) reporting transactional sex. Condom use at last sex was only 52%.

The majority of PWID (55%) did not receive HIV prevention or treatment services from anywhere (public, private or
NGOs) in the past year, with less than 10% of HIV-negative PWID on PrEP.

The PWID data from this BBS-Lite is a reminder that health does not occur in isolation. The survey documented many
social and structural factors, as well as risk behaviours, that explain the high prevalence of HIV, hepatitis and other
negative health outcomes observed.

There was a very high level of food insecurity, 71.6%, which is a risk factor for HIV infection and a structural barrier to
HIV care. There was also a high level of violence — 50.7% reported that they experienced violence within the 12 months
preceding the survey. A third of PWID (32.8%) reported that they had been in jail/prison in the six months before the
survey.

The fact that the majority (86%) of PWID have never used social media reflects their vulnerabilities and highlights how
interventions should be designed for them.

Conclusions

Concerted prevention efforts are needed for HIV,
Hepatitis B and Hepatitis C infections epidemics
among PWID. Programme services should be
urgently expanded to areas where they currently
do not exist. Government interventions are
needed to support current donor-funded
programmes.

Direct-acting antivirals (DAAs), which are highly
effective medications for treating Hepatitis C,
should be urgently considered for those infected.

Planned interventions should target biomedical
factors and social and structural determinants.

TB screening among PWID using advanced
technologies that do not rely on sputum
production, such as the computer-aided digital
x-ray, should be considered.



Conclusions

Men who have sex with men

The socioeconomic profile of MSM was higher than that of PWID and FSWs. The majority of MSM (90.9%) have never
been married, and 69.7% have completed secondary education. Most MSM use social media daily.

The average prevalence of HIV among MSM in the seven districts was 25%, varying from 18.5% in the West Rand to
31.2% iniLembe. HIV prevalence is high in younger MSM and continues to increase with age. By the time MSM reach
their mid-twenties, one in five of them is already infected with HIV. MSM in the seven districts bear a disproportionately
high burden of HIV when compared to the adult male population in the respective districts.

None of the districts have achieved the UNAIDS 95-95-95 targets; however, achievements were good in most districts.
The biggest gap was in awareness, the first 95.

Sexual risk behaviours were rife among MSM. One in three MSM had more than two sexual partners in the past four
weeks. Condom use at last sexual intercourse was low, and consistent condom use was lower.

The study revealed high levels of alcohol abuse among MSM, with as high as 48.4% being alcohol dependent.

The study reported high levels of general violence against MSM, with 30.8% having experienced violence and 21.6%
having experienced IPV in the last year.

Avoiding seeking healthcare due to stigma was desirable at 14.8%.
Other vulnerabilities, like homelessness and having slept in jail, were less common, less than 10% for both.

Access to HIV prevention and treatment services was low. Only two of the seven districts studied have Global Fund
programmes targeting MSM.

HIV prevention and treatment programmes
should expand into areas where they are lacking
while strengthening specific areas based on
available evidence.

As the nation gears towards achieving 95-95-
95 by 2028, awareness and testing campaigns
among MSM are urgently needed. Among those
on treatment, there is also a need for treatment
support to achieve viral load suppression.

MSM interventions should focus on increasing
PrEP use and reducing risk behaviours,
especially among the younger males.

Underlying factors that portend HIV risks, such
as alcohol abuse and the experience of violence,
should be addressed.

Digital media technologies can be employed to
reach MSM, considering their educational profile
and use of social media.



Transgender women

Much like MSM, TGW had a high socioeconomic profile; 71.7% had completed secondary education, and 84.3%
used social media daily.

The average prevalence of HIV among TGW across the seven districts was very high, 40.9% overall and higher in
some districts. Even more worrying is the high prevalence in young adults: 11% in those under 20 years and 25%
in the 20-24 age group. TGW in the seven districts bear a disproportionately high burden of HIV when compared
to the adult female population in the respective districts, with a prevalence ratio of about 2.

None of the districts achieve the 95-95-95 UNAIDS targets, with similar treatment cascade achievements as
MSM, but some districts perform very well for the first two indicators. The percentage of TGW who know their
HIV status was lower than 90% in five of the seven districts.

The prevalence of multiple sexual partnerships in the past four weeks was low, 4.8%, but unprotected sexual
intercourse was high. PrEP use was low.

The prevalence of alcohol dependence was high, 38.8% overall and as high as 59.5% in Sedibeng. Similar to
other KP groups, the experience of overall violence and IPV were high.

Only 13.9% reported that they had avoided seeking healthcare in the past six months due to stigma, which is just
above the NSP target of 10%.

Other vulnerabilities, like homelessness and sleeping in jail, were less common among TGW, less than 6% overall
for each outcome.

Conclusions

HIV prevention and treatment programmes should
expand into areas where they are lacking while
strengthening existing services based on available
evidence from this survey.

As the nation gears towards achieving 95-95-95 by
2028, awareness and testing campaigns among TGW
are urgently needed. Among those on treatment,
there is also a need for treatment support to improve
viral load suppression, which is currently very low.

Although the prevalence of multiple sexual
partnerships was low, interventions promoting PrEP
use and condom use are needed.

Interventions that address underlying determinants
of HIV infection and care, including alcohol abuse and
experience of IPV, are needed.

Implementing partners should consider innovative
interventions that leverage digital media technologies
to reach and engage TGW, considering their
educational profile and daily use of social media.



Conclusions

Overall conclusions
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This study serves as proof of concept that the BBS-Lite can be conducted in South Africa with efficient utilisation of
resources.

The BBS-Lite collected data on 6,182 individuals in four KPs across seven districts, with data collection completed
within three months.

There were many lessons learnt in the implementation of this BBS-Lite, which are being documented in a different
report.

All KPs in all seven districts bear a disproportionate burden of HIV in comparison to the general district population, with
HIV prevalence ratios ranging from 2 to 7.

Of all four KPs, PWID bear the biggest burden of the HIV epidemic, having the highest HIV prevalence overall and in
those aged 18 to 24 years.

The high HIV prevalence in the younger age groups suggests that the country is not turning the tide on the HIV
epidemic in KPs in the studied districts.

HIV risk behaviours were common in all KPs, with low condom use evident in all groups.

PrEP use was highest among FSWs. There is some evidence of PrEP disinhibition among FSWs, but it was not observed
in other KPs.

PWID had the worst profile in terms of social and structural enablers of HIV due to their living conditions. They had the
highest rates of homelessness and imprisonment. On the other hand, TGW and MSM had the better socioeconomic
profiles.

Food insecurity was very high among all KPs and highest among PWID.
Experience of violence was very high among all KPs and very high among PWID.

HIV prevention and treatment services coverage was suboptimal in all KPs (less than 65%) and lowest in TGW and
PWID. In districts where programmes exist, HIV services coverage was generally high, over 90% among KPs recruited
from programme sites in some districts.

Apart from PWID, all other KP groups showed excessive dependence on alcohol.

Some districts showed consistent patterns for some indicators. For example, iLembe generally had the highest levels
of violence, while Chris Hani had the highest levels of alcohol abuse.

This BBS-Lite provided valuable data on the
HIV epidemic and other outcomes among four
KPs in seven previously unstudied districts of
South Africa. The data confirmed that the KPs
are underserved regarding HIV prevention and
treatment services, highlighting the need for
urgent evidence-based interventions for KPs if
South Africa is to achieve complete epidemic
control. In times of shrinking donor funds for
HIV prevention and treatment programmes,
governmental support for KP programmes will
be pivotal. The data presented in this first BBS-
Lite in South Africa will be critical for planning
necessary interventions and will serve as a
baseline for monitoring and evaluation.
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Appendices 1: Population Size

Estimates Extrapolations

The recommended estimates from the previous section
were used as the direct estimates in the models. Based on
these estimates, extrapolations were made. This method
follows the methods developed by Dr Jess Edwards and

Dr Grace Mulholland (University of North Carolina. The
methods were used to estimate the number of FSWs in
Malawi based on a model developed under the guidance of
Dr. Jess Edwards, also at UNC. The extrapolation methods
were used to compute size estimates for areas where the
survey was not implemented.

We employed a multiple imputation approach to impute
counts and proportions of key populations in districts

with a male or female population under 1 million. Multiple
imputation is a modern statistical method used to account
for missing data; in the case of population size estimates,
the "missing” data are size estimates in areas where direct
size estimates are not available. Multiple imputation is an
appropriate method for extrapolating size estimates to be
produced for localities outside the study implementation
area, based on contextual variables measured across all
localities of interest.

Briefly, the multiple imputation approach involves fitting
amodel of the relationship between key population size
and contextual variables, then applying multiply drawn
regression coefficients and locality-specific values for

the contextual variables to produce size estimates for localities outside the study area. The process of iteratively drawing
regression coefficients enables uncertainty in the parameter estimates to propagate through to the final confidence intervals
around the imputed size estimates. Multiple imputation has been used to extrapolate direct size estimates in other settings,
including Uganda and the Dominican Republic and Malawi.

Table 1: Total population size estimates for 47 districts

KP Group 95%ClLow |  95%Cl High 5% C1 %
14 15

128,100 124,200 132,800 1.4% of F 18-49
PWID 27,600 26,600 28,700 0.2% of M&F 18-49 01 0.2
MSM 66,900 65,500 68300 0.7% of M 18-49 0.7 0.8
TGW 14,000 13,500 14,500 0.2% of M 18-49 0.2 0.2

109




Appendices 1: Population Size Estimates Extrapolations

Table 2: Population size estimates of female sex workers for 47 districts

FSWs

Name of district % Lower N Lower

Alfred Nzo District Municipality 2.3 2.1 2.6 185,540.00  4,300.00 3,900.00 4,800.00
Amathole District Municipality 0.8 0.8 0.9 141,565.00  1,200.00 1,100.00 1,300.00
Buffalo City Metropolitan Municipality 1.2 1.2 1.3 174,362.00  2,100.00 2,000.00 2,300.00
Chris Hani District Municipality 12 . . 123,609.00  1,500.00

Joe Ggabi District Municipality 2.3 2 2.5 67,228.00 1,500.00 1,300.00 1,700.00
Nelson Mandela Bay Municipality 26 25 2.7 279,389.00  7300.00 6,800.00 7,700.00
Oliver Tambo District Municipality 0.9 0.9 1 339,735.00  3,100.00 2,900.00 3,300.00
Sarah Baartman District Municipality 35 3.2 39 107766.00  3,800.00 3,400.00 4,200.00
Fezile Dabi District Municipality 0.9 0.8 0.9 117.965.00 1,000.00 900.00 1,200.00
Lejweleputswa District Municipality 0.9 0.8 0.9 150,397.00 1,300.00 1,200.00 1,400.00
Mangaung Metropolitan Municipality 1.6 16 1.7 217,247.00 3,600.00 3,300.00 3,800.00
Thabo Mofutsanyana District Municipality 0.9 0.8 0.9 188,461.00 1,700.00 1,500.00 1,800.00
Xhariep District Municipality 2.2 . . 27,696.00 600.00

Sedibeng District Municipality 1.6 . . 22048800  3,600.00

West Rand District Municipality 19 . . 251,993.00  4,800.00

Amaijuba District Municipality 0.9 0.9 1 138,902.00  1,300.00 1,200.00 1,400.00
Harry Gwala District Municipality 0.9 0.8 1 119,424.00 1,100.00 900.00 1,200.00
llembe District Municipality 0.9 . . 164,737.00 1,500.00

King Cetshwayo District Municipality 1 0.9 1 231,938.00 2,200.00 2,100.00 2,400.00
Ugu District Municipality 1 0.9 1 201,305.00  1,900.00 1,800.00 2,100.00
Umgungundlovu District Municipality 1 0.9 1 302,504.00 3,000.00 2,800.00 3,100.00
Umkhanyakude District Municipality 0.9 0.8 0.9 168,13700  1,500.00 1,300.00 1,600.00
Umzinyathi District Municipality 0.9 0.8 0.9 141,193.00 1,200.00 1,100.00 1,400.00
Uthukela District Municipality 0.9 0.8 1 157,370.00 1,400.00 1,300.00 1,600.00
Zululand District Municipality 0.9 0.8 0.9 197665.00  1,700.00 1,600.00 1,900.00

Capricorn District Municipality 0.8 . . 298,632.00 2,500.00
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FSWs

Name of district % Lower % Upper F 18-49 \| N Lower N Upper
Mopani District Municipality 06 0.5 06 284,625.00 1600.00 1,500.00 1,800.00
Sekhukhune District Municipality 0.9 0.9 1 294406.00  2,700.00 2,500.00 2,900.00
Vhembe District Municipality 2.6 24 2.8 354,057.00  9,100.00 8,300.00  10,000.00
Waterberg District Municipality 14 1.3 14 168,208.00  2,300.00 2,100.00 2,500.00
Ehlanzeni District Municipality 25 2.3 27 43947400  11,100.00  10,100.00  12,100.00
Gert Sibande District Municipality 24 2.2 26 314,731.00 7400.00 6,800.00 8,100.00
Nkangala District Municipality 1.5 14 1.5 41851000  6,100.00 5,800.00 6,400.00
Frances Baard District Municipality 0.9 0.9 1 93,210.00 900.00 800.00 1,000.00
John Taolo Gaetsewe District Municipality 14 1.3 16 67,512.00 1,000.00 800.00 1,100.00
Namakwa District Municipality 0.8 0.7 0.9 26,698.00 200.00 100.00 300.00
Pixley Ka Seme District Municipality 0.8 0.7 0.9 44,884.00 400.00 300.00 500.00
fﬁ.ﬁzﬂia Fatman Mgcawu District 35 32 3.9 7093500 250000 220000  2.800.00
Bojanala Platinum District Municipality 0.9 . . 462,549.00  4,400.00

Dr Kenneth Kaunda District Municipality 14 14 15 20311200  2,900.00 2,700.00 3,100.00
Dr Ruth Segomotsi Mompati District Municipality 1.3 12 14 102,785.00  1,300.00 1,200.00 1,500.00
Ngaka Modiri Molema District Municipality 24 2.2 2.7 211,345.00  5,100.00 4,700.00 5,700.00
Cape Winelands District Municipality 14 14 15 248,661.00  3,500.00 3,300.00 3,800.00
Central Karoo District Municipality 0.8 0.7 1 16,861.00 100.00 100.00 200.00
Garden Route District Municipality 0.9 0.8 0.9 14740800  1,300.00 1,100.00 1,400.00
Overberg District Municipality 0.9 0.8 0.9 75,325.00 700.00 600.00 800.00

West Coast District Municipality 2.3 2.1 2.5 121,981.00  2,800.00 2,500.00 3,100.00
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Table 3: Population size estimates of people who inject drugs for 47 districts

PWID

Name of district % % Lower % Upper F18-49 \| N Lower N Upper
Alfred Nzo District Municipality 0.1 0.1 0.1 310521 200 100 300
Amathole District Municipality 0.3 0.2 0.3 297940 900 700 1100
Buffalo City Metropolitan Municipality 0.2 0.2 0.2 355892 800 600 900
Chris Hani District Municipality 0 . . 258395 100

Joe Ggabi District Municipality 0.1 0.1 0.1 136471 100 100 200
Nelson Mandela Bay Municipality 01 01 01 557820 400 300 600
Oliver Tambo District Municipality 01 01 01 664256 600 500 700
Sarah Baartman District Municipality 0.2 0.1 0.2 228810 400 300 500
Fezile Dabi District Municipality 0.1 0.1 0.1 241958 300 200 400
Lejweleputswa District Municipality 0.1 0.1 0.1 308781 400 300 500
Mangaung Metropolitan Municipality 0.1 0.1 0.1 433718 500 400 700
Thabo Mofutsanyana District Municipality 0.1 0.1 0.1 360188 400 300 400
Xhariep District Municipality 0 . . 56915 0

Sedibeng District Municipality 0.2 . . 485126 1000

West Rand District Municipality 04 . . 521822 1900

Amaijuba District Municipality 0.1 0.1 0.1 273798 300 200 400
Harry Gwala District Municipality 0.1 0.1 0.1 222656 200 100 300
llembe District Municipality 0.2 . . 320072 800

King Cetshwayo District Municipality 0.1 0.1 0.1 436246 400 300 500
Ugu District Municipality 0.3 0.2 0.3 403838 1100 900 1300
Umgungundlovu District Municipality 0.3 0.2 0.3 592475 1500 1300 1800
Umkhanyakude District Municipality 01 01 01 302827 300 200 400
Umzinyathi District Municipality 01 01 01 255198 200 100 300
Uthukela District Municipality 0.1 0.1 0.1 308556 300 200 400
Zululand District Municipality 0.1 0.1 0.1 368681 300 300 400

Capricorn District Municipality 0.1 . . 584713 700
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PWID

Name of district % Lower % Upper F 18-49 \| N Lower N Upper
Mopani District Municipality 0.1 0.1 0.1 550609 400 300 500
Sekhukhune District Municipality 0.1 0.1 0.1 583461 600 500 700
Vhembe District Municipality 0.1 0.1 0.1 678853 600 500 700
Waterberg District Municipality 0.2 0.2 0.2 368624 700 500 800
Ehlanzeni District Municipality 01 01 01 854502 800 700 1000
Gert Sibande District Municipality 0.1 0.1 0.1 658189 9500 700 1000
Nkangala District Municipality 0.2 0.2 0.2 906542 1600 1400 1800
Frances Baard District Municipality 0.1 0.1 0.1 198171 200 200 300
John Taolo Gaetsewe District Municipality 0.1 0.1 0.1 135717 100 100 200
Namakwa District Municipality 0.1 0.1 0.2 53789 100 0 100
Pixley Ka Seme District Municipality 0.1 0.1 0.2 93727 100 100 200
fﬁi'g‘;:;ﬁa Fatman Mgcawu District 02 02 02 149628 300 200 400
Bojanala Platinum District Municipality 0.2 . . 1056691 1700

Dr Kenneth Kaunda District Municipality 0.1 0.1 0.2 404781 600 500 700
azilijcti;:iiomow Mompati District 01 01 02 197138 300 200 400
Ngaka Modiri Molema District Municipality 0.1 0.1 0.1 425560 500 400 600
Cape Winelands District Municipality 04 04 0.5 511064 2200 1900 2400
Central Karoo District Municipality 0.1 0.1 0.2 32916 0 0 100
Garden Route District Municipality 0.1 0.1 0.1 292065 300 200 400
Overberg District Municipality 04 0.3 04 157365 600 400 700

West Coast District Municipality 04 0.3 04 249584 900 700 1100
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Table 4: Population size estimates of men who have sex with men for 47 districts

MSM

Name of district % % Lower % Upper M 18-49 \| N Lower N Upper
Alfred Nzo District Municipality 0.5 04 0.5 124,981 600 500 700
Amathole District Municipality 06 0.5 0.6 156,375 900 800 1,100
Buffalo City Metropolitan Municipality 1.3 1.2 14 181,530 2,400 2,200 2,500
Chris Hani District Municipality 0.9 . . 134,786 1,300

Joe Ggabi District Municipality 0.6 0.5 0.7 69,243 400 300 500
Nelson Mandela Bay Municipality 2.3 2.1 25 278,431 6,400 5,900 7,000
Oliver Tambo District Municipality 0.7 0.7 0.7 324,521 2,300 2,100 2,400
Sarah Baartman District Municipality 0.7 0.7 0.8 121,044 900 700 1,000
Fezile Dabi District Municipality 0.8 0.7 0.8 123,993 1,000 800 1,100
Lejweleputswa District Municipality 0.8 0.7 0.8 158,384 1,200 1,100 1,300
Mangaung Metropolitan Municipality 1 0.9 1 216,471 2,100 1,900 2,300
Thabo Mofutsanyana District Municipality 0.6 0.6 0.7 171,727 1,100 1,000 1,200
Xhariep District Municipality 3.2 . . 29,219 900

Sedibeng District Municipality 2.9 . . 264,638 7600

West Rand District Municipality 15 . . 269,829 4,000

Amajuba District Municipality 0.8 0.7 0.8 134,896 1,000 900 1,100
Harry Gwala District Municipality 0.6 0.6 0.7 103,232 600 500 700
llembe District Municipality 1 . . 155,335 1,500

King Cetshwayo District Municipality 0.7 0.7 0.8 204,308 1,500 1,300 1,600
Ugu District Municipality 0.8 0.7 0.8 202,533 1,600 1,400 1,800
Umgungundlovu District Municipality 0.8 0.8 0.9 289,971 2,400 2,200 2,500
Umkhanyakude District Municipality 06 05 06 134,690 700 600 900
Umzinyathi District Municipality 0.5 0.5 0.6 114,005 600 500 700
Uthukela District Municipality 0.7 0.6 0.7 151,186 1,000 900 1,100
Zululand District Municipality 0.6 0.6 0.6 171,016 1,000 900 1,200

Capricorn District Municipality 04 . . 286,081 1,100
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MSM

Name of district % Lower N Lower

Mopani District Municipality 0.7 0.6 0.7 265,984 1,800 1,700 2,000
Sekhukhune District Municipality 0.7 0.7 0.8 289,055 2,100 1,900 2,200
Vhembe District Municipality 0.7 0.7 0.8 324,796 2,400 2,200 2,600
Waterberg District Municipality 0.8 0.8 0.9 200,416 1,700 1,500 1,800
Ehlanzeni District Municipality 0.7 0.7 0.8 415,028 3,100 2,900 3,300
Gert Sibande District Municipality 0.8 0.8 0.8 343458 2,700 2,600 2,900
Nkangala District Municipality 1 0.9 1 488,032 4,800 4,600 5,000
Frances Baard District Municipality 0.9 0.8 1 104,961 900 800 1,100
John Taolo Gaetsewe District Municipality 0.7 0.6 0.7 68,205 500 400 500
Namakwa District Municipality 0.7 0.6 0.8 27091 200 100 300
Pixley Ka Seme District Municipality 0.7 0.6 0.8 48,843 300 300 400
fﬁ":i':;:ga Fatman Mgcawu District 07 07 08 78,693 600 500 700
Bojanala Platinum District Municipality 1.2 . . b94,142 7,200

Dr Kenneth Kaunda District Municipality 0.8 0.8 0.8 201,669 1,600 1,500 1,700
Eﬁzi?:igziiomots' Mompati District 06 05 06 94.353 500 500 700
Ngaka Modiri Molema District Municipality 0.8 0.7 0.8 214,215 1,600 1,500 1,800
Cape Winelands District Municipality 0.8 0.8 0.9 262,403 2,100 1,900 2,300
Central Karoo District Municipality 0.6 0.5 0.7 16,055 100 - 200
Garden Route District Municipality 0.7 0.6 0.7 144 657 1,000 9500 1,100
Overberg District Municipality 0.8 0.7 0.9 82,040 700 500 800

West Coast District Municipality 0.7 0.7 0.8 127,603 900 800 1,100
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Table 5: Population size estimates of transgender women for 47 districts

TGW

Name of district % Lower N Lower

Alfred Nzo District Municipality 0.1 0.1 0.2 124,981 200 100 300
Amathole District Municipality 0.2 0.1 0.2 156,375 300 200 400
Buffalo City Metropolitan Municipality 0.2 0.2 0.2 181,530 400 300 500
Chris Hani District Municipality 0.3 . . 134,786 400

Joe Ggabi District Municipality 0.1 0.1 0.2 69,243 100 0 200
Nelson Mandela Bay Municipality 0.2 01 0.2 278,431 500 300 700
Oliver Tambo District Municipality 01 0.1 0.2 324,521 500 400 600
Sarah Baartman District Municipality 0.1 0.1 0.2 121,044 200 100 200
Fezile Dabi District Municipality 0.1 0.1 0.2 123,993 200 100 300
Lejweleputswa District Municipality 0.1 0.1 0.2 158,384 200 100 300
Mangaung Metropolitan Municipality 0.2 0.1 0.2 216,471 300 200 400
Thabo Mofutsanyana District Municipality 0.1 0.1 0.2 171,727 200 200 300
Xhariep District Municipality 11 . . 29,219 300

Sedibeng District Municipality 0.3 . . 264,638 700

West Rand District Municipality 0.2 . . 269,829 600

Amaijuba District Municipality 0.1 0.1 0.2 134,896 200 100 300
Harry Gwala District Municipality 0.1 0.1 0.2 103,232 100 100 200
llembe District Municipality 0.1 . . 155,335 100

King Cetshwayo District Municipality 0.1 0.1 0.2 204,308 300 200 400
Ugu District Municipality 0.2 0.2 0.2 202,533 400 300 500
Umgungundlovu District Municipality 0.2 0.2 0.2 289,971 500 400 700
Umkhanyakude District Municipality 01 01 0.2 134,690 200 100 300
Umzinyathi District Municipality 01 0.1 0.2 114,005 200 100 200
Uthukela District Municipality 0.1 0.1 0.2 151,186 200 100 300
Zululand District Municipality 0.1 0.1 0.2 171,016 200 200 300

Capricorn District Municipality 0.1 . . 286,081 300
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TGW

Name of district % Lower N Lower

Mopani District Municipality 0.1 0.1 0.2 265,984 400 300 500
Sekhukhune District Municipality 0.1 0.1 0.2 289,055 400 300 500
Vhembe District Municipality 0.1 0.1 0.2 324,796 500 400 600
Waterberg District Municipality 0.1 0.1 0.2 200,416 300 200 400
Ehlanzeni District Municipality 01 01 0.2 415,028 600 500 700
Gert Sibande District Municipality 0.1 0.1 0.2 343458 500 400 600
Nkangala District Municipality 0.1 0.1 0.2 488,032 700 600 800
Frances Baard District Municipality 0.1 0.1 0.2 104,961 200 100 200
John Taolo Gaetsewe District Municipality 0.1 0.1 0.2 68,205 100 0 200
Namakwa District Municipality 0.1 0.1 0.2 27091 0 0 100
Pixley Ka Seme District Municipality 0.1 0.1 0.2 48,843 100 0 100
f/}’:’ﬂ:;ﬁga Fatman Mgcawu District 01 01 02 78,693 100 0 200
Bojanala Platinum District Municipality 0.1 . . h94142 500

Dr Kenneth Kaunda District Municipality 0.1 0.1 0.2 201,669 300 200 400
Eﬂlirsi;;iiomc’ts' Mompati District 01 01 02 94353 100 100 200
Ngaka Modiri Molema District Municipality 0.1 0.1 0.2 214,215 300 200 400
Cape Winelands District Municipality 0.2 0.2 0.2 262,403 500 300 600
Central Karoo District Municipality 0.1 0.1 0.2 16,055 0 0 100
Garden Route District Municipality 0.1 0.1 0.2 144,657 200 100 300
Overberg District Municipality 0.2 0.1 0.2 82,040 100 100 200

West Coast District Municipality 0.2 01 0.2 127603 200 100 300
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