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Report of the SACBC AIDS Office 
January to December 2005 

 
 
Prevention 

• Education for Life Programme in a number of dioceses has been supported 
financially through the AIDS Office.  Not all dioceses on board. 

• Prevention remains the Achilles’ heel of the Church’s AIDS work, as of AIDS 
work in the public domain.   

• Alarming stories continue to be heard of the behaviour of young people, and yet 
there are indications that the rate of infection may be coming down among 
younger people (while it continues to rise in other age groups) 

• Youth programmes if they are to succeed need  continual adult support and 
mentoring. 

• Abstinence and fidelity are not easily measurable indicators. 
 

Care and Support  
• Continue to be the backbone of the Church’s response to AIDS. 
• Numbers of people who are sick and dying are on the increase. 
• A conscious decision of the funding and allocations committee has been to try and 

assist rural programmes rather than urban and bigger ones  which often have 
better access to resources and other funding.  Projects are encouraged not to rely 
totally on the SACBC for funding. 

• Sustainability is a key issue, and the AIDS Office cannot commit itself to long 
term funding of eg food parcels.  Projects need to ensure that as far as is possible 
people are helped to find employment, access social grants, produce food, etc. 

• Training and capacity building at project level remain constant challenges with 
project staff and volunteers moving on elsewhere, and new people coming on 
board. 

• Assisting people to access accredited training, possibly ensuring paid positions at 
some point is key. 

 
ARV Programmes 

• There are now over 5000 people on treatment in our PEPFAR funded programme, 
with St Mary’s in Mariannhill being the biggest single site. 

• At two sites in South Africa, the province is paying for drugs and laboratory tests, 
and at another a number of patients have been transferred into the provincial 
system. 

• At other sites there are negotiations underway with provincial health authorities to 
take over these costs.  This is essential for long term sustainability concerning 
treatment since patients need to be on treatment for life, and the SACBC cannot 
be committed to finding funding for treatment indefinitely. 

• It is hoped that patients at St Mary’s will be transferred into the feeder clinics 
during November, and that the drug and laboratory costs will be borne by the 
province.  The hospital and the SACBC in turn will help to provide training at the 
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clinics for the staff, an example of public-private partnership often talked about in 
health care. 

• Some sites may be closed once patients are transferred;  it is not cost effective for 
us to continue to run the smaller sites.  Transition plans are in place. 

• Funding we have for Swaziland has enabled a number of additional people to be 
reached in rural areas served by clinics feeding the Good Shepherd Hospital in 
Siteki which currently has the reputation of being the best hospital in Swaziland. 

• Patients who benefit in Botswana from the ARV programme are foreigners rather 
than citizens of Botswana. 

• Around people abusing alcohol, defaulting on treatment in favour of receiving 
social grants, using ARVs alongside traditional medications, etc are some of the 
ethical dilemmas facing project staff 

 
OVC 

• We have been promised funding by FHI (Family Health International) for scaling 
up work with orphans and vulnerable children who are on the increase in 
Southern Africa.  The project will be run in Zambia, Namibia and South Africa. 

• A new project manager was appointed at the beginning of November, and another 
one will begin work in January.  Work will begin at existing places where 
children are being cared for, and projects assisted to reach more children. 

• FHI money is PEPFAR money, and will come with its own complications.   
 
Spiritual and Pastoral Care 

• Spiritual support is what makes Church projects different from others, and yet is 
sometimes an area where the Church doesn’t always rise to the occasion because 
of stigma and discrimination within the Church itself. 

• Capacitar healing workshops help people deal with some of their stresses and 
traumas associated with grief and bereavement. 

• Many retreats for caregivers supported ;  projects are more able in some instances 
than was previously the case to identify their own facilitators. 

• Workshop for clergy conduced in the diocese of Dundee.  Need for more such 
workshops felt by SACBC staff. 

• Increasing challenge of caring for carers as numbers of deaths increase and 
number sof affected children rise. 

 
Training, Capacity Building, Research 

• Assistance to diocesan co-ordinators and diocesan AIDS committees an ongoing 
process. Project and financial training remain ongoing needs. 

• Treatment literacy training has been provided by the Treatment Action Campaign 
as part of their work with us. 

• Support of a number of students at UNISA doing study in youth development and 
AIDS 

• Accompaniment of students from the University of Utrecht doing a longitudinal 
study of children on ARV treatment at Church sites. 
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Staffing 
• Johan Viljoen seconded to CMMB South African Office till June next year after 

which he will be fully in the employ of CMMB, and working on two of the ARV 
projects, St Mary’s and Rustenburg.  Other CMMB work in South Africa will 
concentrate on general health care issues.  He is paid already by CMMB. 

• Sammy Isaacs has been employed to work on the ARV projects with Malebo 
Maponyane.  (2) 

• Emmanuel Modikwane, Hector Rakhetsi, and Anthony Ambrose are project 
managers for prevention, care and support programmes.  (3) 

• Zanele Gule, employed in November, will be joined by Richard Montsho 
(formerly seconded to the SACBC  by the University of Pretoria) in January to 
work on the FHI funded project for orphans and vulnerable children. (2).  Sr 
Francis Krige is a volunteer for the rest of this year.  (1) 

• Keith Glass and Kguagelo Ledwaba handle finances, and Dineo Monyepao is 
administrative assistant. (3)   

 
Finances and funding 

• CMMB has honoured its commitment to pay part of the money owing to the 
SACBC. One tranche of money remains outstanding.  It will be paid by February 
2006. 

• FHI funding will support OVC work. 
• Donor funding from Europe is in general being cut back over the next few years. 
• Some funding received from Project support Group (PSG) for Lesotho. 
• The SACBC has undergone a US government required audit, but is still awaiting 

the audit findings.  A CRS internal audit begins this week. 
 

Challenges  
• A key problem at project level has been greed of some doctors and project staff 

who have seen the ARV project as a means of lining their own pockets. 
• Ongoing training and capacity building needs of staff at project level, often 

influenced by staff turnover. 
• Accessing the kinds of funding needed to support the work of the Church in the 

AIDS arena across the SACBC territory 
• Building the capacity of rural projects where often skills are poor;  spending 

money n these projects rather than on those that have the potential for other 
resources elsewhere. 

• Partnerships with some of the donor agencies are time-consuming and demanding 
• Working with many projects, not all following the same model,requires great 

flexibility on the part of SACBC staff. 
• Dealing with sustainability issues related to sourcing funding. 
• Working in dioceses where there is no bishop or where support structures for the 

AIDS work of the diocese are not clearly defined. 
• Engaging clergy in some places where they are not involved. 
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Plans for the future 
• Workshops for clergy at regional level attempting to engage them around areas 

where they need to be involved, especially the spiritual and pastoral support of 
people 

• Ongoing theological debate.  Theology hasn’t kept pace with the reality on the 
ground. 

• More partnerships with the provinces to allow for the continued treatment of 
patients on ARV treatment in years to come. 

 
Sr Alison Munro, OP 
December 2005 
 

Appendix One: Stigma Mitigation 
 Anthony Ambrose 

 
Siyam’kela 
The SACBC AIDS Office is member of the Siyamkela reference group. The Siyamkela 
project is a project of the Centre of the Study of AIDS at the University of Pretoria. The 
Policy Project funds the Siyamkela project. It has conducted research on stigma 
mitigation in Faith Based Organisations, in the Workplace and in the Media. The SACBC 
AIDS Office has played an instrumental part in shaping the debate around stigma 
mitigation.  
 
Siyamkela have developed a tool kit for stigma mitigation.  
The aim of the Toolkit is to have a resource document for trainers, opinion leaders. 
People Living with HIV or AIDS, community members and anyone interested in getting 
information on HIV and AIDS related stigma and how to mitigate stigma. The Toolkit 
could be used for personal information, for training, developing curricula, for educating 
communities, workplaces and for lobbying and advocacy. 
 
Siyamkela project has conducted an in-depth study on Stigma Mitigation at St Joseph’s 
Catholic Church in the community of Eersterust. Some of these findings include that 
many people are still afraid to talk about HIV/AIDS, are still afraid to be tested; there is 
fear being found out, of what the neighbours will say; there is a huge gap in HIV/ AIDS 
response to middle age people.  
 
Recommendations: 
Research is an excellent tool for information on stigma, emphasis needs to be placed 
more on practical workshops and trainings for community leaders and grassroots projects 
to mitigate stigma, to help people talk about HIV/AIDS, to talk about their status. The 
Church needs to engage with its constituency to fight stigma and break the silence.  
 
National Framework to Address Stigma 
Siyamkela has worked closely with Government Departments, viz. Department of Health, 
and Department of Public Servants. I made a presentation on Faith Based responses to 
Stigma at the Department of Health National Consultative Meeting on HIV and AIDS 
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Stigma on the 21st September 2005.  The Consultative meetings have drafted a National 
Framework to Address Stigma; a technical task team had been nominated on which 
SACBC AIDS Office is  represented..  
 
The technical task team have identified the following key priority areas for stigma 
mitigation.  
a) Information on its own may not shift attitudes, but good, clear, credible information 
can address misinformation, fears and myths. Information can educate people about the 
impact of stigma and can also tell people about resources available to address stigma. The 
strategy aims to ensure that legitimate information is provided so that it increases the 
dissemination of accurate, gender sensitive and accessible HIV and AIDS information in 
order to address people’s fears about HIV and AIDS. 
 
b) Advocacy and lobbying as a planned effort to influence decision- makers. The 
advocacy and lobbying process organises and mobilises like-minded people and 
organisations, and builds alliances and networks across communities and sectors in the 
country. It also provides information and education to empower people and responses. 
The Task team aims to develop and sustain an advocacy programme that address issues 
of HIV/AIDS related stigma. 
 
c) The foundation of work to address stigma is good laws, which can go a long way to 
protect the rights of PLHAs.  Good policies can do likewise, although these may not 
always be implemented. A rights-based approach can use rights enshrined in the 
Constitution to make challenges in the courts. The task team would like to promote 
human rights; legislation and policy in mitigating stigma.  
 
d) The Task Team would also like to stress the importance of addressing the counselling 
and support needs of PLHAs. It notes that internalised stigma is a particularly challenging 
aspect of stigma, and that this requires creative and intensive solutions. 
The strategies identified by the Consultative Workshop are to focus on the needs of 
PLHAs by providing a holistic supportive structure to address stigma for people infected 
and affected by HIV and AIDS. 
 
e) The National Framework to Address Stigma notes the valuable role that social 
movements, for example the landless people’s movement, play in shaping attitudes and 
behaviour. Civil society organisations such as faith based organisations have access to 
people, and can reach out to them to support and implement activities to address stigma. 
The task team aims to reach communities through involving civil society in mitigating 
stigma.  
 
f) Research is critical to understanding stigma, as it is complex, multi-faceted and 
constantly evolving into new forms and shapes. Many efforts have been made to help 
people accept their HIV positive status and in some quarters there has been an acceptance 
of people living with HIV. These complex shifts in attitudes need to be constantly 
monitored, through research, so that appropriate responses can be formulated. Monitoring 
and evaluation (M&E) of the interventions informed by research allows us to measure 
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and change what is being done. The National Framework for Addressing Stigma suggests 
that work around this priority area begin by the careful identification of benchmarks of 
stigma, and specifically, the effect that stigma has on individuals.  
 
.  

Appendix Two:  PROJECT PLANNING AND IMPACT ASSESSMENT 
TRAINING COURSE 

RDSP Team 15-17 NOVEMBER 2005 
PARTICIPANTS:  Staff, volunteers and committee members of programmes & projects 
from three Dioceses of Free State; Bloemfontein, Kroonstad and Bethlehem 
 
INTRODUCTION 
This report captures the outcomes of the Project Planning and Impact Assessment 
training course organised by Southern African Catholic Bishops’ Conference (SACBC) 
AIDS Office. The AIDS Office is based at Khanya House in Pretoria and supports 
community based organisations that have programmes or activities with special focus on 
HIV/AIDS in the Southern African region.  
 
The AIDS Office requested Rural Development Support Program (RDSP) to facilitate the 
training course on Project Planning and Impact Assessment. RDSP is a Cape Town based 
NGO that offers support to development initiatives such as community based 
organisations faith based organisations, NGO’s in Southern Africa. RDSP is committed 
to building the capacity of the Southern African development sector. RDSP aims to assist 
in developing a strong rural development infrastructure through proving organisational 
development and management training and consultation services. RDSP has been part of 
the Catholic family and is now an associate body of the Southern African Catholic 
Bishops’ Conference (SACBC). 
 
This training was organised to build and strengthen the capacity of the development 
initiatives, which are based in the three dioceses of the Free State and are supported by 
the SACBC AIDS Office. These dioceses are: Kroonstad, Bethlehem and the 
Archdiocese of Bloemfontein.  
 
 
Aims of the training course 

- To develop the basic and advanced planning skills of the participants. 
- To develop the impact assessment skills of the participants. 

 
The way these aims were achieved was through the following outline: 
 
The training course outline 
1. Basic planning  

- What is planning?  
- Why do we plan? 
- When do we plan?  
- How do we plan? 
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- Clarifying our organisational structure. 
- The Basic Planning Tools – Fundamental Questions. 
- Using the Basic Planning Tools 

2. Advanced planning 
- The advanced planning tools and why we use them. 
- What are vision, aims, strategies and objectives? 
- Guidelines for working out vision, aims, strategies and objectives. 
- Working out our vision, aims, strategies and objectives. 

3. Impact assessment. 
- What is impact?  
- Why do we assess impact? 
- How do we assess impact when do we assess impact? 
- Developing indicators  
- Identifying means of verification  
- Monitoring reports   

Methodology  
 
RDSP used the following methodology: 

- Visual aids to explain theories and definitions in a vibrant and creative manner. 
- Case studies to illustrate how to implement tools used. 
- Plenary sessions to encourage discussions and sharing of experience. 
- Groups to increase participation and action learning and sharing of experiences. 
- All participants were given a workbook, which included all the information 

presented. 
 
THE CONTENT  
 
The course took place over three days and the focus was on project planning and impact 
assessment. The course was designed to suit the needs of the participant and to unpack 
the planning phases that organisations have to go through. Impact assessment was also 
unpacked. The participants were given an opportunity to use their organisations or 
identify programmes or projects that they work with to practise how to develop plans and 
assess impact. A case study of an organisation called HIV/AIDS Opportunities and Peer 
Education, HOPE, was also introduced to help the participants in understanding difficult 
concepts and scenarios that they can relate to in terms of their organisations and 
communities. The HOPE case study was used in each section.  
 
Basic planning 
This section helped the participants to understand the need to do basic planning not just 
as a response to funders or other stakeholders rather as a way of creating an environment 
where everybody involved in the implementation of organisational programmes and 
projects has a clear focus and knows what to do. Basic planning is also important as a 
first step or basic step in organising important and significant information about 
organisational programmes and projects. The HOPE case study was used for participants 
to see how to develop basic plans. Participants used their programmes or projects in their 
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group activities to develop basic plans so that they could start to practise how to use these 
tools and they found this very helpful.   
 
Advanced planning 
The focus of the section was on vision, aims, strategies and objectives of the 
organisation, programmes or projects. It was clear to the participants that in order to get 
this part right, thorough basic planning must be done. The information gathered during 
basic planning helped the participants to be able to develop the advanced plans. The 
participants could see that this was a continuation of what they started already but now at 
an advanced level. The same case study was used, focusing on advanced planning. The 
way participants engaged with the discussions showed that they have experience of 
working out plans for their organisations, programmes or projects. The skill they need is 
how to develop detailed and clear plans and put them on paper, which was difficult for 
most of the participants. It was emphasised that everybody who is involved in the 
implementation of the organisational activities must be engaged in the development of 
plans. It was expressed that sometimes managers or co-ordinators do not involve 
fieldworkers or other staff members in the planning phase. Participants continued to use 
their programmes or projects in developing advanced plans as a practice. 
 
Impact assessment 
This section was facilitated on the last day. There was not enough time to facilitate this 
part in detail. Participants were interested to know how to assess impact. Even though the 
process went well, they had questions that could not be answered at the time because of 
time constraints. HOPE case study was used to explain difficult concepts and how to 
assess impact. Participants expressed their difficulties in assessing their organisational, 
programme or project impact. It was clear to them at the end of the session that impact is 
part of project cycle, that is, when doing planning you have to think about impact and 
when doing evaluation impact will also have to be part of it. 
 
PARTICIPATION 
 
Participants were from the three dioceses of Kroonstad, Bethlehem and the Archdiocese 
of Bloemfontein. The training was facilitated in English and participants mentioned the 
fact that it could have been better if it was also facilitated in their language which is 
Sesotho. Even though it was facilitated in English participants were actively involved in 
the process and were actively engaged through group activities. 
 
Participants consisted of different age groups ranging from 20 – 65. Even though there 
was a large age gap between participants, the level of participation was consistent.  
 
What is also outstanding about this particular group is that the number of male 
participants was more than the number of female participants (see participants’ list). Does 
this mean men are becoming more positive and proactive in their responses towards 
AIDS programmes in their communities? This clearly shows that AIDS is not the 
responsibility of women only; men are also taking responsibility towards finding 
solutions of how to reduce AIDS in our respective communities.   
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CONCLUSION 
 
The course was successful it gave participants an opportunity to think back on their plans 
and also formulate a picture about impact assessment especially in our communities 
where the rate of HIV/AIDS and social instability is so enormous. It also gave an 
opportunity to participants to network and with other groups that attended other courses 
at the John Paul II Centre that offer similar services in the Free State province. A lot was 
covered in three days. Participants really enjoyed the course. Next time, time allocation 
should be taken seriously, we need at least three full days. 
 
RDSP would like to thank the AIDS Office for the partnership in building the capacity of 
community initiatives and is looking forward to working with the Office in the New 
Year. 
 

Appendix Three: ICAN /WCC Care for the Carers Workshop 
Anthony Ambrose 

 
The Care for the Carers Workshop was held at Sizanani, Bronkhorstspruit from the 18th 
to the 22nd of January 2005. This being an international workshop with 49 participants 
from Africa provided an ideal start to the year. 
 
Some reflections on this workshop  
Taking time out is important in this era of HIV/AIDS. The amount of energy generated 
by the Church in the field of HIV/AIDS is colossal. Somehow this energy is drained out 
and lost, not enough time is taken out by personnel to replace this. Therefore a scenario 
of recharging and renewing one’s energy needs to happen. Sizanani Village in 
Bronkhorstspruit was the ideal backdrop for this to happen. In the world of HIV/AIDS, 
we are challenged by many issues, mainly how to deal with death, with depression, 
stigma, culture, poverty, unemployment and so on. How do we respond to this? What 
inspires us? What challenges us? Where do we find support?  
 
Spirituality of the caregiver: 
This is not an easy solution when we are faced with despair, where do we find hope? The 
Church through Christ is the sign of hope. Through the gospel, through the people whom 
we serve; through the Eucharist; through Christ, we find hope. The Church is no ordinary 
NGO – it is based on the teachings of Christ and we should use the gospel for spiritual 
guidance. The spirituality of the caregiver is to find a meaning in life. How do we relate 
our life to the gospel? 
 
What causes stress?  
Some the responses from the group include the following:  

“Not realizing how much pressure we are under; time management; neglecting 
prayer;  
dealing with death – several deaths at a time, deaths of children; depression – 
why carry on, everyone is dying; thinking I am the only one who can do it 
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properly so not asking help from others; being a young sister – dealing with 
people dying of AIDS in our work and then facing the same issues in our families 
at home – our own brothers and sisters are dying. Cultural values, which prevent 
us from talking about certain issues; Stigma and the Church – we stigmatise 
ourselves as well; Coping with suicide – how do we deal with those who have lost 
hope?  How do we cope with the issues of guilt; Caring for others but not for self 
Heavy workload, we have become workaholics; Many demands placed on us by 
colleagues, clients and funders; don’t take enough time to pray and meditate; 
Messiah complex – want to save the whole world and help everyone; If you are a 
pioneer/founder, you want to do everything yourself; Cumulative stress; lack of 
sleep; Taking work home; Impossible to work with clergy at times” 

 
Time Management 
From these responses, we look critically at the issue of time management. How do we 
manage and divide our time? By going back to the basics. How much time is given to 
pray, to rest, to relax, and to sleep? Basically how much time is given ‘to live?’ Time 
management is managing and co-ordinating one’s time effectively. Carers need training 
on time management. Church personnel are often guilty in time management, “they try to 
do everything at once – can’t say no.”  The ‘messiah complex and pioneer/founder 
syndrome,’ want to save everyone and help everyone. The short-term solution is the 
delegation of work and the transferring of skills to colleagues. To begin managing your 
time you first need a clearer idea of how you now use your time. Carers need daily 
schedules. Think about what your most important things are. Do you have enough time? 
Chances are that you do not. Learn on how to schedule and budget your time. After 
scheduling becomes a habit, then you can adjust it. Make it work for you. Don't be a 
perfectionist - nobody can be perfect. Difficult tasks usually result in avoidance and 
procrastination. You need to set achievable goals, but these goals should also be 
challenging. There will always be people both weaker and stronger than you. Learn to say 
no. You want to say no, but you hate turning people down. Politely saying no should 
become a habit. Saying no frees up time for the things that are most important. Learn to 
Prioritise, prioritising your responsibilities and engagements is very important. Some 
people do not know how to prioritise and become procrastinators.  
 
‘Caring for others and not ourselves’ 
Some remedies given at the workshop included lifestyle, health, exercise, diet and so 
forth. Physical care is important as mental and spiritual care. Learning to relax. Be still. 
Caring is an essential part of our lives. Caring involves a loving act towards oneself. 
Being gentle, not placing too many demands on self. Taking a break when necessary. 
Read a book for relaxation. Finding a balance in our work. Prayer is important here – 
having a relationship with God. Communicating to God, our requests, thanksgiving and 
praise. Unloading our burdens to counsellors, priests, pastors, friends and family. Support 
groups must be initiated. Talk to someone whom you can trust, “a soul friend”. Attend 
refresher courses for spiritual and personal growth. We should retreat from daily 
activities by taking time out. Retreats and recollection days must be scheduled. The well 
used cliché, “Take time to smell the roses,” is true – using nature as a focal point. 
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Recharging our lost energy – by taking a deserved break. Rest is one of the best ways for 
a break; extra sleep is good for one’s soul from time to time.  
 
Conclusion 
From these perspectives of managing our time and caring for oneself is essential for 
caregivers to be more effective in combating HIV/AIDS. We must remember that we 
cannot work alone – we need to work together in order to lighten the work. Share the 
workload; share the burden. “The harvest is great but the labourers are few.” More 
workshops of kind are needed..  
 

Appendix Four:  ORPHANED VULNERABLE CHILDREN 
Lois Law:  Catholic Parliamentary Liaison Office 

 
“…there was no room for them at the inn”. 

Luke 2:7 
 

“Pure, unspoilt religion, in the eyes of God our Father is thus: 
coming to the help of widows and orphans when they need it”. 

James 1:27 
 
1. Introduction 
The enormity of the devastation and the tragedy wrought by the AIDS pandemic presents 
an enormous challenge to our society on every level. It has engendered a whole range of 
words and phrases to describe this devastation; and perhaps the saddest and most telling 
of all is the term ‘orphaned vulnerable children’ (OVC), referring to children orphaned 
and made vulnerable by HIV/AIDS1. An orphan is a child who has lost a parent or, more 
usually, both parents. Such a child is bereft of previous protection, care, nurturing and 
supervision. Orphans are inherently vulnerable. Vulnerability, in turn, can be defined as 
being open to harm or wounding, or being perceived as weak, defenceless and exposed2. 
In the Book of Lamentations an orphan is described as ‘desolate and without protectors’3.  
Orphans are vulnerable to multiple layers of social, economic and psychological 
disadvantage4. They are children in ‘especially difficult circumstances’ and in need of 
care and protection5. 
 
The Constitution of the Republic of South Africa defines children as persons under the 
age of 18. There are variable definitions of the term ‘orphan’. However, the most 
commonly used definition in  
the present circumstances is children under the age of 15 whose mothers have died.6 
Parental loss has a profound impact on the survival, development and protection of 
children.  This briefing paper explores the compounded vulnerabilities of these children. 

                                                
1 Bradshore et al, 2003 
2 Concise Oxford Dictionary 
3 AIDS Foundation, 2005 
4 Bray, 2003 
5 Draft Children’s Bill, 2005 
6 Bray, 2003, Medical Research Council Report, SA Humanitarian Information Network, 2003, UNICIF, 
2002   
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2.  Context 
Globally southern Africa is the region worst affected by the HIV/AIDS pandemic. 
Contributing factors include poverty, sexual violence, social instability, unemployment, 
high mobility, gender inequality, inadequate social security and misinformation. South 
Africa has the fifth highest prevalence of HIV in the world, with more than one in ten of 
the population thought to be infected. Sadly, South Africa also has the highest number of 
orphans in the region – the highest number of ‘Orphaned Vulnerable Children’. Sub-
Saharan Africa is the only region in the world where more women than men are being 
infected with and are dying from AIDS-related diseases. The generation charged with the 
care of the elderly and the upbringing of children has been decimated. Death is a 
pervasive reality with many families suffering multiple losses. 7     
 
3.  Economic Vulnerability 
OVC are especially vulnerable to poverty – nearly half of South Africa’s children are 
regarded as poor. Poverty can be defined as “the inability to attain a minimal standard of 
living, measured in terms of basic consumption needs or the income required to satisfy 
them”8. There is a vast overlap between the difficulties experienced by OVC and those 
experienced by so many poor children in South Africa. Streak points out that “even 
without HIV/AIDS, the interplay of factors such as the high level of poverty, 
unemployment, neglect, abuse, violence and drug dependence ensures that a large 
proportion of South Africa’s children live in difficult circumstances, can be classified as 
vulnerable and are in need of support”9. However, HIV/AIDS exacerbates poverty, and 
the deterioration in the well-being of such children begins long before their parents 
actually die. Breadwinners become too ill to work, thus depriving households of income. 
Household expenditure is redirected, as sufferers need medicine and transport to hospitals 
and clinics. Households become increasing vulnerable to food insecurity. Children’s 
school attendance is interrupted for lack of school fees. Children, particularly girls, are 
obliged to leave school in order to care for relatives who are ill. Families may get into 
debt borrowing from moneylenders to finance funerals and the expense of transporting 
the body to the family's rural home. Women and children may be denied their right to 
their inheritance, and may be forced out of their homes if their husbands or fathers die 
intestate. Banks may repossess the homes of those who have died of AIDS, leaving their 
children homeless and destitute.10  Intestacy on the part of their parents can complicate 
orphaned children’s access to parental property and pension benefits.  
 
 “The lack of a social security net and high levels of unemployment in South Africa mean 
that households and communities slip further and further into poverty and deprivation. 
Invariably coping falls on women, particularly girls and grandmothers”.11  This 
impoverishment is often invisible but it is at this level that the epidemic is at its most 
catastrophic. The Children’s Institute contends “in AIDS-affected communities… it is not 

                                                
7 Population Resource Centre, 2004, Streak, 2005    
8 Report on Poverty and Inequality, 1998 
9 Streak, 2005:3 
10 Soul City, 2005:18-19 
11 AIDS Foundation of South Africa, 20 05   
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[only] those who are ‘directly’ affected by HIV/AIDS who bear the burden of illness and 
death. Poverty is amplified way beyond those whom HIV/AIDS directly afflicts and 
whole neighbourhoods face increased demands on ‘informal’ networks of care and 
support”. 12 
 
Relatives, many of whom live in impoverished households within poor communities, are 
caring for the majority of children who have been orphaned. Frequently grandmothers 
step into the breach created by parental death. When no alternative adult caregiver is 
available, a child often takes responsibility for younger siblings – hence the phenomenon 
of 'Child-headed Households'.  In a society where the family unit has been undermined by 
migrant labour and separate development, and decimated by HIV/AIDS, innovative 
intervention is necessary. “The African kinship system that would once have absorbed 
children without parents into communal life can no longer be relied upon to fulfil that 
function” writes UWC professor Julia Sloth-Neilsen.13 Consequently, a number of 
children orphaned by AIDS will find themselves in households headed by children. The 
Child-headed Household can be seen as an organic and pragmatic response to the tragedy 
of HIV/AIDS. The viability of these households must be highlighted and proper account 
taken of circumstances of extreme poverty and paucity of community resources.  
  
Some have argued that orphanhood is a western term that has no place in an African 
context where the community undertakes the care and support of children whose parents 
have died. There are, however, many and various kinship and/or community fostering 
arrangements, which are not static and vary from time to time. Ross, commenting on 
other impoverished communities, terms this fluidity ‘diffused domesticity’.14 While not 
necessarily robust, such arrangements are sufficiently flexible to meet short-term material 
and social needs. In terms of the impact of HIV/AIDS and the prevailing reality of 
poverty, mobility is an important household coping strategy. This has implications for 
community-based care for OVC care arrangements.  
 
In terms of Article 20 of the United Nations Convention on the Rights of the Child, 
children without parental care have the right “to special protection and assistance by the 
state… when deprived of... [their] family environment”. Article 27 asserts that the socio-
economic rights of children without parental care should receive priority; while section 
28 of the South African Bill of Rights states that every child has the right “to basic 
nutrition, shelter, basic health services and social services”. These rights are not subject 
to any internal limitation. The State has clear constitutional responsibilities and duties 
toward these children. In the ‘Grootboom Judgement’ the Constitutional Court ruled “that 
the State is constitutionally obliged to assist those children who are living in crisis 
situations or intolerable conditions”15. This must surely include children in Child-headed 
Households. Furthermore, the ruling stated that the short-term needs of the disadvantaged 
must not be overlooked. Sloth-Neilsen in an article entitled ‘Provisioning for Child 
Headed Households’ argues that the State has two distinct constitutional duties: “It has a 

                                                
12 Children’s Institute, 2003 
13 Sloth-Neilsen, 2002 
14 Ross, 2003:132-152 
15 Government of the RSA and Others, Constitutional Court, Case No. CCT 11/2000 
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duty to ensure that children in Child Headed Households are linked with some form of 
parental, familial or institutional care, and it has the duty to provide the resources 
necessary for the survival and development of the children”.16 
 
The ‘Charter of the Rights of the Family’ issued by the Holy See reminds us that 
“orphans or children who are deprived of the assistance of their parents or guardians must 
receive particular protection on the part of society. The State, with regard to foster-care or 
adoption, must provide legislation which assists suitable families to welcome into their 
home children who are in need of permanent or temporary care”. 17      
 
While it is true that communities have borne the brunt of caring for the sick and for 
orphaned children, it is shortsighted to assume that communities have the financial and 
emotional resources and capacity to deal with the far-reaching consequences of the 
pandemic. There is a need for social protection and support for impoverished 
communities in terms of food security and nutritional support; access to social grants and 
support for community projects. “Community based models need to be further developed, 
and forms of state as assistance to those caring for orphaned children needs to become 
more extensive and more efficient”. 18  The State, in an effort to address these needs, has 
developed the ‘National Integrated Plan for Children and Youth Infected/Affected with 
HIV/AIDS’, known as NIP. The plan adopts a community and home-based care model. 
This involves life-skills and HIV prevention programmes in schools, and much of the 
NIP budget is allocated to these programmes. While such programmes are important, it 
remains difficult to access relief for OVC. The socio-economic rights of orphaned 
children remain compromised.      
 
Research conducted Medical Research Council confirms that uptake of Child Support 
Grants 
is significantly hampered by difficulties in accessing the required documentation, such as 
birth certificates and identity documents. Evidence to date suggests that the children most 
in need are least likely to receive the grants to which they are entitled.19  Furthermore, 
children under the age of 16 are not able to access child support grants on behalf of 
younger siblings in their care.  
 
4.  Social Vulnerability 
OVC are socially vulnerable and frequently experience discrimination, and are 
increasingly marginalized. The stigma of a diagnosis as HIV positive or as having full 
blown AIDS mean that sufferers are reticent to seek help, and are reluctant to reveal their 
status for fear of being shunned. Children whose parents have died of AIDS are 
sometimes not allowed to play with other children since it is assumed that since a person 
in the family died from AIDS, the whole household is infected. Communities have 
inadequate access to information regarding the condition and there is a need to develop 
programmes to counter misinformation and prejudice. Children in affected households 

                                                
16 Sloth-Nielsen in ‘ECR Review’, Vol. 3, No.1 July 2002 
17 Catholic Truth Society, 1983 
18 Johnson and Dorrington, 2001 
19 Bradshaw et al, 2003 
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have additional difficulties in attending school due to lack of money for fees, books and 
uniforms. The primary care giver in a Child-headed Household may drop out of school in 
order perform household tasks, to his/her long-term disadvantage. Some children leave 
school or miss school in order to work and thereby supplement the household income; 
such employment is frequently in the informal sector where they are vulnerable to 
exploitation. In these circumstances the provisions of the Basic Conditions of 
Employment Act are frequently ignored. Even the domestic tasks undertaken by these 
children may exceed the stipulations set out in the Act, particularly in the rural areas 
where the fetching and carrying of water and fuel is required.  Lack of parental 
supervision, together with economic hardship, means that OVC are especially vulnerable 
to sexual exploitation and abuse. 
  
While 'Grandmother-headed Households' (another growing phenomenon) have the 
advantages of  
adult supervision and emotional nurturing, they nevertheless experience many of the 
difficulties cited above. 
 
Studies suggest that “more than the loss of one or both parents to disease, it is the stigma 
attached to AIDS that makes life hard for orphans – a veritable ‘social death’”. 20  
Orphanhood as a consequence of AIDS is regarded as a disease in itself.  A 2002 study 
conducted by ‘Save the Children’ concluded that orphaned children face discrimination 
within their families, communities, churches and schools both before and after the death 
of their parents.21              
 
5.  Psychosocial Vulnerability 
The scourge of HIV/AIDS and ensuing parental death and loss has immense 
consequences for ‘childhood’ and for the psychosocial development of children. Children 
live in households with sufferers and are involved in the care of ailing and dying adults, 
and in some instances HIV- positive siblings. Children have responsibility thrust upon 
them despite being ill equipped to assume adult responsibilities and tasks. Children in 
Grandmother-headed Households are also faced with the potential loss of an ageing 
grandmother.  
 
Dr. J. Bowlby has written extensively on the consequences of parental death and his work 
has impacted considerably on our understanding of the impact of parental death on 
children.22 According to the thanatologist, Cynthia Birrer, “when his parent dies a child 
finds himself in a unique situation because of the special nature of his ties to his parents. 
The child invests almost all his feeling in them. This single relationship is therefore 
incomparably rich and intense. Only in childhood can death deprive an individual of so 
much opportunity to love and be loved and face him with such a difficult task of 
adaptation”.23     
 

                                                
20 Stein, 2003 
21 Save the Children, South Africa, 2002 
22 Bowlby, 1976 
23 Birrer, 1976:106 (A thanatologist is someone who studies death and its effects) 
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Some commentators have suggested that orphans are prone to violent and criminal 
behaviour, and are more likely to join gangs and to live on the street.24  Conversely, 
Rachel Bray argues that such ‘apocalyptic prediction’ is unfounded. Drawing on her 
research with ‘street children’ she concludes that it is not the absence of parents that 
makes children prone to anti-social behaviour, but rather their experience of societal 
rejection.25 Other studies and many anecdotal accounts suggest that orphaned children 
present with symptoms of depression and anxiety, are prone to psychosomatic illnesses, 
and exhibit signs of Post-traumatic Stress Syndrome. All these compound the socio-
economic vulnerability of these children.26 
 
 6. The Church And Vulnerability 
The Church in faithfulness to her ‘preferential option for the poor’ – to the most 
vulnerable and marginalized members of our society; to those most in need of her care 
and protection – has been in the forefront in the development of services and programmes 
which address the needs of  ‘Orphaned Vulnerable Children’. This has involved 
interventions on various levels from palliative  
 
care to social advocacy - both in word and in deed. Pope John XXII declared in ‘Pacem 
in Terris’ “Every man…has the right to the means which are suitable for the proper 
development of life; these are primarily food, clothing, shelter, rest, medical care, and 
finally the necessary social services”. 27  While Paul VI said in his 1965 address to the 
United Nations “We make our own the voice of the  
poor, the disinherited, the wretched, those who long for justice, well-being and progress”. 
28 
 
7.  Conclusion  
The AIDS Foundation suggests that if extended kinship and community networks are 
seen as pivotal in the care OVC, it is essential to provide material and social support for 
these networks. This would involve identification of vulnerable children and the 
households in which they live. Assistance is necessary in the accessing of social grants 
and other community resources available, and in the development of new resources and 
programmes to facilitate the sustainability of community-based care including 
Grandmother-headed and Child-headed Households.29 Such households need practical, 
educational and emotional support – material assistance is not sufficient; there is a need 
for a multi-faceted approach. Sloth-Nielsen points out that the State bears the primary 
responsibility for the welfare of orphaned children in terms of Section 28 of the Bill of 
Rights.30 This constitutional obligation includes the realisation of the socio-economic 
rights of these children. Orphaned children should enjoy special protection under the 
Constitution, over and above those pertaining to all children. 
 
                                                
24 Bradshaw et al 
25 Bray, 2003 
26 Bradshaw et al, 2003 
27 ‘Pacem in Terris, 1963 
28 Address to the UN 1965 
29 AIDS Foundation of South Africa, 2005   
30 Sloth-Nielsen, 2002, 2004 
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Orphaned Vulnerable Children need a home, sustenance, nurturance, guidance, 
affirmation, comfort and love. They need opportunities to learn and to play-to have a 
childhood. They need positive role models. They need an income with which to buy food, 
clothing, essential medicines, electricity or fuel for heating and lighting and for other 
household necessities. They need potable water. They need life skills training, free 
education, health care, sex education and information on the prevention and treatment of 
HIV/AIDS. They need hope and a future.  All these are necessary if the slogan ‘Take 
back the future’ is to have any substance for ‘Orphaned Vulnerable Children’. The 
message of the gospel is always one of hope and confidence:   
 
“Happy are those that mourn for they shall be comforted; Happy are the meek for they 
shall have the earth for their heritage’’. 
                                            Matthew 5: 5-7 
 
 
 

Appendix Five:  Sample Project Management Reports 
Emmanuel Modikwane; Anthony Ambrose; Hector Rakhetsi; ZaneleGule 

 
1.  Activities at Project Level 
Boko 
A meeting was held with the BOKO co-ordinator Mr. D. George and a project manger 
who is in charge of their income generating projects in the diocese. What has been 
indicated  is that they are thinking of restructuring  BOKO. What has also transpired is 
that  their  offices have moved into the chancery and that would be interpreted  as a move 
by the bishop to take more interest in its work. He has though, in the past given support to 
their activities. I have indicated to them that it would work well if the AIDS office of 
BOKO could be responsible for all matters related to AIDS in the Diocese. The proposal 
will be taken to the Bishop and deliberations will take place. Mr. George is very positive 
that the Bishop will concede to the proposal. They have recently lost the services of the 
AIDS co-ordinator and are looking for one. They have indicated a need for help with 
regards to remuneration of the person to be appointed. I think we ought to support this 
initiative. Oudtshoorn has a number of projects that are not well co-ordinated and this 
initiative will go a long way in assisting the diocesan intervention.  
 
St Boniface 
The area from George to Plettenburg Bay has the highest infection rate in the Western 
Cape. St Boniface operates in that area and does minimal work in terms of the need in the 
area. We have just given the grant to continue taking care of the sick but I they can do 
better than in the present situation. The programme needs to be brought to scale and the 
question is who is to help with that process in the diocese. We need the person of the 
diocesan co-ordinator to do that. I have discussed this with Fr Alkaster and he is very 
positive about that. He has a lot of technical human resource in the parish and people are 
willing to assist.  The idea is to run a full-scale HBC and orphan care programme from 
the parish. We will assist were we can but BOKO would have to play its rightful role in 
this instance as a pilot for them.  
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Knysna AIDS Council 
Juxtaposed with the parish programme is the Knysna AIDS Council. This is a NPO 
housed in church premises (Melrose House). Their aims/objectives are to do counseling, 
support PLWA’s and PMTC and training at the Workplace.  We have been supporting 
them in the past two years   in providing formula milk for infected children. We have 
come at the end of the circle required for the children that we took care of. They have 
financial problems at the moment since the Regional Health director has abruptly stopped 
their funding and that is cause for concern. When we finished our meeting they were on 
their way to Cape Town to meet with the MEC Dr Fareed Abdula on this particular issue. 
We have to re-evaluate our partnership with the Council in the light of these 
developments. I am of the opinion that we have to support the initiate of St Boniface in 
terms of bringing to scale their programme with the resources that have been used at the 
Council. The council should be the responsibility of the municipality and that has not 
really happened.  
 
Care Ministry 
I met with Mrs. Boshoff and she indicated to me that they have taken on board an Admin 
person on a part time basis. The person is also responsible for volunteer co-ordination.  
They work in nineteen communities and three areas: Uitenhage, P.E. and Port Alfred with 
147 active volunteers during the year and an average of 100 regularly attending the 
monthly supervision sessions and handing in stats. Cathca has managed to secure funding 
for the HBC with the Health Department and that has been useful. It is my opinion that 
we should continue funding this project despite the difficulties that we have had with the 
co-ordinator. We should make sure that a greater part of the funding goes into 
programme work.  
 
King Williams Town AIDS Office 
There is lot of progress that has taken place in the work of this office. I met with the team 
of care givers and the co-ordinator. They are mainly running their activities with funding 
from the SACBC. They also claim that they receive no financial assistance from the 
Bishop. Cathca has managed to assist them with  funding and has managed to organize 
accredited training for their caregivers. We need to build more capacity with regards to 
administration. Felicity as co-ordinator does acknowledge that she will not be there 
forever and would like to see the people capacitated. One  other challenge is the question 
of funding. They were able to sustain their programme in the surrounding areas. One 
other challenge is orphans. None of them are trained in the care of orphans.  
 
Maforonation 
This project has been a success story since we began funding it. The departments of 
health and social development have taken them aboard. Health funds certain parts of 
HBC and social development takes care of certain OVC needs. Their OVC project is a 
best practice model in the area and they are been asked to train other groups. One of the 
difficulties is that the training they got from REPSSI is not accredited so that has delayed 
them getting funding to do training with other NGO’s. It is a real pity that  even with 
such a good programme and good results people still need accreditation to help get 
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assistance to the children.They have had problems with their care givers in that  only a 
few were receiving stipends  from both us and health. The board was not keen in 
explaining some of the detailed financial issues and that put Conny in a very difficult 
condition. I managed to talk to the carers and explained to them what we are willing to 
offer in terms of stipends. I am going to have a meting with them again where we will be 
drawing up a new budget for them  to remain transparent and protect Conny. Further 
problem are with Development and Welfare. They contracted Maforonation to take clothe 
sizes of kids in a number of primary schools  with the understanding that they will be 
given school uniforms. They incurred costs in the process also with the understanding 
that they will be paid back. To date they have not been paid  and the kids have not 
received school uniforms as promised. Money seems to have been paid out but has not 
reached them. The matter to be taken up with the provincial government. This project we 
should keep as one of our main OVC partner given the expertise that they have. We will 
be able to use them as trainers together with Sithandizingane  for some of our partners in 
PSS.  
 
Projects 
One key challenge is the question of sustainability with regards to funding.  We have 
managed over the years to build capacity of our partners in this regard.  However due to 
project staff turn over we would have to continue doing so. Some projects are generally 
going to be reliant on us given their lack of capacity even with our intervention but we 
are endlessly encouraging others to find other sources of funding. The role of the 
diocesan co-ordinator becomes critical at this stage because they would have to point at 
projects where local resources are. In Mariannhill for their World AIDS Day activities 
they managed to get the DoH and DoSS to financially contribute towards their costs. 
They are further going to engage them in terms of training and providing medical 
supplies for projects. One other challenge is that we need to improve on how we  bring to 
an end our funding relationship with projects. We have to work out an exit strategy as per 
advice of the supervisory committee.  
 
2.  Activities at Diocesan Level 
Diocese of Kokstad 
I met with the Bishop and Sr Natalia  to discuss matters relating to funding. I had 
suggested to the Bishop that they would have to divide  the diocese into deaneries in 
order for them to get maximum value from the AIDS office.The diocese was divided into 
Three deaneries of Pondoland, Kwabhaca/Kokstad and Maluti. One of the concerns of the 
Bishop is that  his diocese is extremely rural and that affects service delivery. Their areas 
of intervention are in HBC, OVC and Education for Life. We worked on their budget 
which at face value looked very high but in comparison with other dioceses it  is notWe 
have great potential of assisting a substantial number of OVC’s in that diocese. The 
diocese has feeding scheme for OVC’s and maybe we can use this as our entry point.  In 
HBC I would have to engage CATHCA  for training in the diocese maybe even with the 
CARITAS Australia funding. The trainer does not  have to be accredited because the 
people who are going to be trained would have to be primary care givers (people who 
will take care of their sisters, mothers daughters fathers, brothers and sons from their 
homes). In this instance it is important to train people to take care of people in their own 
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households. The question of whether they will get a stipends after that or not is 
secondary.  
 
Diocese of Dundee 
This is one of the largest dioceses, and one which is badly affected by the spread of 
HIV/AIDS.  The church responded to this crisis by establishing clinical programmes 
directed towards scaling down the spread of HIV/AIDS. Amongst other initiatives that 
were established by the church was Home Based Care, Hospice for palliative care, youth 
programmes directed towards behaviour change, and care for orphans and vulnerable 
children. All these programmes rely on the services of volunteers, many of whom are 
illiterate. It was this condition which necessitated the appointment of a Diocesan 
Coordinator who will run training workshops for these volunteers and coordination of 
events and programmes in terms of implementation in the whole diocese. A decision was 
made to appoint Sr. Immaculate Ndlovu (a teacher by profession) as a Diocesan AIDS 
Coordinator for the entire Dundee diocese. Her scope of operation covers the magisterial 
districts of Dundee, Klip River, Newcastle, Utrecht, Volksrust, Standerton, Bethal, 
Ermelo, and Piet Retief. Amongst other things, progress has also been made with regard 
to networking with other NGO’s and relevant government departments in the diocese. 
Particularly with  the Social Development Department, a meaningful relationship was 
developed with a number of SACBC AIDS Office funded projects. This is largely to 
expedite the process of social support grants for orphans and vulnerable children.  
 
Diocese of Ingwavuma 
Ingwavuma diocese is located in the North Coast of Kwa-Zulu Natal. It is one of the 
areas most infected and affected by the pandemic with some strong Zulu traditional rural 
community structures within it. It is a very small diocese with an escalating statistics of 
HIV infection rate. It came out that there was a need to increase capacity to deliver 
services to the clients. This is evidenced by the fact that the diocese has been very slow 
and ineffective till now in terms of responding to the crisis posed by HIV/AIDS. 
However, significant progress has been made at project level particularly with putting up 
systems for reporting on the financial aspects. In terms of co-ordination, tremendous 
progress had been made but the diocesan structure (a new structure) is still trying to find 
its feet on the ground in terms of proper coordination. However, one should point out that 
the coordinator is playing a significant role in building the capacity of these local 
projects. Networking between projects is good.  
• Malusi Omuhle. This project is a parish based home based care outreach. 

Unkulunkulu Unathi. This is a well established home based care program, operating 
from the parish at Mtubatuba, and serving all the surrounding areas.  

• Ndumo Orphans Project. The principals of nine primary schools in the Ndumo area 
met severa years ago to discuss the plight of the increasing number of orphans in their 
schools. Most of them were so malnourished, that they could not learn properly. The 
result of the meeting was the Ndumo Orphan Project.  
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3. Diocesan Co-ordination 
Many of the dioceses have scaled up the HIV/AIDS response by either employing a co-
ordinator or having a functioning diocesan AIDS committee. In the past year, we have 
monitored and assisted dioceses closely in planning and strategizing their response to 
HIV and AIDS. Dioceses have planned accordingly and mainstreamed HIV/AIDS in 
various programmes. The SACBC AIDS Office has developed specific guidelines and 
policies for the management committees of the diocesan commissions. Roles and 
functions have been clearly defined for each member. Diocesan Commissions aim to 
promote an integrated approach, where all parishes and projects come together and have 
one vision and mission for the diocese. It is noted that there are very good diocesan co-
ordinated projects in various parts of the Conference (South Africa, Swaziland and 
Botswana)..  
 
C.T  has a loose structure called the Catholic AIDS Network and the archbishop has since  
welcomed their mission statement and  expressed his support  of CAN. The P.E. Diocese 
have asked  for some time to be able to deliberate on this matters and all documentation 
regarding the roles of the co-ordinator and the committees have been forwarded to the 
Bishop. With regards to Umzimkhulu  Diocese  plans are underway to put a structure in 
place and the Cardinal has given the go ahead. It will be presented to the Diocesan 
Pastoral Council soon for their deliberation.   Oudtshoorn has got an AIDS office within 
their development wing called Boko and  we decided that we will not create a parallel 
structure but use existing  posts to carry on the work expected of a diocesan co-ordinator. 
This model is to be duplicated in other dioceses if there are structures already in place. 
The biggest challenge in some dioceses such as Mthatha is role clarification. It has 
become important for us to have learning and sharing for all co-ordinators and in the 
process clarify roles. Co-ordinators such as the ones from Queenstown and Mariannhill 
can positively share how they have managed to get where they are.  
 
The strengths of the diocesan co-ordination are the following:  

• AIDS Commissions are working within existing structures, through Diocesan 
Pastoral Councils and deaneries (geographical demarcation of dioceses).    

• Many parishes have started and are becoming involved in HIV/AIDS ministry. 
• Programmes are adapted and localised according to the needs of the diocese 
• Catholic Schools have good prevention programmes  
• Religious Congregations are involved; mainly women religious, men religious are 

scaling up their response. 
• Co-Ordinators have conducted meetings with Youth Chaplains to discuss and plan 

youth prevention programme such Education For Life and the ABCD Campaign 
programmes.  

 
The weaknesses of the diocesan response: 

a) Lack of co-ordination due to the absence of a bishop / commission / co-ordinator 
b) Commission does not have a mandate from a diocese.  
c) Co-Ordinator not receiving support of the Diocesan AIDS Commissions and 

parishes. 
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d) Commission need members of different expertise and experience. Commission 
members also need further training and development.  

 
It must be pointed out that some dioceses such as Manzini, Pietersburg, and Kimberly are 
still facing serious challenges in terms of erecting these structures. Part of this challenges 
include lack of resources, widespread geographic areas, and difficulty in identifying 
potential candidates for taking up diocesan coordination positions.  
 
4.  National: Education for Life  
At present there are 27 dioceses actively engaged in the running the Education For Life 
programme.   Much funding  form the office went into the programme  thus enabling the  
programme  to overcome financial difficulties.  With the outlined criteria expected for 
funding a positive uniform structure is being set in place.  The duration of the Education 
For Life programme is five full days hence the facilitators target the school holidays.  So 
far this year within the SACBC region: 
 

• 24 official Education For Life workshops have taken place.   
• 800 youth have gone through the process from April to September. 
• In four provinces the programme has be conducted in schools. 
• Two National coordinators 4 day training and evaluation were conducted.   
• 7 national evaluations within the region have been conducted 
 

5. Capacity Building  
There is a need to have strategic interventions at diocesan levels with a well co-ordinated 
capacity building programme to develop technical skills. Diocesan AIDS Commissions 
need support from  members, from projects and also from the clergy and religious. 
Technical training such as networking and advocacy skills are needed. The SACBC 
AIDS Office have managed to capacitate projects of the North West and Free State 
Dioceses in the area of Project Management; Fund-Raising Skills; Financial 
Management; Impact Assessment; Co-Ordination; Treatment Literacy and Social Grants. 
In a Project Management Workshop in Bethlehem for the Free State dioceses, many of 
the participants were male; this demonstrates a turn around in gender responses to the 
pandemic  
• Developments and Growth 
In the Diocese of Rustenburg, the Tapologo Outreach Programme has moved to its new 
offices and Hospice, the ID and Birth Certificate Campaign has increased its services and 
has started to network with Tapologo Outreach Programme. In Botswana – the dioceses 
of Francistown and Gaborone are making progress in planning and responding to the 
needs of the people by starting various parish projects. The SACBC AIDS Office has 
managed to consolidate the dioceses of Kroonstad, Bethlehem and Bloemfontein in the 
response to the pandemic. Progress has been made here and the diocesan co-ordinators 
promised to continue in building up the church’s response.  
• Challenges  
Like other projects providing Antiretroviral Treatment, the Vicariate of Francistown have 
problems with the nutrition side of the ART programme, because many of the people 
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(mainly refugees) whom they serve do not have basic nutrition support. Steps have been 
addressed in assisting people to obtain social grants.  
• Sustainability & Fundraising 
Many projects need technical assistance in fundraising skills and financial management. 
For projects to be able to plan and strategise effectively, a vigorous fundraising plan 
needs to be implemented. Projects need to raise funds independently other than SACBC 
funding. Some dioceses and projects have received training in Impact Assessment, 
Fundraising Skills, Report Writing and Financial Management to address the 
sustainability issue. These skills have assisted projects in writing proposals to funding 
agencies such as LOTTO and government departments.  
 
6. Networking 
The success of the SACBC AIDS Office programme is the ability to network with key 
partners and stakeholders in various tiers; local, provincial and national. Projects are 
encouraged to network with local community structures. This has helped projects to build 
the community’s response collectively. In the area of Treatment Literacy, The SACBC 
AIDS Office conducted a workshop in partnership with the Treatment Action Campaign 
The Treatment Workshop was held at the Diocese of Rustenburg Pastoral Centre for 
projects of the North West Province. The Treatment Action Campaign facilitated the 
Workshop comprehensively.  
 
•   SACBC AIDS Office partnership with SACBC Agencies 
The SACBC AIDS Office has enjoyed working closely with various NGO’s, namely in 
the area of Training. The Rural Development Support Program has facilitated project 
management training in Botswana and Free State.  Through partnership with Siyabhabha 
Trust, the SACBC AIDS Office had capacity building training workshops in the Free 
State and North West provinces. 
• SACBC Joint Training Manual 
This initiative driven by the Rural Development Support Program in partnership with 
Justice and Peace Department, Siyabhabha Trust, AIDS Office and CATHCA has been 
completed. The various agencies have developed modules that will be accredited with 
SETA’s (Sectoral Education and Training Authority) and NQF (National Qualifications 
Framework) and SAQA (South African Qualifications Authority). The modules 
completed are the following: Project Management; Financial Management; Fundraising; 
Advanced Training; Impact Assessment; Conflict Resolutions; Communication; Home 
Based Care and Advocacy. Rural Development Support Programme is in process of 
accreditation. Future training conducted by SACBC agencies will be closely monitored 
and will be in line with the National Qualifications Framework  
• Government 
Most of our projects are engaged with government structures at various levels. The 
SACBC AIDS Office is part of the Department of Social Development National Action 
Committee for Children Affected by AIDS (NACCA) process. The SACBC AIDS Office 
is a member of the task team which has drawn up the draft National Framework for 
Children Affected and Infected by HIV/AIDS. The SACBC AIDS Office is also part of 
task team for the Department of Health Task Team for Stigma Mitigation  
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New OVC Assessment  
Activities: 15 projects have been identified for the FHI grant. The main aim is to scale up 
the number of OVC being reached and to identify gaps in these programmes and scale up 
the response of the programme. A needs assessment is being conducted for identified 
sites. A budget for each project has been drawn up. We have arranged a five days training 
workshop for the project co-ordinators which will take place February next year .We are 
busy arranging a caregiver workshop for next year. Training: In term of training most 
projects have done psychosocial support training, Life skills, and support for caregivers 
or foster parents. Some projects need training in these aspects: child and parent 
counselling, psycho-social support and child abuse on how to deal with the abuse. 
Child.Supporters: Most of the projects are being supported by their community members, 
their priests and government structures like Department of Social Development, 
Department of Health, Department of Home Affairs, Department of Agriculture, 
churches, schools, NGO Partners, Business. Volunteers: All the projects have volunteers, 
and the volunteers play a very big role in each projects mainly the volunteers visit 
orphans families, bring the food parcels to their homes, to check if the orphans are  
experiencing problems with their care givers and report it back to their offices. They also 
help the care givers in obtaining the grants, birth certificates and other reading materials 
since most of the caregivers cannot read and write. The volunteers also need training in 
these aspects: counselling, childcare, parental care, First Aid for HIV/AIDS and 
children’s rights. 
Caregivers/foster parents: All the projects have caregivers and they really play an 
important role in their projects in terms of caring, parenting, guiding the orphans, helping 
to get legal documents like birth certificates, identity documents, social grants, helping 
the orphans to be registered in schools. In terms of training most projects indicated that 
their caregivers have received training in first aid for HIV/AIDS, and they need training 
in this areas: counselling, parenting and children’s rights. 
Material: Projects have indicated that they needed assistance in material development to 
run projects guidelines for management committee, most projects needed material or 
information on children’s rights and information for making correct referrals 
 
Treatment Action Campaign 
The end of December 2005 marked the celebration of TAC’s 7th year of existence. The 
work of TAC has earned the organization a strongly established identity and generally 
positive reputation nationally and internationally. It remains a mass movement driven by 
poor and working people, people living with HIV, and those whose quality of lives and 
freedoms HIV/AIDS directly undermines and threatens to erode. Despite hardships the 
organization is facing, it remains one of the strongest contributors to the process of 
cultivating the political will needed to address HIV prevention, treatment and broader 
impact of HIV/AIDS on society as whole. All this is achieved not only by maintaining 
political pressure on government and the state, but also through mobilizing all sectors of 
society to participate in the work to address HIV/AIDS. 
 
The following are just some of the organization’s broad mandate: 
 
• Campaign for equitable access to affordable treatment for all people with HIV/AIDS, 
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• Campaign for and support the prevention and elimination of all new HIV infections, 
• Promote and sponsor legislation to ensure equal access to social services for and 

equal treatment of all people with HIV/AIDS,  
• Educate, promote, and develop an understanding and commitment within all 

communities of developments in HIV/AIDS treatment, 
• Train and develop a representative and effective leadership of people living with 

HIV/AIDS on the basis of equality and non-discrimination,  
• Most importantly, challenge by means of litigation, advocacy and lobbying, and all 

forms legitimate social mobilization, any barrier or obstacle, including unfair 
discrimination, that limits access to treatment for HIV/AIDS in the private and public 
sector, and finally 

• Campaign for access to affordable and quality health care for all people in South 
Africa. 

 
Key challenges  the organization is currently facing: 
• Reaching of the target of 200 000 people on treatment  by 2006. The organization has 

set itself the task of ensuring that the above number of people receives ARV 
treatment. Despite the fact that the organization has a consolidated programme, with 
clearly identified targets and a systematic day-to-day work plan, it still faces serious 
challenges in terms of achieving the set target, 

• Forging of a meaningful relationship with government, 
• Inadequate health care system, resources, and medical personnel required to support 

and scale up treatment countrywide. This contribute to the continued slowness of the 
ARV roll-out, and finally 

• The continued AIDS denialism within a section of government and widespread 
misinformation about treatment and care.  

 
 


