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1. SUMMARY 
 

Rural Development Support Program (RDSP) was asked by the SACBC AIDS Office to 
facilitate a mid-term evaluation of the small grants project, which is supported by Catholic 
Relief Services. The main areas of interest for the AIDS Office included: 
 
• Evaluating to what extent the objectives and activities are being achieved. 
• Measuring what diocesan and project co-ordinators are achieving. 
• Looking at issues of governance, co-ordination, successes, challenges and lessons learnt. 
 
It was agreed that RDSP would run an evaluation workshop with members of 12 diocesan 
based projects which have received small grants in the period under review, which is 
January 2009 to end December 2011. RDSP also agreed to visit a sample of projects on 
site. Four visits took place, in the Eastern Cape, Western Cape and KwaZulu Natal. 
Questionnaires were sent to fourteen grant recipients and twelve were completed and 
returned to RDSP. Interviews took place with Sr Alison Munro, Director of the AIDS Office, 
and Sr Hermenegild Mokoro, SACBC Secretary General. Written comments were submitted 
by CRS and the liaison bishop for the AIDS Office, Bishop Jose Luis Ponce de Leon of the 
Diocese of Ingwavuma. It was also agreed that it would be important to find out the further 
capacity building needs of typical diocesan based projects so that the best use can be made 
of the remaining period of the grant. 
 
The relationship between the AIDS Office and the projects with whom it works appears to be 
very positive. Project members speak about openness, helpfulness and a great spirit of co-
operation on the part of the office. The questionnaires give a good indication of the kind of 
relationship that has developed and the capacity building that has taken place. 
 
The discussions showed how scarce resources have become and how difficult it is to battle 
HIV/AIDS with dwindling funds. The projects are feeling the lack of funding very sharply. 
Added to this is the fact that the pandemic is not softening its blow. While treatment is 
generally accessible, there are many difficulties associated with this, including side effects, a 
lack of adherence, nutrition problems and lack of access to clinics. The projects supported 
by the AIDS Office are playing a crucial role in delivering home base care, acting as support 
sites to government clinics and caring for OVCs. 
 
As part of the workshop with twelve diocesan projects, the participants looked at what makes 
a project dealing with HIV/AIDS sustainable. Their analysis is included in this report and 
gives a clear direction for future capacity building. In addition the questionnaires list specific 
requests. 
 
The following issues were particularly striking: 
• The dedication of project staff and volunteers and members of the community in providing 

services to those living with HIV/AIDS. Their hard work in the face of little material reward is very 
humbling.  

• The degree to which the projects are participating in local HIV forums and networking 
opportunities. This seems to have been a real growth area. 

• The desire to learn more about the epidemic and the skills needed to manage projects. 
• The complexities of working in this field, with all the related issues of teenage pregnancies, child 

headed households, vulnerability, unemployment and poverty. 
 
Through the AIDS Office and the projects it supports the Church is responding with energy 
to this crisis. More can always be done, but this requires resources. The AIDS Office’s role in 
accessing these resources on behalf of smaller projects is essential, particularly as 
application procedures become more complex and reporting systems more demanding. As 
Sr Hermenegild pointed out, the PEPFAR audit gave the office a clean bill of health and was 
very impressive. With Nondumiso Jwara in place as a new staff member to manage the 
small grants, the picture at Khanya House is looking very positive.  
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2. WORKSHOP WITH DIOCESAN GRANT RECIPIENTS 
 
With many of the current grant recipients gathered for a capacity building session in 
Johannesburg, the opportunity presented itself to spend the best part of a day (7 March 2012) 
workshopping the evaluation questions with them. The following people attended: 
 

PARTICIPANT DIOCESE 
Zanele Ndima & Sandile Makhatini DUNDEE - Yakhumndeni 
Sr Maureen Aron & Maureen Valooy DURBAN – Ithembalethu Outreach Project 
Sr Angelo Kebakile & Gladys Mochibidu GABORONE - Tirisanyo 
Mercia Pheza & Sandra Shaik  KEIMOES-UPINGTON – Diocesan AIDS Ministry 
Sophy Motaung & Dipogo Ditire KLERKSDORP – Baitlami ba Sechaba 
Fr Kris Aneke & Sr Obeni Ogbeide KROONSTAD – Development Agency 
Phetsile Mabuza  MANZINI – Caritas Home Based care 
Sphiwe Mondlana & Nhlanhla Hlongwane MARIANNHILL – AIDS Office 
Phendulwa Ntongana & Paul Mtunuse MTHATHA – Sithembele Awareness Program 
Sr Bernadette Lamola & Maupi Kgobe POLOKWANE – Welfare & Development 
Sr Ancilla Luthuli & Sr Perpetua QUEENSTOWN – Ntaba Maria  
Gladys Tau & Mmasabata Phetla RUSTENBURG – AIDS Co-ordination 

 
The group participated enthusiastically and the session was very useful, with the following 
information emerging: 
 
2.1. The general situation and challenges concerning HIV/AIDS at present: 
The group were asked to reflect on where they currently find themselves in the battle 
against HIV/AIDS and to share what currently concerns them most. 
 

-‐ Universal access to treatment has been introduced in Botswana. But still there are more 
infections, even though much education has taken place. There is still a lot of stigma attached 
to the illness, so HIV is often discovered too late to treat effectively. There seem to be lots of 
pregnancies, especially amongst young women. The level of poverty is striking. We have to 
assist a lot with treatment and nutrition. 

-‐ In Swaziland there is still a big problem with stigma and discrimination, therefore some people 
are not using local clinics for treatment. But with it not being possible to go elsewhere, this 
means they are not being treated at all. There are problems with poverty and nutrition. People 
seem to have multiple sexual partners, even when they have been diagnosed. They risk 
being re-infected. 
 
South African dioceses: 

-‐ There is a problem with people wanting to hide their status and therefore not attending the 
local clinics. One solution is not to have a separate day for the treatment of HIV. There is still 
a very high level of denial. 

-‐ We are worried about the use of witchcraft and lack of acceptance of HIV. There are 
problems with disclosure and stigma. 

-‐ We are picking up a trend where people are deliberately infecting themselves with HIV so as 
to access the social welfare grant. 

-‐ More caregivers are needed as the number of those infected increases. 
-‐ Sometimes the distance to the clinic is as much as 200km and travelling can be unsafe. If 

people know you have been to the clinic they may rob you of medication and sell it on the 
black market.  

-‐ Problem of teenage pregnancies: would providing food vouchers be better than handing out 
the child support grant in cash? This seems to be an incentive for having a baby. Sometimes 
the rest of the family encourages this. 

-‐ More education is still needed. 
-‐ The HBC model gives holistic healthcare to the family. It is a very good model and cuts down 

stress on government clinics. There is a social work aspect to assisting the whole family, 
integrating the patient back into the family. This model also helps with access to treatment 
and adherence. 
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-‐ Male medical circumcision has been a good step, as it is healthier and safer. 
-‐ There is a problem with people interrupting their treatment in order to keep their grant (if their 

CD4 count rises too high). The grant generates income for the family, therefore the member 
with HIV could be pressured to remain ill.  

-‐ Sometimes the status of children is hidden, making treatment too late.  
-‐ There is a major poverty, unemployment and HIV combination (a triangle).  
-‐ One clinic has to serve a few villages. Children in particular are very vulnerable. 
-‐ Caregivers are badly in need of skills. Often caregivers leave to take up government posts 

and newcomers need training. 
-‐ There is some resistance to caregivers because of lack of trust and the stigma associated 

with having a caregiver coming to your home. 
-‐ In the Northern Cape substance abuse is adding to the problem. Communities are very 

remote and there is a lot of stigma. 
-‐ There is a lack of trained caregivers and they lose interest if there is no stipend. 
-‐ Carers often leave to work for the Dept. of Health or the Dept. of Social Development. 

Projects need to recruit more people but cannot compete with stipends paid by government. 
-‐ The crime rate is high and there is theft of ARVs and also selling of these on the black 

market, possibly for use in illegal drugs. 
-‐ Teenage pregnancy causes a huge strain on the older population. 
-‐ Church caregivers seem to be more committed, but we could lose them due to a lack of 

funds. 
-‐ The OVC grant is sometimes abused as a form of income generation, with the child not 

benefitting from it. 
-‐ People tend to disclose their status when they need help. 
-‐ The 15 to 24 year age group must be targeted. Moral re-generation is needed and HIV/AIDS 

and behaviour change should be part of this. The importance of the family unit must be 
emphasised. 

-‐ Availability and timing of medication can be problematic. There is a lack of meals to go with 
the medication. The distance to clinics is often difficult to cover. 

-‐ Kroonstad can show a good example of working with the Dept. of Health. 
-‐ Conflicting messages come from government and the churches. 
-‐ Clinics lack the time to deal with opportunistic infections. 
-‐ There is a lack of understanding of treatment. 
-‐ Cultural behavior can contribute to the HIV/AIDS problem. 
-‐ People still see HIV as a “woman’s issue”. 
-‐ We need more support at parish level. 
-‐ We have noticed a lack of counselling by private doctors. Ongoing counselling is needed in 

the private health care world too. 
 
2.2. The grant recipients’ relationship with the SACBC AIDS Office: 
The group was asked to give both positive and negative feedback, or suggestions, 
concerning their relationship with the office itself. 
 

POSITIVE NEGATIVE 
• Positive relationship – the office is 

receptive at the end of the phone. 
• Have gained clarity on procedures. 
• Family relationship, they look out for us. 
• Visits much appreciated. 
• Helped a lot with diocesan development 

structure and with putting proposals 
together. 

• Collaborative and didn’t hold the past 
against us. 

• Long-term, good relationship, show 
concern. 

• Step by step guidance. 
• Honest, friendly, but challenging 

relationship. 

• Botswana is far away, don’t forget about 
us, please visit. 

• Make sure reports received are filed 
correctly. 

• Be clear about office’s requirements. 
• Please visit Swaziland. 
• Be clear about who is dealing with the 

project. 
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• Nondumiso is very helpful with sharing 
fund raising opportunities. 

• There is flexibility. 
• Consultation about templates was 

appreciated. 
 
2.3. What makes an AIDS project sustainable? 
The group painted the ideal situation, i.e. what needs to be in place for project 
sustainability. They then marked with a tick the areas where they are struggling.  
 
Community Ownership & 

Participation 
High trust level in the project  

√√ 
Involvement of whole 

community through meetings 
etc.  √√√√√ 

Involvement of parish level  
√√√√ 

Support of project financially 
or by helping  √√√√√√√√ 
Drawing volunteers from 

local communities 
 

 

Staff & Volunteers 
Passion, dedication & 

commitment  √√√√√√√√ 
Loyalty  √√√√ 
Patience  √√√ 

Transparency  √ 
Accountability 

Strong networking, especially 
with clinics  √√√ 

Open to other religions  √√ 
Confidentiality  √√ 

Remuneration & stipends  
√√√√√√√√√√√ 

Responsible people  √√√√√ 
 

Leadership & Governance 
Good, clear structure & solid, 

functional systems and 
policies  √√√√√√ 

Good communication skills  
√√√√√ 

Good participation by 
board/committee  √√ 

Good selection of board 
members  √ 

Good reporting by staff  
√√√√√ 

Good relationship between 
board and staff  √√ 
Diversity of skills  √ 

Resources 
Good fund raising strategy in 

place  √√√√√√√√√√√√√ 
Somebody dedicated to fund 

raising  √√√√√ 
Total accountability to 

funders  √√√ 
High standard of M&E  √√√√ 

Good information about 
funders  √√√√√√ 

Clear budget 
Good resource management  

√√√ 
 
 

 
 
 
 
 

WHAT IS 
SUSTAINABILITY? 

Quality of Services 
Work with whole family unit  

√√ 
Positive feedback from 

patients  √ 
Working with the whole 

person 
Decline in stigma  √ 

Responding to what that 
particular community needs  

√√√√ 
Solid programme and 
implementation plan 

Clear referral systems  √√√√ 
Clear baseline study 

followed by M&E  √√√√√√ 
Strategic planning & 

evaluations  √√√√ 
Staff appraisals  √√ 

Capacity & Training 
(knowledge base) 

Staff & volunteers (esp. caregivers)  √√√√√√ 
Board members (roles & responsibilities)  

√√√√√ 
Updating information and reading in the field 

of HIV  √√√√ 
 
 

Partnerships & Networking 
Making others aware of the project’s work  

√√√√√ 
Essential networking with Depts. of Health & 

Soc Dev, grants office etc. (good 
relationship)  √√√√√√√√ 

Church working together through referrals 
and a common approach  √√√ 

Sharing of resources, e.g. halls etc.  √√√√√ 
Good relationship with diocese & parish  

√√√√√√√√ 
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2.4. The six major areas of concern were: 
 
1. Having a good fund raising strategy in place: 

Clearly raising funds is a challenge as many funders no longer support South Africa. 
Accessing funds from the SA Lottery or government departments is complex and there 
are no guarantees that funds will be received. People running HIV/AIDS projects find this 
area particularly stressful, an additional burden to what they are already doing. Possibly 
they have come to do HIV work because of their vocation or professional training, but 
they are soon burdened with financial issues.  
 

2. Remuneration and stipends: 
The fact that the Church does not have the resources to pay regular stipends, or stipends 
that are in line with those paid by government, is well documented, as is the fact that 
many caregivers move on as they need to make a living and support their families.  
 

3. Community support of the project, financially or by helping: 
There was a feeling that often it is a particular group within a community that carries the 
burden of caring for those with HIV/AIDS. It would be nice to have support from all 
quarters, whether financial or by volunteering.  
 

4. Passion, dedication and commitment of staff and volunteers: 
One wonders whether after all this time there is a sense of “volunteer fatigue” in 
communities. Are people worn out with this problem or is it human nature that dictates 
some will do more than others? Tackling the fallout of HIV/AIDS in SA has relied so 
heavily on the goodwill of those who are already poor or vulnerable. 
 

5. Essential networking with government departments and forming good 
relationships: 
As with accessing government funds, the challenges in this area are also well 
documented. It takes tremendous perseverance to make these connections and often 
government employees move on to other areas and one has to start again. This situation 
varies greatly from province to province. 
 

6. Good relationship with diocese and parish: 
This seems to be about ownership. If a project is supposed to be parish based do the 
parishioners truly get involved? Is it taken up as a parish cause and a priority? Does the 
diocese support the project and see it as important? Is there enough co-ordination and 
communication of different activities at diocesan level?  

 
2.5. Suggestions for visits by the AIDS Office: 
The group had mentioned more than once that they would like the AIDS Office to visit 
them more often on site. They were asked to suggest what these visits should cover. 
 

-‐ 1 or 2 visits per year and when problems arise. 
-‐ Checking of financial management systems. 
-‐ Advice on policies. 
-‐ Site visits and interaction with caregivers. 
-‐ Looking at how the work is done, different models. 
-‐ Record keeping and reporting – checking these systems, as we want to do the right thing. 
-‐ Are we doing our M&E properly? 
-‐ To get a general picture of the diocese. 
-‐ Social time together. 
-‐ Meet board of management. 
-‐ Meet diocesan personnel, e.g. the bishop and finance officer. 
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2.6. Capacity Building Attended: 
The group commented on the following capacity building events they recalled: 
 

-‐ Fundraising, Jhb, 2009/10: Helpful for writing proposals and provided lots of information 
about donors. 

-‐ Project & Finance Management, Durban, 2010: Helped to organise financial systems; was 
particularly helpful for Kroonstad. 

-‐ Project Management & Fundraising, Jhb, Feb 2010: Very useful and practical.  
-‐ Care of the Carers, Durban, 2011: Aimed at caregivers, very helpful. 
-‐ Financial Management & Governance, Hartebeespoort, Sept 2011: Very useful, aimed at 

the right level, practical and included caregivers which was good. 
-‐ Clinic Management, Sept 2011: This was good for finance people too. 

 
2.7. Suggestions for further training workshops: 
The group were asked about their most important capacity building needs. They 
requested the following. 
 

-‐ Practical fund raising, incl. funding contacts and proposal writing. 
-‐ Refresher training on project management. 
-‐ Board responsibilities – AIDS Office could address meetings. 
-‐ Caregiver training (needs bigger budget), incl. counselling skills and stress management. 
-‐ Long-term strategic planning (falls more within Organisational Development). 
-‐ Income-generation skills. 

Note: encourage the bishops to own the projects and support them and not leave everything 
to the AIDS Office. 

 
3. FEEDBACK FROM QUESTIONNAIRES 

Questionnaires were sent to the following dioceses/organisations: 
 
DIOCESE 
DUNDEE - Yakhumndeni 
DURBAN – Ithembalethu Outreach Project 
GABORONE - Tirisanyo 
JOHANNESBURG – Ahanang Parish Based Care Organisation 
KEIMOES-UPINGTON – Diocesan AIDS Ministry 
KLERKSDORP – Baitlami ba Sechaba 
KROONSTAD – Development Agency 
MANZINI – Caritas Home Based care 
MARIANNHILL – AIDS Office 
MTHATHA – Sithembele Awareness Program 
POLOKWANE – Welfare & Development 
QUEENSTOWN – Ntaba Maria  
RUSTENBURG – AIDS Co-ordination 
WITBANK – Vezokuhle HBC (no response) 
 
The responses to the questionnaires have been summarised per diocese in appendix one. The 
responses were similar to those given at the workshop but provided more detail. 

 
4. FEEDBACK FROM SITE VISITS 

 
RDSP staff carried out visits to the following sample of AIDS Office grant recipients: 
 
CADDAC, Archdiocese of Durban:     12 March 2012 
Diocese of Aliwal AIDS Office:     14 March 2012 
Masabelane Community Centre, Diocese of Aliwal:   16 March 2012 
Nazareth House, Archdiocese of Cape Town:    11 April 2012 

 



8	  
	  

 
 
CADDAC, ARCHDIOCESE OF DURBAN 
Prior to 2007 CADDAC was more involved in running AIDS awareness workshops in the parishes 
within the Archdiocese of Durban than in actual implementation work. Many parishes had formed 
projects as a result of these awareness workshops. CADDAC spent much of its time after 2007 
collecting information in order to gain an understanding of what was happening in the various 
parishes. In 2009 CADDAC attempted to implement HIV/AIDS activities and programmes in parishes. 
Funds received from the SACBC AIDS office were used to establish the Parish Nurses Programme in 
Escort. These covered stipends for about four caregivers and were used to purchase over the counter 
medication which people could not afford, yet needed to assist in treatment of their illness. 
 
Post 2009 CADDAC managed to open its own bank account and was able to have its own financial 
audits, which assisted with the receiving of funds from the AIDS Office. The stipends received for the 
caregivers, though small, assisted them to purchase food for their families and other essentials. The 
caregivers were able to gain skills from the workshops facilitated by Sinosizo, which were funded by 
the AIDS Office. These skills included home based care, basic patient care and counselling. The 
Escort project was able to independently apply for its own funds from the AIDS Office and did not 
require the assistance of CADDAC. They are also a registered NPO. Through CADDAC’s assistance 
more than 20 projects affiliated to CADDAC are now registered NPOs.  
 
CADDAC has a very good partnership with the EThekwini municipality, in that together they 
implemented a prevention strategy which was originally designed and developed with funds received 
from the AIDS Office. CADDAC also conducted deanery workshops informing the parishes in the 
Archdiocese of Durban about NPOs and distributed NPO registration forms. 
 
Due to some administrative glitches within CADDAC at one point money went into the main 
Archdiocese of Durban bank account. Therefore all funds were mixed into one account and no 
realistic records of accounts were kept. This was one of the reasons why the AIDS Office took half of 
the funds away due to a lack of spending. The AIDS Office required CADDAC to open a separate 
bank account, which proved to be a challenge within the archdiocese. Another challenge in 
implementation was the fact that 50% of CADDAC is run as a NPO and the other 50% is “owned” by 
the Archdiocese of Durban. CADDAC does not have a dispensing licence and therefore cannot 
dispense the much needed medication to their clients. Therefore they see themselves more as an 
awareness programme. They feel there is too little medication to care for the number of people in 
need as the clinics are not keeping up. In addition, the clinics are a long distance away from peoples’ 
homes and they are often not able to get to them because of transport costs. 
 
The CADDAC co-ordinator is based in Durban and Pietermaritzburg, which is a distance away from 
the implementing projects. This poses challenges with regards to reporting. Often the co-ordinator has 
to edit and amend reports as they are not written in the required format by the projects. CADDAC feel 
that the funds from the SACBC are just too little. The SACBC should possibly reduce the number of 
grantees as they are simply scratching the surface with the money received. Further to this there is no 
guarantee of continued funding from the AIDS Office. With the lack of funds CADDAC felt they were 
creating false hope in people. 
 
Considering lessons learnt, CADDAC feel there is a need to have a co-ordinator in each area in which 
it has projects. CADDAC have also learnt how the AIDS Office wants proposals written and this 
helped the projects and CADDAC with writing proposals to other funders. There was a great 
improvement in the way funds were requested from other funders.  
 
CADDAC is not aware of any capacity building received from the AIDS Office - capacity building was 
done at a local level for the Escort group. CADDAC has a good working relationship with the 
EThekwini municipality, they attend district and ward workshops called by provincial government and 
attend some workshops with the KZN Religious Council. They feel it would be useful to visit other 
HIV/AIDS projects in other dioceses, the only challenge being their lack of available staff. 
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DIOCESE OF ALIWAL AIDS OFFICE (House of Hope, St Martins, Sithunyiwe, Sizanani, 
Sizamulwazi, Lesedi and Masabelane) 
The RDSP trainer met with key people in the office and asked them about success and areas of 
achievement, which were listed as follows: 
• Establishment of project structures and skilling them. 
• Stigma in communities where the projects are has been reduced somewhat. 
• Children born with HIV/AIDS are receiving treatment. 
• Caregivers played a key role in teaching communities about HIV/AIDS and have shared the 

challenges individuals experience. 
• Networks with departments of education, health and social development have been established. 
• The poor have learned to help each other. 

 
Challenges the office faces include: 
• Staff turnover in the projects leaving for government jobs. 
• Dealing with the poorest of the poor, where one needs to be patient when teaching people new 

skills. 
• The introduction of stipends has muddied the waters around volunteering. 
• Some of the projects have not registered under the NPO Act. 
 
The diocesan AIDS office has been amazed by the courage of people and their resilience. People 
help one another without any direct interest for themselves - even though people in communities are 
poor, they have the ability to share and offer what they have to others who are as poor as they are. 
People share a sense of hope with one another and the level of education of volunteers has 
increased because of their involvement with projects. The diocesan office came to exist because of 
the SACBC AIDS Office and has been capacitated in the areas of home based care, orphans and 
vulnerable children, child care work, financial management, programme coordination and funding (exit 
plans and connecting of projects with governmental departments). They have also learnt about report 
writing skills and the importance of documentation. They have a good relationship with the AIDS 
Office. Further skills in financial management, project management and good governance would be 
welcome. 
 
The diocesan office participates in the Malitswayi HIV/AIDS Forum, the Social Development 
Stakeholders Forum and the Dept. of Health Data Base. Visiting projects in other dioceses would be 
an opportunity to share skills and help sustain the work on HIV/AIDS in dioceses. 
 
It was suggested that the AIDS Office inform dioceses about its change of personnel and introduce 
new people working at the AIDS Office to the various dioceses. The Prevention & Care Reporting 
Tool needs to be improved. 
 
MASABELANE COMMUNITY CENTRE, DIOCESE OF ALIWAL 
The RDSP trainer met with 18 people at the Masabelane Centre in Herschel and asked them about 
success and areas of achievement, which were listed as follows: 
• Helping orphans and vulnerable children in communities. 
• Provided Christmas gifts for the needy in the communities. 
• Playing a key role in helping those who are infected with HIV/AIDS. 
• Being able to refer people to correct service providers. 
• Organised birth certificates for children without these. 
• Helped many people access their grants. 
• Started a computer school for orphans and vulnerable children. 
 
Masabelane has faced the following challenges: 
• Lack of funding and access to it. 
• Volunteers have challenged the organisation about providing stipends. 
• The organisation has a car but no qualified driver. 
• Run out of OVC kits. 
• Need training around report writing. 
• Shortage in food supplement. 
• Pre-school space needs expansion. 
• More variety in children’s games. 
• Need training in agriculture. 
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People appreciate the help offered by Masabelane and get to know the individuals there. Your 
psychological make-up can affect whether you are able to help those who are sick in communities. 
Home based care work is very challenging and requires good training in visiting the sick. 
Collaboration is important, as well as accountability and reporting. 
 
Sr Jane visits often and makes sure that they are trained in doing their work. They relate very well 
with Sr Alison, Geraldine and Nondumiso in Pretoria and find the AIDS Office very accessible. 
Training has been received in OVC, HBC, financial management, administration, planning, caring for 
carers and career guidance for educators. Training in counselling and peer education is still needed.  
Masabelane participates in the Eastern Cape AIDS Coalition, Ukhahlamba Forum, Joe Gqabi Forum, 
Barkly East HIV/AIDS Forum, the local NGO coalition, Depts. of Health and Education meetings and 
local imbizos. It would be useful to network with projects in other dioceses to share information on 
funders, observe and learn how other projects are run, share gardening expertise and learn from each 
other’s strengths and weaknesses. Masabelane would like the AIDS Office to visit projects more 
often, share good stories and encourage income generating projects. Communication could be 
improved on both sides. 

 
NAZARETH HOUSE, ARCHDIOCESE OF CAPE TOWN 
The AIDS programme run by Nazareth House is not typical of the small projects supported by the 
AIDS Office, therefore this was a brief visit, carried out in order to view work being done in a larger 
institutional setting. Nazareth House took a difficult decision to go back to basics and focus on 
terminally ill children specifically. With the introduction of ARVs, although far from perfect, a good 
chance of survival has been given to adults living with HIV/AIDS. However children remain particularly 
vulnerable, and Nazareth House specialises in accommodating and treating the most severe cases. 
Nazareth House’s progress report has provided details on this changed approach. 
 
The R200 000 grant received from the AIDS Office was extremely useful, especially since it could be 
used for operational expenses. Many funders specify the use of their grant, leaving the organisation 
able to cover some cost areas and not others. The fund raiser is experiencing no administrative 
problems with the grant but the staff do find monthly reporting quite a heavy requirement. They 
questioned whether quarterly reporting would not be more informative as they would be able to pick 
up trends and relay these. 
 
All of the wards were visited and the following impressions formed: 
• A happy, bright and child friendly atmosphere. 
• Professional, attentive staff. 
• Specialised care for children with cerebral palsy. 
• A personalised and very caring approach, built on years of experience. 
 
Many of the “AIDS Babies” taken in nearly twenty years ago have grown up at Nazareth House and 
now have a special area designated for their use, with a resident house mother. The children attend 
local schools where possible and every effort is made to integrate them with the community.  Much 
has been learnt about the impact of ARVs on children and teenagers. The side effects are often 
difficult to cope with and can include behavioural problems. 

 
 

5. FEEDBACK FROM INTERVIEWS & SPECIAL REQUESTS FOR INPUT 

SR ALISON MUNRO, DIRECTOR, SACBC AIDS OFFICE 
Staff turnover at the AIDS Office has been a concern and has caused some constraints. With 
Nondumiso Jwara now in place things are settling down again as far as the small grants programme 
is concerned. A contributing factor to staff turnover is that people move on to more secure and better 
paying jobs once they have gained some training and experience. This mirrors the situation at project 
level where often caregivers move on to take up government posts where they have access to a 
stipend. Training caregivers could even be seen as job creation. The AIDS Office has accepted that 
people move on and nothing it wasted – they will hopefully take their skills and their church ethos and 
use them in the government sector. 
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Budget constraints and reductions have also been very challenging – it is difficult to work with projects 
in one year cycles as there is little financial security. With less funding available, the office has aimed 
at assisting smaller, more parish-based projects that really need assistance. The office tries to target 
dioceses not receiving PEPFAR money in order to spread resources fairly. 
 
The emphasis of the office has to strike a balance between service delivery to those in need and 
project management, or building capacity for long term delivery and sustainability. Getting this 
balance right is challenging.  
 
What is an encouraging development is seeing church sites, which may not be ARV sites, becoming 
support sites for government clinics. They play the important role of helping people to adhere to their 
treatment and improve nutrition. 
 
The diocesan co-ordinators are employed by the diocese itself. The AIDS Office cannot make any 
guarantees about salaries. 
 
Proposals for small grants are received in April and October. The allocations committee looks 
carefully at the spread of where funds are going and have to stretch limited funds a long way. CRS 
funds give added flexibility and the committee has the discretion to choose which dioceses to support. 
The committee examines proposals rigorously and includes the SACBC Secretary-General, 
representatives from Catholic Health Care Association (CATHCA) and the Catholic Institute of 
Education (CIE), as well as two outside people. People are very good at guarding against pet 
projects. Funds are paid over to the projects quarterly, with an average grant being R100 000. 
 
The AIDS Office pays an annual visit to funded projects. Gathering projects into clusters has also 
proved useful as this saves costs, allows for cross fertilization of ideas and the exchange of 
information and a growth in confidence of the participants. 
 
Some projects previously supported with the CRS small grants funds are now falling under Global 
Fund or Dept. of Health funding. The CRS funding provided a valuable stepping stone for these 
projects to attract other supporters. 
 
SR HERMENEGILD MOKORO, SACBC SECRETARY-GENERAL 
The capacity to implement projects at diocesan level is a big concern. Rural dioceses in particular 
lack skilled people who can take projects forward. Having to pull out of a diocese due to capacity 
problems is very painful. This is not an easy area to fix and the AIDS Office is in a difficult position. 
Are we asking too much? It is very important for the bishops to be informed of the projects. 
 
The allocations committee works very well and tries to spread funds around evenly. The AIDS Office 
staff report on progress and make recommendations. The project manager’s assessment is important, 
as well as looking at the needs of the projects and how they have used previous grants. The office 
holds back on the release of funds if it is not happy with the information received. The two outside 
members of the committee have a critical voice. The bishops do not always understand what is 
available from the office and this needs lots of explanation. 
 
The AIDS Office small grants should be seen as a springboard to move on to attracting other, 
possibly bigger, funders. The allocation committee wishes it could give more, but funders are 
struggling too, and they are grateful for the funds they do have to disperse. It is satisfying that the 
funds are going to real, very rural, work and it would be good to work with more dioceses. 
 
Despite problems of capacity, there are lots of positives in the people working at project level. It is 
amazing what they achieve and how far they have come. These people deserve to be uplifted through 
skills development. People moving on to greener pastures should be seen as “sparks” from the work 
of the AIDS Office. 
 
The AIDS Office has a good working relationship with CRS, the two have become a family. The 
PEPFAR audit was very successful and these same systems of accountability are used to manage 
the CRS small grants. Controls are very strong and Sr Alison is very good at financial issues. She has 
good financial staff to keep things well managed. Once Sr Alison has requisitioned a small grant this 
then goes to the Secretary General’s office. Nothing can be paid without the right authorization. 
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BISHOP JOSE LUIS PONCE DE LEON, SACBC LIAISON BISHOP 
“The AIDS Office has been able to offer what probably is essential support to local born and run 
projects in the poorest areas of the country. A challenge has been continuity - once or twice we had 
no allocations meeting because there was no money to allocate. I know that many years ago the 
AIDS Office asked everyone to look for other sources of funding. I am not sure how many took that 
seriously.  
 
My interaction with the AIDS Office has been excellent though limited. Excellent, because I keep in 
touch particularly with Sr A. Munro OP. I was also able to attend most of the meetings and retreats. 
Limited, because of the nature of my service and fact that I live 600 km from the office. 
 
I believe a lot has been achieved thanks to the follow up visits done by the members of the Aids 
office.” 
 
LORESHNEE YIREFU, CATHOLIC RELIEF SERVICES, JOHANNESBURG 
“There was much confusion in the past as to the roles of SACBC project staff involved in the project. It 
was unclear as to who was involved in the management of the project and responsible for reporting. 
Since Nondumiso has been appointed, we now have a contact person and direct point of contact on 
all programming aspects. The SACBC AIDS office should have clear and defined roles of project staff 
to ensure accessibility to the right person, improved communication and an overall strengthening of 
working relations.  
 
What needs to be improved on, is adherence to donor reporting requirements, both financial and 
narrative. Deadlines need to be met, queries need to be addressed in a more prompt manner and 
with greater seriousness. The partner should also report in accordance to the approved CRS budget 
and ensure that all expenses are in line with the budget and allowable.  
 
CRS would otherwise like to commend and thank the SACBC AIDS Office for the exemplary work 
done and dedication to serving the most needy. Their support to communities that are in dire need is 
most invaluable. Through their support of the small projects, they reach and serve communities that 
would otherwise have little or no access to care and support.” 
 

6. MONITORING LESSONS LEARNT 
 
The key findings are taken from the current CRS proposal. The update gives a brief picture of how 
some areas are progressing… 
 

KEY FINDINGS & LESSONS LEARNT FROM 
PREVIOUS GRANT 2004 - 2008 

UPDATE 

The number of projects being supported is vast… This is no longer the case due to financial constraints. 
Capacity building in many areas has been 
identified as critical… 

It continues to be critical and takes time. 

Diocesan projects have been helped to register 
as Non Profit Organisations… 

Ongoing. 

Some small projects have scaled up their 
interventions and have been able to access 
alternate sources of funding… 

Funding has also been accessed from Dept. of Health, 
Global Fund and University Research Council. 

Some projects are now supported through 
PEPFAR funding… 

 

Not everyone needing treatment is accessing it 
sufficiently early, and sometimes not at all.  This 
means that home based care and hospice 
projects continue to provide support to people 
who are infected and, where possible, refer them 
to local treatment sites… 

This was confirmed by the projects themselves. 

FBO projects participated in consultations ahead 
of the development of the new National Strategic 
Plan for South Africa… 

Feedback was given on the plan developed in December 
2011. 
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Some projects remain small, others develop into 
bigger projects, and some “graduate” to receive 
alternate sources of funding… 

Many are remaining small. 

On-going capacity building at diocesan and 
project level has given some caregivers and 
volunteers the possibility of accessing 
employment in the formal sector… training needs 
to be on-going as people move on elsewhere… 

SA benefits from these skills. 

Accompaniment has proved to be a non-
negotiable aspect of SACBC co-ordination... 

Cluster meetings are very effective for dealing with this. 

The SACBC has always recognised that priests 
are essential for parish based interventions… 

The AIDS Office is working also with the newly 
appointed bishops. 

Care of carers workshops have proved to be a 
great success… 

Supported by Mense met Een Missie. 

FBO projects are increasingly taking up their 
roles at local level… some small projects still find 
it difficult to work collaboratively with other 
stakeholders and government departments… 
some FBO projects have positive and mutually 
beneficial relationships with government 
departments… 

This remains challenging, but is better than in the past. 

Some of our project partners have excelled in 
collaborating around traditional practices such as 
working hand in hand with circumcision 
schools…some projects are not ART sites but 
have been used by state institutions as step-
down facilities… 

Valuable preparation and follow-up of patients is done. 

The AIDS Office has developed coordinating 
structures in most dioceses...   

This applies now to several dioceses. 

Replication of models in other parts of the same 
and/or surrounding dioceses is on-going.  
Exchange visits have proved valuable in this 
instance… 

There are some suggestions in the questionnaires… 

The AIDS Office has developed an exit strategy 
for projects that it thinks have been sufficiently 
accompanied and would be able to continue on 
their own… 

Funding is allocated one year at a time. 

Not being able to support all small projects as 
much as they would like to… 

 

The AIDS Office has divided the country into 
geographical areas and put a minimum M&E 
target of one visit per year per project… 

There are some suggestions for visits in the 
questionnaires… 

The issue of stipends for carers is an ongoing 
one… tensions within projects also arise… 
income/stipend differentials within the same 
project… 

This continues to be a problem with no easy solution. 

Lack of proper understanding between board 
members and programme staff of roles and 
responsibilities… 

Would be helped through capacity building. 

Involvement of all stakeholders at project level 
can be both a strength and a serious deterrent…   

There is better collaboration. 

Unwillingness by some individuals within 
government structures to work with Catholic 
projects… 

 

Accessing funding will always be a challenge for 
projects and also for the AIDS Office… 

 

The beauty with the AIDS Office umbrella model 
is that the office acts as buffers in that it does all 
the reporting that is seen as difficult and provides 

This is much appreciated. 
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projects with simplified reporting requirements… 
Lack of administrative and management capacity 
has proved to be a serious challenge in some 
projects… 

Further organisational capacity building is needed. 

Projects engaged in HIV and AIDS work need to 
understand and see their role in the bigger 
scheme of the NSP… 

There is definitely more participation in local forums. 
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APPENDIX A: DETAILED FEEDBACK FROM THE QUESTIONNAIRES 
 
 
1. WHAT HAVE YOUR MAIN SUCCESSES BEEN?   

 
DUNDEE 
• 31 home based carers received accredited home based care training.  
• Clients were provided with better quality of care, referrals were done to clinics, hospitals, Home 

Affairs, Dept. of Social Development and other relevant stakeholders. 
• Household gardens 
• Community gardens 
• We were also funded for sewing machines for income generation. 
 
DURBAN 
• Convincing the volunteers to continue to work without a stipend. 
• Education counselling in our area has resulted in increasing numbers revealing their status. 
• Improved health of a number of clients who have returned to work. 
• Assisted an increasing number of orphans to get legal documents and access grants. 
 
GABORONE 
• Most of our patients have enrolled for ARV treatment, which is available free of charge. 
• Most of the patients are recovering. 
• Since the donation of bicycles from CATHCA we are able to reach more patients. 
• Despite of lack of resources we are committed to serve the terminally ill patients with love and 

respect.  
 

JOHANNESBURG 
• 2009: Home Based Care activities were carried out with some limited resources. Small donations 

were received from the community, Emmanuel Catholic Church, Catholic Archdiocese of 
Johannesburg AIDS Commission, Sedibeng District Health Mayoral Office, Pick and Pay in Vaal 
Mall and M&J Accountants donated a computer. Patients cared for were 553 and 86 OVCs. The 
staff that provided the service was 19. 

• 2010: Patients were reduced to 479 due to deaths and discharges; the OVC’s grew to 115. 47 
food parcels were handed out. 368 patients received nutritional supplements. Support groups 
were held with 479 patients. Funds were also received from the Gauteng department of Health for 
Home Based Care. 

• 2011: Funding from AIDS Office was received for the OVC programme .Patients were now 589 
and OVC’s were 515. Food parcels handed out were 1820. 142 patients received nutritional 
supplements. Seven (7) patient’s support group meetings, 29 OVC support group meetings and 
72 after school sessions were held. We also received funding from Lottery which enabled us to 
buy a steel working container and a vehicle. Security alarm system was also installed. Home 
support material, school uniform and extra curriculum allowance were provided to the OVC. 

 
KEIMOES-UPINGTON 
• Although the Diocesan AIDS Ministry did not have funding we still achieved the following: 

Bedridden clients are assured of effective home based care and counselling by trained 
caregivers; soup kitchens supply nutritious meals to clients and needy members of the 
community; our community caregivers take care of OVCs and psychosocial needs of the 
community. 
 

KLERKSDORP 
• Ancillary nursing skills from CATHCA. 
• Assisted 173 clients with home based care activities. 
• Received grants amounted to R 139 445.85 from SACBC AIDS Office. 
• Link with our local clinic: refer clients for treatment.  
• Assist clients with social grants. 
• Assist clients with transport for treatment (wellness Delareyville). 
• Nutrition for disadvantaged households.  
• Bought school uniforms for 50 orphans and vulnerable children. 
• Bought sports equipment for orphans and vulnerable children. 
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• Bought home based care medical aid kit. 
• Established child day care for orphans and vulnerable children. 
• Assisted 30 disadvantaged households with food security programme from Siyabhabha Trust 

(household vegetable gardening) 
• Trainings from SACBC AIDS Office: Financial management, TB training, care of care givers, 

clinical management and board members management. 
 
KROONSTAD 
• The OVC programme has been a very big success in the diocese.  It is a solid programme that is 

well planned and implemented, evenly established and efficiently coordinated across the diocese.  
• The OVC programme has 1,500 children benefiting actively from the activities with 54 volunteer 

caregivers providing services to these children at their different centres.   
• The establishment of a diocesan structure, an umbrella body with a functioning board and a 

Diocesan Development Coordinator for development and projects.   
• Our organisation was registered in 2010 as an NPO and it held its first AGM last year April and 

there will be another AGM this April, 2012.  
• The Home Based Care Project which started in September, 2011 is also a great success.  We 

have 45 volunteer caregivers from the community and over 340 patients enrolled in the 
programme.   

• The organisation had an independent financial audit done last year for the year 2010 and the 
2011 audit is in progress.   

• Networking with the Department of Health is a big success also as the manager assists us with 18 
of our caregivers’ stipends and supplies us with medical kits and nutritional supplements.   

 
MANZINI 
• TB was declared a national emergency on the 23 March 2011 and government committed itself to 

fight against TB by providing all the necessary services required by this pandemic. 
• On April /May 2011 Catholic Relief Services (CRS) donated 2650 food parcels to beneficiaries. 
• SACBC financially supported Home Based Care activities for year 2011 for 7 parish projects. 

Adding on that, CRS offered office equipment, i.e. laptop and printer, and first-aid kits through the 
AIDS office. 

• We had Project Management and Care of Carers training conducted by the SACBC in September 
2011. 

• Christ The King Support Group was shortlisted among the first grade agricultural growers 
regionally. 

• Catholic Relief Service (CRS) has approved the funding proposal for Swaziland Integral 
Livelihoods Project and HBC in collaboration with Food Security and Orphanaid Welfare. 

 
MARIANNHILL 
• Receiving funds from Misereor for a 3 year period. 
• Improving our organisation at a governance level where we will initiate new guidelines and 

policies for the growth of the organisation  
 
MTHATHA 
• Established Management Board. 
• Registered as an NPO with Social Development. 
• Funded by SACBC. 
• Established HIV/AIDS desks in most of the diocesan parishes. 
• Established support groups for people living with HIV/AIDS. 
• Managed to write a proposal for fundraising. 
• Trained caregivers. 
• Managed to reach out to more people with limited resources. 
• Networking with other stakeholders. 
 
POLOKWANE 
• After school care program for OVCs is effectively running, providing an environment of family life, 

growth, education and care for orphans. 
• Cleaning services, food parcels and clothing supplied to clients. 
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• Support group is effectively supporting our HIV/AIDS patients spiritually, physically, socially and 
emotionally for a quality life. 

• Registered as an NPO last year. 
• Managed to write our own vision and mission. 
• Managed to have a meeting with board members and we are successfully working together with 

Catholic nurses. 
• Members of Siyabhabha Trust visited us in Feb 2012. 
• We run a Drop-in Centre for OVCs with about 100 children attending. On Tuesdays & Thursdays 

children receive food after school, play games and attend human development classes. 
• We need to bring life to those children so that they can live like other children, making the lives of 

OVCs a fulfilling and enjoyable experience. 
• Rescue abandoned babies, given them quality of life. 
 
QUEENSTOWN 
• Through education our clients are more free to disclose and accept their status – also accepted in 

their families. 
• At the beginning our clients were negative about the ARVs, but through on-going counselling they 

now accept them and conditions have improved. 
• Committed caregivers – medication well monitored and defaulting not encountered. 
 
RUSTENBURG 
• With the help of the AIDS Office we managed to help a family who lost everything in a fire. We 

have also helped OVCs. 
• Attended financial management workshop organised by ABSA Bank. 
• Ten people from our projects attended financial management workshop run by RDSP. 
• Knights of da Gama donated blankets. 
• Hosted a diocesan Christmas party for 492 OVCs. 
• Clicks sometimes donates nappies, baby food & toiletries. 
• One of our projects has been adopted by Platinum Cash & Carry to help with our feeding scheme. 
• Three Stars Cash and Carry support school uniforms and Christmas parties. 
• PEP donated 20 school uniforms. 
• CIE helps with stationary.  
 

2. WHAT MAJOR CHALLENGES HAVE YOU FACED?    
  

DUNDEE 
• Funding for home based care is a major challenge. 
• Caregivers do not get funding for home based care and stipends. 
• People are no longer willing to do voluntary work.  
 
DURBAN 
• A stipend for our caregivers. 
• We are desperate for our own vehicle for the project as at present we use the parish vehicle 

which is not always available. 
• A common complaint that worries us is the lack of basic needs in the homes, such as food. There 

is overcrowding. 
• Poor standard of hygiene in some homes. 
• Distance to travel to see clients. 
• Lack of funds. 
• To keep volunteers who are themselves struggling to live. 
 
GABORONE 
• Excessive alcohol consumption, as a result many patients default or don’t take their treatment 

regularly. 
• Unemployment and poverty, which leads females to engage in multiple sexual partners.  
• Patients falling pregnant. 
• Stigma and discrimination from the community and self. 
• Community not interested in voluntary work to care for their patients. 
• Shortage of care givers. 
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• Lack of equipment to store our information e.g. laptop, printer. 
• Shortage of resources.  
 
JOHANNESBURG 
• 2009: It was a very difficult year for APCO. No funds were received. The SACBC funds were 

reduced by half. The carers’ stipends were R56.25/carer/month. As a result the Professional 
Nurse and 12 carers out of 28 resigned. The following challenges followed:  

- Training of caregivers on accredited 69 days HBC course.	  
- Training of OVC care givers.	  
- A need for a steel working container.	  
- Funds for buying patient care material, maintenance of equipment, rental and stipends for staff.	  
•  2010: Still struggling to find funds for buying a steel working container. 
- The majority of patients were unemployed; most of the time had to take treatment on an empty 

stomach. 
- There was a need for food parcels and nutritional supplement. 
- A need for a medical doctor linked to the NGO service. 
- A need for bedridden patients’ transport to the local clinics. 
- A great need for a vehicle for buying service delivery material. 
•  2011:  Social problems were identified that needed a social worker. 
- More food parcels and nutritional supplements were needed. 
- We had four burglaries in APCO Offices, equipment, food and blankets were stolen. 
- A need for security alarm system was necessary. 
 
KEIMOES-UPINGTON 
• Funding from SACBC stopped in 2008. 
• Our region has a lot of seasonal work, which means we have a high unemployment rate. This 

leads to a lot of problems like alcohol abuse, domestic violence and teenage pregnancy. The 
problems create a platform for the growth of the HIV/AIDS pandemic. 

• Due to HIV/AIDS we have OVCs and that is why we started the OVC programme. 
 
KLERKSDORP 
• Workshop equipment (projector) and office equipment (cupboard drawer). 
• People deny they are HIV positive and increase the rate of infections. 
• Health department and social development do not support our organisation. 
• Secure office room for equipment and materials.  
• Survival income for caregivers (stipend).  
• Nutrition for disadvantaged households. 
• Clients’ transport (1 local clinic for 4 rural areas). 
• School uniforms for orphans and vulnerable children. 
• Fencing material and water supply for our vegetable gardening. 
• Nutrition for orphans and vulnerable children (child day care). 
• Increasing client numbers each and every day. 
 
KROONSTAD 
• The delay in registering the organisation was a major challenge as it jeopardised our chances of 

accessing funding (the NPO number was a requirement for most funding applications).   
• An independent financial audit was also a challenge as our books were not previously done 

independently.   
• The previous negative image of the diocese’s accountability in the area of the Home Base Care 

project gave us a bad name. It was difficult and it took a lot of hard work to change that image.       
 
MANZINI 
• The role of palliative care in home based care is essential, yet drugs are not easily accessed. 
• Household food insecurity has increased, largely due to erratic weather conditions. 
• Malnutrition accelerates disease progression and increases morbidity and mortality. 
• The distances between parish projects cause difficulty for monthly reporting. 
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MARIANNHILL 
• Recruitment of new caregivers and to fundraise for projects for the diocese at large.  
 
MTHATHA 
• Lack of funds. 
• Caregivers are being taken by other service providers who have stipends to offer. 
• Lack of people in volunteerism. 
• Poverty.  
• Ignorance.  
• Illiteracy.  
• Health facilities are not within reach. 
 
POLOKWANE 
• Lack of training in HBC. 
• To have good financial control and reporting structures. 
• Lack of support from the local clinics. 
• Funding. 
 
QUEENSTOWN 
• Stigma still exists that leads to difficulty when it comes to the formation of support groups. 
• Pregnancies as a means of accessing social grants. 
• Poverty forces clients to move away from us looking for jobs, they default on their treatment and 

come back at the dying stage. 
• Abuse of orphans who are mainly used as income generation, but their needs are not met. 
• Our caregivers are really committed and are doing a lot of work, even facing risks, and have 

families of their own. We feel the incentive is rather too little. 
 
RUSTENBURG 
• Most of our projects lack funding to sustain themselves. 
• Some of our projects are losing volunteers due to a lack of financial assistance. 
• Some projects still need capacity building workshops. 
• Two of our projects face a challenge of distance for their patients when collecting ARVs. 
• Projects which lack funds expect the diocesan office to provide financial assistance. 
• OVC projects in rural areas lack school uniforms for some children. 
• Some HBC projects encounter problems of patients who are robbed of their medication when 

coming from hospitals. 
• HBC projects realise there is a need for feeding schemes to help patients who struggle to get food 

and end up taking medication without food. 
 

3. WHAT LESSONS HAVE YOU LEARNT?  
 

DUNDEE 
• It is not easy to coordinate the whole diocese if you do not have funds. 
 
DURBAN 
• Perseverance in counselling and a friendly attitude towards all clients. You will succeed in 

breaking the stigma. 
• Caregivers coming from the area we find are accepted by the clients. 
• To teach people to take responsibility for their actions. 
• To make sure bereavement care is undertaken. 
• To love what you do because you are dealing with people’s lives. 
 
GABORONE 
• Projects need to be self-sustainable to be able to progress. 
• Patients need to be monitored regularly to take their treatment seriously. 
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JOHANNESBURG 
• 2009: Funds were necessary in order to provide quality patient care. 
• 2010: There was a need to buy a steel working container and vehicle; Patients needed food and 

nutritional supplement; Trained caregivers were priority to provide quality patient care. 
• 2011: Security alarm system was a necessity for APCO facilities; It was also necessary to insure 

the APCO property and equipment;  To identify the social, home, educational and nutritional 
needs of the OVCs was very important 

 
KEIMOES-UPINGTON 
• Fundraising is important, as well as having good relationships with funders for sustainability. 
• We realise the importance of the relevant people attending capacity building workshops. 
 
KLERKSDORP 
• Project sustainability:  

ü quality services (teamwork, time management, accountability) 
ü partnership and networking (health department, social development grant office, donors, 

informs other NPO/NGO, spiritual guidance, good relationship with parish and diocese) 
ü community ownership (publicity and participation) 
ü staff and volunteers (good communication skill, loyalty, confidentiality, remuneration and 

stipend) 
ü capacity and training (updating information, skills and training for board members, 

knowledge for staff and volunteers) 
ü resources (fund raising strategy, research donors and foundations, clear budget, high 

standard of monitoring and evaluation) 
ü leadership and governance (policies, good clear structure, selection of board, good 

reports, relationship between board and staff) 
• General financial management: 

ü financial accountability (assessment, good decision, authority, sources of documents, 
accounting policies, human resource policies) 

ü asset control (fixed assets and depreciation, asset class and description, fixed asset tag 
numbers) 

• Financial management: 
ü bookkeeping  
ü plan for the organisation’s future. 
ü ensures that money is well spent 
ü building financial sustainability 

 
 
KROONSTAD 
• We have learnt over these years that good management starts with a good, solid and functioning 

structure and systems in place.   
• Transparency and accountability at all levels is very crucial to win funders’ trust and confidence.    
 
MANZINI 
• Our Lady of Sorrows has a Support Group garden project, the beneficiary PLHIV each have a 

plot, which makes everyone responsible since some clients have developed a dependency 
syndrome. 

• Care supporters need uniforms for recognition and identity because in most cases clients refuse 
to disclose their HIV status. 

• Caregivers need refresher training courses in the beginning of each year. 
 
MARIANNHILL 
• To work more on fundraising and to network more effectively with government departments, as 

well as the private sector which has outreach programs which can assist us and the effectiveness 
of our service delivery.  

 
MTHATHA 
• The church is still the voice of the voiceless. 
• Networking with other stakeholders is of great assistance. 
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POLOKWANE 
• Our caregivers need advice from nurses to help them protect their backs when handling bed 

bound patients, we need to develop tools to make our work more efficient. 
• We need to communicate with other NGOs outside the diocese. 
• Our home based carers need to meet after three months and hold monthly support meetings for 

people living with HIV/AIDS where they can share and discuss challenges or successes they 
experience in their daily lives. 

 
QUEENSTOWN 
• We have learnt that some of our clients disclose because they want food and nutrition boosters 

from us. They need food to take their medication and social grants have been discontinues by the 
government. 

• In the government clinics there is more discrimination, e.g. patients are grouped according to 
blood tests, results and ARVs. 

 
RUSTENBURG 
• Most of the projects that we have visited lack funds and proper training to sustain themselves. 
• We still need sex education at projects as we still see many teenage pregnancies. 
• Communities need to be encouraged to own the projects for the project to be sustainable when 

some of the volunteers find other jobs. 
• The office has to register as an NPO to be able to raise funds. 
• The bishop and priests should encourage the parishioners to own projects, not just certain 

individuals. 
 
 

4. HOW WOULD YOU DESCRIBE YOUR INTERACTION WITH THE AIDS 
OFFICE?  

 
DUNDEE 
• We get all the support that we request from the AIDS Office if the kind of support we request is 

available. 
 
GABORONE 
• Fairly good 

 
JOHANNESBURG 
• 2009: Free training was provided for caregivers. 

- Travelling money to the workshops was provided. 
- Monthly supply of nutritional supplement (SEJO). 

• 2010: Funds were made available for the project activities. 
- Free training and workshops were run. 
- Communication was good which enabled APCO to grow. 

• 2011: OVC financial support was commenced in 2011 by the SACBC/Global Fund     
- which improved the OVC care and support. 
- In August, 2011 APCO was funded with one-off funding and the following were bought: 

Children’s tables and chairs, kitchen utensils and 15 straight back chairs for caregivers. 
 
KEIMOES-UPINGTON 
• We started in November 2011 with the current programme. The AIDS Office staff are very 

supportive and we communicate telephonically. 
 

KLERKSDORP 
• Developed and still developing our organisation through training and funding. 
• Regarded as the major foundation. 
• Acquired a good knowledge and experience on how to sustain the organisation. 
• Understanding the organisation inside and outside. 
• Ensures that we have adequate resources and how to manage resources effectively. 
• Measures the organisation’s performance. 
• Help determine and monitor the organisation’s programmes and services. 
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KROONSTAD 
• Our interaction with the AIDS Office is one of mentorship as they have been guiding us and 

assisting us in putting our working systems and policies right, helping us to collate and scrutinise 
funding proposals and assisting us to access funding to support our projects in the diocese.   

• They visit our projects on site to monitor and offer advice where necessary to improve and 
provide better quality services to our beneficiaries. 

 
MANZINI 
• We have good relationship with the AIDS Office in such a way that we communicate whenever 

there is a need from either side. 
 
MARIANNHILL 
• They have been helpful and fruitful, with valuable informative to increase the well-being of our 

program. 
• They assist us to capacitate our volunteers and coordinators.  

 
MTHATHA 
• They are a home. 
• They are so supportive. 
• They nurture you. 
• They are so patient.  
 
POLOKWANE 
• The AIDS Office is always ready to help and is seen as contributing to the holistic framework 

within which organisations work. 
 
QUEENSTOWN 
• We have had a great relationship with the SACBC since we started with them.  
• Our major needs were met and there was concern. They even visited our work places. 
 
 

5. WHAT CAPACITY BUILDING HAVE YOU RECEIVED SINCE 2009?  
 

DUNDEE 
• Workshop on governance. 
• Project Management. 

 
DURBAN 
• Strengthening our AIDS responses (run by Americans). 
• Parish nurse workshop. 
• Management of TB for Healthcare Workers. 
• For caregivers: bereavement care, spiritual care, M&E, symptom care. 
• Retreat day for caregivers in the diocese. 
• DOT workshop. 

 
GABORONE 
• Finance and Management. 
• Palliative Care. 

 
JOHANNESBURG 
• 2009: The following were rendered: 

- Workshops, support group meetings, retreats, debriefing sessions, HIV/AIDS counselling, 
direct observation treatment, HIV/AIDS and TB awareness campaign, organic vegetable 
gardening and care and protection of the OVC.   

• 2010: Two caregivers were trained on 69 days HBC course. 
- Two lifestyle training sessions, 1 VCT Training, debriefing and retreat sessions, HIV/AIDS 

awareness campaigns were undertaken. 
• 2011: Five caregivers were trained in OVC and Child care.   

- Five caregivers were trained in Frail Care. 
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- Six caregivers received 69 days accredited HBC course. 
- One caregiver was trained in training of the trainers. 
- TB Training of  5 caregivers, 11 healing Mass services and 5 retreats were conducted 

 
KEIMOES-UPINGTON 
• Financial management – March 2012. 
• M&E - March 2012. 

 
KLERKSDORP 
• Ethical and responsible behaviour (honesty, integrity, promise keeping, caring for others, respect 

for others, transparency and accountability). 
• How to follow the organisational income and expenditure budget (to avoid monthly budget 

overspending). 
• To ensure that funds are only used for the purpose for which they were given.  
• To maintain organisational records, files and documents. 
• To build relationships with the community and local clinic.  
• Procedures for the organising, preparation, signing and issuing of cheques. 
• Effective control for the handling of petty cash. 
• Determining the organisation’s mission and purpose. 
• Ancillary nursing skill for home based care activities. 
 
KROONSTAD 
• Capacity building has been provided in the areas of Project Management, Financial Management, 

M&E and Documentation, as well as Fundraising.  
 
MANZINI 
• Project Management 19-23 September 2011: Monitoring & Evaluation, Clinical Management, 

Financial Management, Governance. 
• Care of Carers Training 13-16 September 2011. 
 
MARIANNHILL 
• Project Management. 
• Fundraising Skills. 
• Financial Management. 
 
MTHATHA 
• Financial Management. 
• Project Management. 
• Proposal Management. 
• Governance. 
 
POLOKWANE 
• Project Management in Birchwood (Basetsana Makgalemele). 
• Governance workshop at Koinonia and a training workshop on leadership. 
 
QUEENSTOWN 
• Financial Management – Sept 2011 
• Clinical management – Sept 2011 
• Care for the Caregivers (for our caregivers) – Sept 2011 
• Financial management – Feb 2012 
• Monitoring & Evaluation – Feb 2012 
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6. WHAT CAPACITY BUILDING WOULD YOU LIKE TO RECEIVE? 
 
DUNDEE 
• Care of the carer. 
 
 
DURBAN 
• Caregivers training. 
• Counselling skills. 
• Stress management. 
• Culturally how to handle bereavement in children as most of the time children are left out. 
• Orphan care. 
 
GABORONE 
• Counselling. 
• Monitoring and Evaluation. 
• Record keeping. 
• Budgeting. 
 
JOHANNESBURG 
•  69 Days accredited HBC course. 
•  OVC and child care training. 
•  Ancillary Nursing. 
•  Auxiliary Nursing. 
•  Project Management. 
•  Financial Management. 
•  Life skills training. 
•  Basic HIV/AIDS, Counselling and HCT training. 
 
KEIMOES-UPINGTON 
• HBC skills. 
• TB Management. 
 
KLERKSDORP 
• Ancillary nursing for the volunteers. 
• How to establish a hospice. 
• Office building for consultation. 
• Develop food security programme: household gardening project for disadvantaged households 

affected by HIV/AIDS. 
• Develop our early child day care. 
• Soup kitchen for orphans and vulnerable children. 
• Sufficient funding for our operating expenses (nutrition, workshop, campaigns and annual events). 
• Transport for clients and client visiting. 
• Stipend and work suits. 
 
KROONSTAD 
• Management vs Leadership Skills 
• Support to Caregivers. 
 
MANZINI 
• Refresher training courses on Project Management at the beginning of each year. 
 
MARIANNHILL 
• Proposal writing skills. 
• Fundraising Skills. 
 
MTHATHA 
• Proposal writing. 
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• Fundraising. 
• How to recruit volunteers. 
• Food security.  

 
POLOKWANE 
• Training for HBC. 
• Sessions on organisational sustainability. 
• Annual workshops on establishing reporting systems, writing reports and maintaining a database. 
 
QUEENSTOWN 
• Training of caregivers in more skills. 
• Workshops for board members because some of them seem not to know much about their roles 

and work. 
• Long term strategic planning. 
• Workshop on TB screening & ARVs. 
 
 

7. HAVE YOU PARTICIPATED IN ANY LOCAL HIV/AIDS FORUMS? 
 
DUNDEE 
• Some of the sites have participated on their local HIV and AIDS Forums, and we are also 

participating in the flagship programme where all the government departments and NGO’s do 
community interventions jointly. 

 
DURBAN 
• In 2008/09 we attended forums at the local hospital but this dies out because of a lack of doctors 

and poor attendance by all those involved in AIDS care in the area. 
• The caregivers attend the local clinic once a week and the sister in charge discusses challenges 

and gives them lectures on health issues and defaulters. 
 
GABORONE 
• Yes! 
 
JOHANNESBURG 
• Sedibeng District Municipality. 
• Emfuleni Local Municipality. 
• NGO meetings with Sebokeng Hospital. 
 
KEIMOES-UPINGTON 
• Siyanda District AIDS Council. 
 
KLERKSDORP 
• We participated in HIV/AIDS prevention and awareness campaigns. 
• Caregivers work day shifts at our local clinic (no stipend from health department). 
 
KROONSTAD 
• The HIV/AIDS Indaba organised by the Free State Health Department held at Thaba Nchu in 

November, 2011. 
 
MANZINI 
• Participated in the National Action Planning Process, setting national & regional targets, 

identifying key interventions/strategic levels for each thematic area & consolidating organisational 
inputs (conducted by the National Emergency Response Council on HIV/AIDS). 

 
MARIANNHILL 
• Department of Health forum and EThekwini Health Forum for NGO`s. 
 
MTHATHA 
• Local Municipality AIDS Council 
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• Women in Partnership with HIV/AIDS 
• 16 Days of Activism Steering Committee 
 
QUEENSTOWN 
• No, we would like to, but in most cases we are excluded, not involved or recognised in 

government activities. 
 

8. WOULD IT BE USEFUL TO VISIT OTHER HIV/AIDS PROJECTS IN OTHER 
DIOCESES? ANY IDEAS WHICH ONES? 

   
DUNDEE 
• We would be interested to visit any other HIV/AIDS project that can be suggested by the AIDS 

Office. 
 
DURBAN 
• If we received funding we would be able to do more. I do not see the point of visiting other 

dioceses as we are aware of the needs of our people. We would like to help them in so many 
ways, e.g. with seeds for food gardens and meeting the needs of orphans. 

• When we meet as a group the sharing of others from different dioceses is encouraging and you 
become aware that you all face the same problems. It is also a learning experience. 

 
GABORONE 
• Limpopo HIV/AIDS Projects. 
 
JOHANNESBURG 
• Yes, especially those that are developed in other dioceses. 
 
KEIMOES-UPINGTON 
• Due to distance and transport problems this would be difficult. 
 
KLERKSDORP 
• Share the knowledge on how to sustain the organisation. 
• How to apply for funding (foundations and donors). 
• How to trace defaulters. 
• How to encourage youth to get tested. 
• Fundraising strategy (events and donations). 
• How to encourage youth to join non-profit organisations. 
• How to decrease HIV/AIDS infections, teenage pregnancy and poverty. 
 
KROONSTAD 
• The Good Shepherd Sisters’ Projects in Pretoria, Diocese of Tzaneen or Diocese of Rustenburg.  
 
MANZINI 
• The AIDS Office needs to visit all the small projects at least once a year so that they can see the 

reality on the ground and reflect on the reports. 
 
MARIANNHILL 
• You are more than welcome here. 
• Would like to visit St Nirvard Centre, Thandukuphila AIDS Program, St Alphonse HIV/AIDS 

Program. 
 
MTHATHA 
• Mariannhill. 
• Diocese of Alwal North. 
• Diocese of Port Elizabeth. 
 
POLOKWANE 
• Port Elizabeth & Mariannhill. 
 
QUEENSTOWN 
• It would be very useful and much appreciated. 


