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Abstract
The HIV/AIDS pandemic is posing major challenges to 
all sectors in South Africa, including the health sector of 
the city of Johannesburg. The health sector of the city 
of Johannesburg, as a result of the pandemic, is faced 
with increasing demands on its scarce resources at a 
time of major reform at local government level including 
transformation of the health sector. The overall objec­
tive of the study is to explore and describe a strategy for 
the management of HIV/AIDS by the health sector of 
the city of Johannesburg. An exploratory, descriptive 
and quantitative research design was utilized and the 
UNAIDS “Guide to the strategic planning process for a 
national response to HIV/AIDS” (1998), was employed 
to formulate the strategy. The content validity of the 
strategy was determined according to the process origi­
nally described by Lynn (1986) and adopted by Muller 
(in Booyens, 1998:607-609). The research was conducted 
in two phases. The first phase, the developmental phase, 
involved the exploration and description of the theoreti­
cal framework and the response to the pandemic, and

formulation of a draft strategy. The second phase, the 
quantification phase, involved the assertion of the con­
tent of the strategy by a group of experts and determi­
nation of the content validity index (CV1). The final strat­
egy focused on the following: to lead and facilitate 
intersectoral collaboration; to strengthen primary health 
care services to provide comprehensive community- 
based care; prevention of new infections; community 
mobilization towards prevention, non discrimination and 
non stigmatization and empowerment of the health sec­
tor to deal with the AIDS .pandemic. The CVI results 
showed that the average content validity index deter­
mined during this study was adequate: full score (1.0) 
for acceptability and technical soundness, and 0.89 for 
feasibility and perceived affordability. The strategy for­
mulated for the management of HI V/A1DS by the health 
sector of the city of Johannesburg is therefore accept­
able, technically sound and feasible and perceived as 
affordable. It was finally recommended that the strat­
egy be adopted for implementation within the health 
sector of the city of Johannesburg.

Introduction
South Africa is currently faced with the fastest growing 
HIV/AIDS pandemic in the world. It is estimated that at the 
end of the year 2000,4.7 million out of an estimated popula­
tion of 43 million South Africans were infected with the 
Human Immuno Deficiency Syndrome (HIV) which inevita­
bly causes Acquired Immune Deficiency Syndrome (AIDS) 
(Department of Health, 2001a: 19). Since the introduction of 
the annual national HIV/AIDS survey of women attending 
public sector antenatal clinics in South Africa, the HIV/ 
AIDS prevalence rates have increased from 1.49% in 1991 
to 24.8% in 2 0 0 1. The survey also revealed that in the cen­
tral Witwatersrand region, constituting the city of Johan­
nesburg, the prevalence rate was 29.8% among women at­
tending public sector antenatal clinics (Departm ent of 
Health, 2001 a:8). An impact analysis conducted for the city 
of Johannesburg estimated that 168 921 HIV infected per­

sons were living in the city of Johannesburg in the year 
20CK) (City of Johannesburg, 2001:21). Among the higher- 
risk groups such as persons availing themselves for the 
treatment of sexually transmitted infections (STIs), the re­
corded HIV/AIDS sero prevalence rates were recorded even 
higher, at 53% for female and 35.8% for male persons (South 
African Institute for Medical Research, 2(XX): I ).

The inhabitants of the city of Johannesburg are particu­
larly vulnerable to HIV/AIDS infection because of the of 
job prospects that tend to lure migrant labourers from the 
whole of Africa to the city, the transport infrastructure of 
the area, the high levels of mobility of the community, the 
existence of single sex hostels, marginalized communities 
living in informal settlements, income inequality and pov­
erty. Other aspects increasing vulnerability applicable to 
the circumstances in the city of Johannesburg include the 
disruption of family and communal life resulting from apart­
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heid and the migrant labour system, very high levels of 
other STls, the low status of women in society and in rela­
tionships, social norms that accept or encourage high num­
bers of sexual partners and resistance to condom use (Smart, 
2(X)1:6).

The high HIV/AIDS prevalence rates and social circum­
stances peculiar to the city of Johannesburg strongly stress 
the threat o f HIV/AIDS to the inhabitants of the city of 
Johannesburg. Since the local government elections in 
December 2000 the management of the city of Johannes­
burg has introduced a process of mayor restructuring. The 
new council of the city of Johannesburg has identified HI V/ 
AIDS as a threat and has prioritized HIV/AIDS as one of 
the six strategic priorities (City of Johannesburg, 2001: 2; 
34). A strategic plan, in coherence with the plans at national 
and provincial governments, that would guide the manage­
ment of the health sector of the city of Johannesburg, will 
enable the sector to anticipate the impact of the pandemic, 
to be situation-specific in getting to the root of the prob­
lem, and would result in moving towards a situation where 
HIV spreads less rapidly and has fewer negative conse­
quences for those infected, and for their families and soci­
ety.

The following research question is relevant: What strategy 
should be adopted by the health sector of the city of Jo­
hannesburg to manage the HIV/AIDS pandemic in the fu- 
tureV The purpose of the study is to explore and describe a 
strategy for the management of HIV/AIDS by the health 
sector of the city of Johannesburg.

Terminology
HIV/AIDS
AIDS is a severe, life-threatening clinical condition that 
represents the late clinical stage of infection with the hu­
man immunodeficiency virus (HIV), which most often re­
sults in progressive damage to the immune and organ sys­
tems, including the central nervous system (Benenson, 
1995:1).

Pandemic
A pandemic is an epidemic that spreads over a widespread 
geographical area.

A  strategy
A strategy is a series of steps designed to move from one 
situation to another. The steps in strategic planning will be 
defined in terms of the programmes or initiatives that will 
carry the country or district from the current situation to­
wards realising the objective. A strategy is thus made up of 
a series of steps, each of which creates a new situation in a 
gradual march towards the objective (UNAIDS, 1998: 12).

Prim ary Health Care as delivered by the 
health sector of the city of Johannesburg
The core business of the city of Johannesburg is the deliv­
ery of Primary Health Care (PHC) services. Buch (2000:4) 
refers to Primary Health care as non-hospital care provided

through health centres and clinics and in the community. It 
is commonly divided into personal and environmental health, 
both of which engage in prevention of health problems and 
promotion of health, care and rehabilitation.

Research design
An exploratory, descriptive and contextual research design 
was utilized (Bums & Grove, 2(X) 1:43-52; 249; Brink, 1996:11), 
consisting of a developmental and a quantification phase. 
The development of the strategy was based on the process 
applied to strategic planning for a regional/national re­
sponse to HIV and AIDS as described by the United Na­
tions (UNAIDS, 1998), consisting of the following steps: 
situation analysis, response analysis, strategic plan formu­
lation and resource mobilization. The situation analysis is 
based on the exploration and description of the following: 
factors that may be relevant to HIV and AIDs; factors that 
favour or impede its spread; factors that favour or impede 
achieving the best quality of life for the affected and in­
fected; international, national and provincial strategies; the 
legal framework, issues oflocal importance, the stakeholders 
and the underlying dynamics (UNAIDS, 1998:1 -4). The re­
sponse analysis seeks to determ ine the best practice 
through a literature review of best practice. It also consid­
ers programmes and initiatives that are succeeding or fail­
ing, the potential opportunities and obstacles by conduct­
ing s tra teg ic  sessio n s w ith  in te rn a l and ex ternal 
stakeholders. A gap analysis is then conducted to identify 
the gaps in the response to the pandemic and in considera­
tion of the outcome of the situational analysis (UNAIDS, 
1998:6).

The following data collection methods were utilized during 
this phase of the study:
• Literature survey/text analysis: an exploration, de­

scription and analysis of the situation, international, 
national and provincial strategies, the legal frame­
work. and a description of issues of local impor­
tance, best practice principles, the stakeholders and 
dynamics

• Document analysis (national, provincial and local 
policies, surveillance data, strategic plans, best prac­
tice standards, etc)

• Consultative workshops with different stakeholders/ 
roleplayers (refer to population and sampling) fo­
cusing on the following (UN AIDS, 1998:2-4): what 
is working and needs to be continued (strengths); 
what is not working and requires a new 
transformative approach (weaknesses); what is 
working but needs to be expanded upon (opportu­
nities); what is not relevant to current needs and 
should be dropped (threats) and what has not been 
addressed at all (gaps)?

• Individual consultative interviews with managerial 
stakeholders/ roleplayers.

The draft strategy is subsequently formulated, focusing 
on the following steps UN A IDS, 1998:13):

Re-examination of the national guiding principles
6
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• Confirming priority areas f or an appropriate response
• Setting of goals in the priority areas
• Development of strategies to attain the goals
• Development of the strategic framework
• Examining the strengths and weaknesses of the pro­

posed strategies
• Revising the goals/objectives if necessary.

The strategy was drafted (refer to results). This was fol­
lowed by the determination of content validity of the strat­
egy, based on the process originally described by Lynn 
( 1986) and adopted by Muller (in Booyens, 1998:607-609): 
exposure of the draft strategy for critical debate and judg­
ment by domain experts and appropriate roleplayers, re­
ferred to as appraisors/validators, focusing on the follow­
ing: acceptability of the strategy, technical soundness and 
feasibility and perceived affordability (UN AIDS, 1998). The 
nominal group technique was utilized (Muller, 2002:173):
• A formal interactive decision-making technique
• Consisting of group members with nominal (the 

same) interests and attributes pursuing a common 
goal (in this case the critical judgement/validation 
of the draft strategy)

• The contributions of the group members are made 
in an organized and non-threatening manner

• Group members give their critical judgment inputs 
in a round-robin fashion, followed by critical and 
focused debate of all the group members, with final 
consensus as to what CV1 rating (yes/no) should 
finally be allocated to the particular dimension of 
the draft strategy.

The principle o f sufficient consensus reached by the 
appraisors/validators during the critical debate and judge­
ment of content validity during this phase, was applied 
(Muller, 1998:608-609). The draft strategy was reflected in a 
structured questionnaire format, consisting of the follow­
ing: information on the appraiser/validator with reference 
to representation and domain expertise, the dimensions of 
the draft strategy reflected in the form of a check list (yes/ 
no) with reference to acceptability, technical soundness 
and feasibility, as well as the perceived affordability 
(UN AIDS, 1998:16).

A descriptive frequency distribution was analysed and the 
mean “yes” rating by the validators for each dimension of 
the draft strategy was determined which was reflected as 
the CVI. The maximum group size of the validators was ten, 
as recommended by Lynn ( 1986:384) and Muller (in 1998:608). 
The CVI is based on a sliding scale: 1,0 equals ten members 
allocating a “yes”; 0.90 equals nine members confirming 
the validity with a “yes”, etc. According to this propor­
tional sliding scale, at least seven members should confirm 
the validity of the specific dimension to be accepted as 
sufficient consensus.

Population and sampling
The research population consisted o f both internal and

external stakeholders within the city of Johannesburg with 
reference to primary health care service delivery. They were 
the members of staff within the health sector of the city of 
Johannesburg who account for the implementation of the 
strategic plan. The positions included the director health 
services, deputy director(s) programmes, sub-district health 
directors, managers and operational managers, staff directly 
involved with HIV/AIDS services, as well as the HIV/AIDS 
co-ordinators. Provincial internal stakeholders were also 
included in the population: directors, deputy directors and 
assistant directors at the Gauteng Provincial Regional Of­
fice Region A and regional HIV/AIDS co-ordinators.

The external stakeholders were 24 funded organizations: 
the non-governmental organizations (NGOs), community- 
based organizations (CBOs) and faith-based organizations 
(FBOs). The Johannesburg AIDS Council represents these 
organizations. Other groups included in the population are 
the persons living with HIV/AIDS (PWAs ) and those af­
fected by the disease.

A purposive non-probability sampling method was utilized 
(Burns & Grove, 2001:374-375). Roleplayers/stakeholders 
and domain experts were identified by the researcher, in 
consultation with members of management, based on the 
following inclusion criteria within the context of the health 
sector of the city of Johannesburg:
• The researcher defines "experts” as those persons 

who will be responsible for the implementation of 
the strategy, adherence to the key performance in­
dicators and time frames;

• Members that have a formal full time and permanent 
appointment in the positions described in the popu­
lation

• Members that would be available to participate in 
the scheduled consultative workshops

• Representation from all stakeholder groups was 
ensured, utilizing the principle of quota sampling 
(Bums & Grove, 2001:375).

Reliability and validity
The following control measures were applied to ensure 
validity and reliability of the strategy (Thomson, 1997:185- 
193):
• Appropriate selection of the stakeholders/ 

roleplayers in both the developmental phase (draft­
ing of the strategy during consultative workshops) 
and the validation of the strategy to ensure adequate 
expertise, ownership and representation of all 
stakeholders/roleplayers

• Participants were given equal opportunity to par­
ticipate in the consultative workshops and the vali­
dation phase when the nominal group technique 
was applied

• Theoretical validity is based on the application of a 
comprehensive process, as described by the 
UNA1DS(1998).

• A formalized process was followed to draft the strat­
egy and to determine the content validity of the
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strategy.

Ethical considerations
The ethical standards for research, as set out by the Demo­
cratic Nursing Organization of South Africa (DENOSA, 
1998) were adhered to in this research. The researcher ob­
tained written, informed consent from the relevant author­
ity to conduct the research and participants were informed 
of the status and objectives of the research, type and method 
of data collection, and possible benefits to the authority 
and the participant. Due to the sensitive nature of HIV/ 
AIDS participants were informed that they may withdraw 
from the study at any time they wish (especially partici­
pants living with or affected by HIV/AIDS).

Results
The draft strategy was formulated, based on the following 
dimensions (see figure one):
• To lead and facilitate intersectoral collaboration
• To strengthen primary health care services to pro­

vide comprehensive communit-based care
• Prevention of new infections
• Community mobilization towards prevention, non 

discrimination and non stigmatization
• Empowerment of the health sector to deal with the 

HI V/A1DS pandemic.

A total of two consultative workshops were held and thir­
teen participants attended the workshops. Individual inter­
views were conducted with two internal stakeholders rep­
resenting managerial positions (refer to population). Two 
sessions, utilizing the nominal group technique (Muller, 
2002:173) were held to determine the content validity of the 
draft strategy. Ten and nine participants (domain experts) 
appraisors/validators rated the draft strategy respectively.

The draft strategy was confirmed as valid. The average 
Content Validity Index (CVI) determined, was 1,0 for ac­
ceptability and technical soundness (all ten participants in 
both workshops confirmed the content validity) and 0.89 
for feasibility and 0.89 for perceived affordability. There­
fore, a high Content Validity Index (CVI) with reference to 
acceptability and technical soundness was obtained.

Theoretical framework
The theoretical framework was developed, based on local, 
provincial, national, as well as international principles and 
criteria for the management of HIV/AIDS, in relation to the 
context, objectives, stakeholders, the process/strategy and 
underlying dynamics. This process entailed a situational 
analysis, followed by a response analysis, in accordance 
with the process of strategic planning for the management 
of HIV/AIDS (UN AIDS, 1998). Many local, provincial/re­
gional, national and international resources were utilized 
(AIDS Directorate, 2(XX); Buch, 2(XX); City of Johannesburg, 
2001; Department of Health 2000a,b,c; Department of 
Health, 2001 a,b; Drysdale, 2001; Education and Training
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Unit, 2001; Evion et al„ 2000; Floyd & Simon, 1999 and 
2(XX); Gauteng AIDS Directorate 1999a,b,c; 2002; Gauteng 
Provincial Government. 2001; Greater Johannesburg Met­
ropolitan Council, 1999; Harley, 2000; Intersectoral AIDS 
Unit, 2(X)1; Johannesburg HIV Management Services, 1998; 
Karim et al„ 1997; SAIMR, 2000; Smart, 2001; UNAIDS, 
1999; Wilson, 2(XX); World Bank. 1999).

Situational analysis
The strategy is developed for the city of Johannesburg in 
Gauteng. A situational analysis was conducted with refer­
ence to the factors relevant to HIV, factors that favour or 
impede the spread of HI V and factors that impede of favour 
achieving the best quality of life for those living with HIV 
and the affected. International, national and provincial strat­
egies, within the professional, ethical and legal framework, 
were analysed and described. Issues of local importance, 
such as the demographic profile of the city of Johannes­
burg, economic profile, human resource development, 
safety and security were assessed. Both the internal and 
external stakeholders involved in a strategy for the man­
agement of HIV/AIDS, were identified. The internal and 
external dynamics that could possibly impact the strategy, 
were also deleniated. The concluding statements, based 
on this analysis, are as follows:
• High levels of HI V/AIDS prevalence were noted 

within communities of the City of Johannesburg, 
particularly among the highly vulnerable popula­
tion groups. HIV/AIDS is a definite threat to the 
capacity of health services and the socio-economic 
development of the city. The reasons for the high 
levels of prevalence are factors characteristic to the 
City of Johannesburg driving the pandemic.

• The factors favouring the spread of HIV include 
high levels of sexually transmitted infections (STIs) 
and mother-to-child-transmissions (MTCT), high 
rates of prostitution, gender discrimination, women 
and child abuse and occupational exposure to HIV. 
The spread of the disease is being impeded by (vol­
untary counseling and testing (VCT), health educa­
tion and condom distribution. Factors favouring 
achievement of the best quality of life to those af­
fected and infected include the delivery of PHC serv­
ices, counseling and home based care.

• The international, national and provincial strategies 
indicate that political commitment is the key to ad­
dressing the problem of AIDS. Political commitment 
to tight the pandemic/epidemic has been observed 
and has become evident in the recently appointed 
AIDS Council and the prioritizing of the disease on 
the Council’s agenda.

• Common trends in both national and provincial strat­
egies are the prevention of new infections in order 
to reduce the incidence, the provision of care to 
those infected and affected to promote their quality 
of life and reduce the socio-economic impact and 
the development of monitoring and evaluation sys­
tems. These issues also became part of the major 
strategic thrusts employed by the strategy for the
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city of Johannesburg. The goals of the strategy com­
piled for the city are to lead and facilitate intersectoral 
collaboration; to strengthen primary health care 
services and provide comprehensive community 
based-care, prevention/reduction of new infections 
and community mobilization towards prevention, 
non discrimination and non stigmatization and ca­
pacitate the health sector to deal with the AIDS epi­
demic/pandemic.

• Intersectoral collaboration and development of pro­
grammes at local-government level are key focus 
areas of the provincial strategy pointing to the need 
for a strategic focus on HI V/AIDS by the local gov­
ernment. The role of various stakeholders is acknowl­
edged, whilst the key role of co-ordinating these 
stakeholders to maximise the joint response to the 
epdemic/pandemic is identified. It should be noted, 
as has been mentioned, that one of the goals formu­
lated for the strategy is to lead and facilitate 
intersectoral collaboration.

• The health sector is leading the response to the 
pandemic according to the stipulations of the Health 
Act (South Africa, 1977, as amended). This act re­
quires local government to prevent the spread of 
diseases, promote health and deliver curative and 
rehabilitative services. The White Paper for the 
Transformation of the Health System in South Af­
rica, 1997, affirms the principles for HIV/AIDS pre­
vention, treatment and care (Department of Health, 
2000b: 17-18). These principles were taken into con­
sideration during the drafting of the strategy.

Response analysis
A response analysis was conducted (UNAIDS, 1998), fo­
cusing on local, provincial/regional and national studies in 
relation to the principles of best practice, performance au­
dit and gap analysis. The best practice analysis focused 
on the following: the management of sexually transmitted 
infections (STI’s), condom promotion and distribution, be­
haviour change and communication, voluntary counseling 
and testing (VCT), challenges in home care, comparative 
costs, adolescents and breast feeding and mother-to-child- 
transmission (MTCT). The performance audit (UNAIDS, 
1998) was based on the outcome of various workshops 
held with internal and external stakeholders. The gap analy­
sis was performed, also based on the principles described 
by UNAIDS (1998). The following dimensions were ana­
lysed: the role of the AIDS Council in relation to the sub­
district HIV/AIDS intersectoral committees, nutrition sup­
port and a supplementary feeding scheme, advocacy for 
healthy living and mother-to-child-transmission (MTCT). 
The following concluding statements, with reference to the 
response analysis, are relevant:
• The best practice examples highlighted key inter­

vention areas for the HIV/AIDS epidemic/pandemic 
and spelled out lessons that have been learnt. It 
reiterates the importance of government commitment 
and intersectoral collaboration at all levels of soci­
ety. It also highlights the importance of participa­
tion by stakeholders, especially people living with

AIDS (PWAs). Inclusion of the latter is one of the 
government’s principles in HIV/AIDS and STI pre­
vention, treatment and care.
Interventions that have been proven to change be­
haviour, reduce the risk of HIV transmission and are 
cost-effective include: making STI care readily avail­
able and affordable; promoting and distributing con­
doms; changing behaviour through communication 
by utilizing the mass media and peer education; 
making available voluntary testing and counseling 
services; ensuring safe blood supplies and reduc­
ing/preventing transmission from mother to child 
(Greater Johannesburg Metropolitan Council, 
1999:20-21).
Best practice also indicated sufficient proof that 
syndromic management reduces the spread of HIV/ 
AIDS, and that periodic presumptive treatment, 
combined with preventive education and syndromic 
management of symptomatic women, is a viable 
option for STI service delivery in a population of 
high risk women (Neilsen & Ballard, 1999:27-29). 
Serious issues regarding home-based care have to 
be considered, especially those related to cover­
age, financial matters and a support structure. The 
youth as a group requires targeted intervention be­
cause of the high levels of infection among them. 
Again, lessons learnt indicate that intervention 
should happen before the youth become sexually 
active. Lastly, consideration should be given to the 
efficiency gains of targeted interventions versus a 
very broad approach (Wilson, 2000).
General overlap and trends were noted among the 
strengths, weaknesses, opportunities and threats 
as identified by the external and internal 
stakeholders during the performance audit. An im­
portant aspect for consideration in the strategy was 
the role played by the AIDS Council in relation to 
the intersectoral committees. The various STI, TB, 
VCT, MTCT services, distribution of condoms and 
home based care were identified as opportunities 
and priorities and have been included in the strat­
egy-
The following gaps were identified: the role of the 
AIDS Council in relation to the sub-district HIV/ 
AIDS intersectoral committees; concerns regarding 
the need for a supplementary feeding scheme; the 
lack of congruency between national and provin­
cial policies regarding preventative interventions, 
such as PAP-smears and support to mothers receiv­
ing treatment for the prevention of MTCT.

A  strategy for the 
management of HIV/AIDS 
in the health sector of 
the city of Johannesburg
The strategy was formulated (refer to figure one), focusing
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on the purpose o f the strategy and the various objectives 
and dimensions of the strategy, key performance indica­
tors and leading positions (stakeholders):
• To lead and facilitate in intersectoral collaboration
• To strengthen primary health care services to pro­

vide comprehensive community-based care
• Prevention of new infections
• Community mobilization towards prevention, non 

discrimination and non stigmatization
• Empowerment of the health sector to deal with the 

AIDS epidemic/pandemic.

Conclusion
The objective of this study was to explore and describe a 
strategy for the management of HIV/AIDS by the health 
sector of the city of Johannesburg. The research was based 
on the UN AIDS (1998) Guide to the strategic planning proc­
ess for a national response to HIV/AIDS. A strategy for the 
management of HIV/AIDS by the health sector of the city 
of Johannesburg was formulated and was confirmed as valid 
with reference to technically soundness, feasibility and 
perceived affordability.

Lim itations
The limitations of the study are:
• Limited time frames and work pressure were experi­

enced impacting on participants’ response to attend 
the consultative workshops

• The Gauteng Provincial Health Department did not 
respond to any of the invitations

• The study did not include the process of resource 
mobilization recommended by UNAIDS (1998).

• The UN AIDS (1998) guide recommends field visits 
to be paid to external stakeholders during the re­
sponse analysis. The performance audit was con­
ducted by means of workshops with internal and 
external stakeholders. Thus the audit of the response 
was limited to stakeholders who participated in the 
workshops.

Recommendations
The following recommendations are made:
• Implementation and evaluation of the strategy, with 

appropriate resource mobilization to achieve the ob­
jectives within given resources allocated

• Empowerment of staff responsible for the implemen­
tation of the strategy

• The establishment of a monitoring committee to 
monitor and evaluate the implementation of the strat­
egy and the health sector’s progress towards the 
key performance indicators stipulated in the strat­
egy and time frames indicated

• An impact analysis be conducted to determine the 
impact of the strategy on the key performance indi­
cators, on resources such as human, financial, goods

and services, and on the community.
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Figure 1 :  Strategy for the m anagem ent of H IV/AIDS

TO LEAD AND FACILITATE INTERSECTORAL COLIABORATION

OBJECTIVES STRATEGY KEV
PERFORMANCE

INDICATORS

TIME
FRAME

LEAD POSITIONS

Establish intra and interde­
partmental HIV/AIDS com­
mittees.

• Integrate health programmes and occupa­
tional health  in H IV /A ID S and STI co ­
ordinating committee to develop programme 
specific policies.
• Involve all sectors in Council in fight against 
A ID S in c lu d in g  u til it ie s , ag en c ies  and 
corporatised entities.

• Clear defined roles 
and Intrasectoral plans

• Sectoral AIDS plans

• 2004

• 100% by 
2005

• Director: Health Services and deputy director HIV/AIDS 
and STI.

• Director: Health Services and deputy director: HIV/AIDS 
and STI.

To lead intersectoral col­
labora tion  to ensure the 
developm ent o f partner­
ships and prevention, care 
and support networks.

• Build capacity of staff to manage AIDS pro­
grammes.
• Establish HIV/AIDS intersectoral commit­
tees in all subdistricts and develop subdis­
trict operational plans.
• Mapping of at-risk communities per sub­
district.
• D ev e lo p  link  b e tw een  su b d is tr ic t 
intersectoral committees and AIDS Council.
• Develop network referral plan with stand­
ardised communication protocols and forms 
adopted and implemented by all stakeholders.

• Liaise with regional provincial office to de­
volve funding and monitoring of NGOs
• Develop and implement NGO monitoring 
plan.

• No of management 
staff trained
• Subd istric t opera­
tional plans

• Database of at-risk 
communities
• Terms of reference

• Referral plan

• Evaluation reports of 
NGOs
• Standard protocols

• 95%  by 
2005
• 2004

• 2004

• 2004

• 2004 
Im plem enta­
tion  in c re ­
mentally
• 2004

• 2004

• Deputy director HIV/AIDS and STI and deputy director: 
PHC.
• Deputy director HIV/AIDS and STI and subdistrict health 
directors.

• Subdistrict HIV/AIDS co-ordinator and chairperson: sub - 
district Intersectoral AIDS Committee.
• Director: Health Services and deputy directory’54 HIV/AIDS 
and STI.
• Deputy director: HIV/AIDS and STI, and subdistrict health 
directors and stakeholders.

• Director: Health Services and deputy director: HIV/AIDS 
and STI.
• Deputy director: HIV/AIDS and STI and Health core admin­
istration.
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TO  STRENGTHEN PRIMARY HEALTH CARE SERVICES TO PROVIDE COMPREHENSIVE COMMUNITY-BASED CARE

OBJECTIVES STRATEGY KEY
PERFORMANCE

INDICATORS

m i E
FRAME

LEAD POSITIONS

To capacitate health profes­
sionals to provide H IV / 
AIDS care across the care 
continuum.

• Develop local policy based on provincial 
guidelines, i.e. medical tests, PEM scheme etc.
• On-going capacitation of staff with regard 
to diagnosis, stage assessment, medical care, 
counselling, treatment o f opportunistic infec­
tions and palliative care.
• Provision of AIDS adult and paediatric treat­
ment in all clinics.
• Strengthen TB control programme through 
staff capacitation and DOTS programme.

• Establish expert medical clinician support 
to health facilities.

• Policy

• No of staff trained 
and no o f  in -se rv ice  
training sessions

• Basket o f services 
per clinic.
• Cure rate and % of 
patient on community 
DOTS.
• No of enquiries.

• 2004

• 2004 
Ongoing

• 100% by 
2005
• 80%

• 2004 Incre­
mentally

• Deputy director: PHC.

• Deputy director: PHC.

• Director: Health Services and deputy director: HIV/AIDS 
and STI and subdistrict health directors.
• Deputy director: PHC.

• Deputy director: PHC.

Provide preventative serv­
ices to promote positive liv­
ing with HIV.

• Develop local policy for provision of pre­
ventative services e.g. TB prophylaxis, PAP 
smears and influenza vaccination, blood tests, 
Diflucan Partnership Programme etc.
• Provide prophylactic treatment for PWAs 
according to policy.

• Policy available

• Prophylactic drugs 
u tilisa tion  and no of 
PAP smears and influ­
enza vaccine campaign 
results.

• 2004

• 2005 
In c rem en ta l 
im plem enta­
tion based on 
resources

• Deputy director: HIV/AIDS and STI and deputy director: 
Communicable Diseases, and deputy director: PHC and sub­
district health directors.

• Director: Health Services and deputy director: HIV/AIDS 
and STI and subdistrict health directors.

Develop a comprehensive 
AIDS care network.

• (Refer Intersectoral Collaboration)
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To develop district and pal­
liative care.

• Develop and implement local district and 
palliative care policy with support protocols 
for home- based care (HBC).
• Develop and implement policy for the inte­
gration o f community DOTS programme and 
HBC.
• Ensure and monitor the delivery of quality 
HBC.

• Policy and protocols 
available.

• % increase combined 
services utilised.

• Standards for HBC

• 2004

• 2004

• 2004

• Health core administration and provincial regional office 
and AIDS directorate.

• Deputy director:HIV/AIDS and STI and deputy director: 
Communicable Diseases and deputy director: PHC and sub­
district health directors
• Health Core administration and provincial regional office 
and AIDS directorate.

Improve access to counsel­
ling services.

• Training of staff to strengthen councelling 
capacity.
• D ev e lo p  c o u n se llin g  n e tw o rk  w ith  
stakeholders (refer Intersectoral Collaboration)

• 95% of staff to be ca­
pacitated
• Annual % increase in 
access to counselling 
services.

• 2005

• Ongoing

• Deputy director: PHC and subdistrict health directors.

• Deputy director: HIV/AIDS and STI and district health di­
rectors.

OBJECTIVES

PREV

STRATEGY
E N IIO N  O F NEW INFEC

KEYPERFORMANCE
INDICATORS

TIONS
TEV1E

FRAME
LEAD POSITIONS

Reduce the number of sexu­
ally transmitted infections 
(STIs).

• Annual evaluation of STI servi-ces by utili­
sation of DISCA tool; redressing of issues 
identified.
• Improve partner notification.

• Facilitate ongoing training of professional 
nurses with regard to syndromic management 
o f STIs.

• A nnual rep ort: 
DISCA evalua-tion.

• % Increase in no of 
p a rtn e r n o tif ic a - tio n  
s lip s  issu ed  and re ­
turned.
• No o f staff trained.

• 2004

• Ongoing

• Ongoing

• Deputy director: HIV/AIDS and STI and subdistrict opera­
tional managers.

• Professional nurses and health promotion staff.

• Deputy director: PHC and deputy director: HIV/AIDS and 
STI.

Reduction of vulnerability 
o f at-risk populations.

-Youth
• Implement peer education life skills training 
to youth out o f school and in tertiary training 
institutions in partnership with NGOs, train­
ing sector, CBOs and religious sector.

• No of peer educators 
trained.

• Start imple- 
m e n t a t i o n  
2003

• Deputy director: HIV/AIDS and STI and subdistrict HIV/ 
AIDS and STI co-ordinators.
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• Establish youth-friendly health services.

Sex workers/marginalised communities/ single­
sex hostels/migrant labourers.
• Investigate and implement additional spe­
cific outreach program m es based on PSG 
model and other models in partnership (includ­
ing research institutions ) in high-risk areas.

Women
• Arrange empowerment workshops and spe­
cial programmes for women with regard to vio­
lence, taboos, etc.

• Teenage pregnancy 
rate.

• Outreach program-me 
report, i.e. no of con­
doms distributed.

• No of workshops and 
a tten d a n ce . N o o f 
abused women treated 
at clinics.

• 100% by 
2001

• 2004
increm enta l­
ly

• 2004

• Subdistrict health directors.

• Deputy director: HIV/AIDS and STI and subdistrict HIV/ 
AIDS and STI co-ordinators, NGOs.

• Subdistrict HIV/AIDS and STI co-ordinators and health pro­
motion/ NGOs.

Participate in prevention of 
m other to child transm is­
sion

• Assist with the monitoring of mothers in 
pilot programmes.
• Promote VCT amongst women of childbear­
ing age to enable informed decisions regard­
ing reproductive health.

• Provide training with regard to nutritional 
counselling including lactation management, 
breast feeding and HIV .
• Develop policy with regard to provision of 
breast milk substitutes.

• Reports as required

• No o f HIV blood tests 
done

• No o f staff trained

• Policy document

• 2004

• 2004 (based 
on access to 
testing facili­
ties
• 2004 
100% staff by 
2005
• 2004

• Deputy director: HIV/AIDS and STI and Subdistrict health 
directors.
• Professional nurses and health promotion staff.

• Deputy director: PHC.

• Deputy director: PHC.

Provide voluntary testing 
and c o u n se llin g  (V C T ) 
services to enable early di­
agnosis of HIV and preven­
tion of new infections.

• Increase accessibility to VCT within serv­
ices and communities.

• Prioritise access to VCT or counselling to 
clinics offering antenatal care.

• % access to VCT.

• Accessibility to HIV 
testing.

• 20%  in ­
crease  by 
2004

• 2004

• Subdistrict health directors and AIDS intersectoral commit­
tee.

• Subdistrict health directors
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Expand community-based 
distribution o f condoms.

• Improve access to condoms in the commu­
nity, also after hours.

• % increase in no. of 
condo m  d is tr ib u tio n  
points and no. o f con­
dom s p ro v id ed  after 
hours. % increase in 
con-doms distributed.

• O ngoing  
b ased  on 
policy.

• Subdistrict health directors and subdistrict AIDS intersectoral 
committee, and subdistrict HIV/AIDS and STI co-ordinators.

Support W orkplace p ro ­
grammes.

OBJECTIVES

• Support HR: CoJ in develop-m ent of 
workplace programme.
• Support private sector in development of 
workplace programmes.
• Train workplace peer educators.

• Establish sustainable condom distribution.

COMMUNITY MOBILIZATION TOWARDS 1 

STRATEGY

• Progress report: CoJ 
Workplace programme
• No of workplace pro­
grammes established.
• No o f peer educators 
trained.
• No of condoms dis­
tributed.

PREVENTION. NON-DIS<

KEYPERFORMANCE
INDICATORS

• Ongoing

• Increm e- 
tally

CRLMINATIOI'

TIME
FRAME

• Subdistrict HIV/AIDS and STI co-ordinators.

• Subdistrict HIV/AIDS and STI co-ordinators.

4 AND NON-STIGMATISATION

LEAD POSITIONS

D evelop leadership sup­
port and understanding of 
AIDS programme.

• Capacity building amongst leadership to 
elicit appropriate visible support and alloca­
tion of resources, e.g. political, religious sec­
tor, youth and other groups.

• Leadership participa­
tion and support.
• Funding of HIV/AIDS 
programme.

• 100% politi­
cal by 2004. 
Others as net­
w ork d ev e l­
ops

• Director: Health Services and deputy director: HIV/AIDS 
and STI and subdistrict HIV/AIDS and STI Co-ordinators.

Empower communities to 
adopt safe sexual behaviour 
and to support those in­
fected and affected by HIV/ 
AIDS.

• Arrange special campaigns according to 
calendar, e.g. Valentines day, condom week, 
candle light memorial. Youth day. Schools 
AIDS week. Women’s day.
• Support any significant event, e.g. sports 
days, cultural and social events.
• Campaigns for targeted groups, e.g Youth.

• Campaign re-ports: 
No of people reached, 
no of condoms distrib­
uted. Mini-mum accord­
ing to city development 
plan.

• Ongoing • Deputy director: HIV/AIDS and STI and district health di­
rectors.
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Raise awareness through 
local advertising.

• Display and distribute HIV/AIDS posters, 
pamphlets and condoms in all council build­
ings and at information desks and pay points 
in the city.
• Utilise the media and publicity tools to com­
municate with the community.

• No of condoms sup­
p lied  and pam phle ts 
distributed.

• Newspaper clippings 
and publicity tools pro­
duced.

• 100% coun­
cil buildings 
2004.

• O ngoing  
according to 
o p e ra t io n a l  
plans.

• Deputy director: HIV/AIDS and STI and regional directors.

• Deputy Director HIV/AIDS and STI and director: Communi­
cations. Marketing and Tourism.

Address the root causes of 
HIV/AIDS, STIs and TB.

• Participate in poverty alleviation, crime pre­
vention and skills development programmes, 
e.g. ABET.

• City develop-m ent 
plan 2002-2030.

• On-going • Director: Health Services and all health staff at all levels.

OBJECTIVES
C APACITATION O F HE

STRATEGY
\L T H  SECTOR TO DEAI

KEY PERFORMANCE 
INDICATORS

.W ITH A ID SP

TIME
ERAME

ANDEMIC
LEAD POSITIONS

Develop system s to deal 
w ith  in c reas in g  p a tien t 
load.

• Functional and structural integration with 
Gauteng Regional Health Authority

• Investigate best practice and develop stand­
ard operating procedures to deal with increas­
ing no o f patients.
• Develop monitoring and evaluation sys­
tems in line with minimum data set and local 
needs.

• As per City Develop­
ment Plan

• Standard operating 
procedures

• Data reported

• 2004 
I n c r e m e n ­
tally
• 2004

• 2004

• Director: Health Services

• Deputy director: HIV/AIDS and STI and deputy director: 
Communicable Diseases and deputy director: PHC, deputy di­
rector: HIS and subdistrict health directors
• Deputy director: HIS

Develop Health sector work 
place Programme.

• Improve Post-Exposure Prophylaxis (PEP) 
programme.
• Implement register for monitoring o f TB in 
the workplace.
• Develop dedicated employee assistance pro­
gramme for health workers to provide coun­
selling debriefing systems; address burnout. 
INH prophylaxis for health worker PWAs.

• PEP Monitoring Reg­
ister
• TB Register for staff 
members
• Basket of services: 
EAP and No of attend­
ance

• 2004

• 2004

• 2004 
Incremental

• Deputy director: HIV/AIDS and STI and HR: Occupational 
Health.
• Assistant director: TB

• Deputy director:HIV/AIDS and STI and HR: Occupational 
Health.


