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GLOSSARY OF TERMS
Access: The various dimensions that affect the entry into, or use of, the healthcare system. These include: an
adequate supply of services, affordability, physical accessibility and acceptability of services, services available
must be relevant and effective i.e. relevant, acceptable healthcare services that are open at the right time and
in the right place
Adherence: Drug compliance whereby the patient takes the prescribed doses of medicine at the correct time
daily as advised by their doctor or other healthcare workers.
Assessment: The process whereby HIV-positive patients are assessed to determine the stage of their illness
and referred for appropriate medical care. Assessment involves a CD4 count test, clinical staging, a physical
examination and the documenting of a patient’s medical history.
CD4 count: A measure of the number of T-cells per cubic millimetre of blood, and is used to analyse the
immune system status of the body for diagnostic and prognostic purposes.
Corporation (or Corporate): A large enterprise with more than 1 000 employees.
Effectiveness: The extent to which an intervention has attained or is expected to attain its major relevant
objectives efficiently in a sustainable fashion and with positive institutional development impact.
Gender: The socially constructed roles, behaviours, and attributes considered appropriate for men and women
in a given society at a particular point in time.
Human Immunodeficiency Virus (HIV): A virus that weakens the body’s immune system, ultimately causing
AIDS.
Intervention: A specific activity or set of activities intended to bring about change in some aspect(s) of the
status of the target population.
Mainstreaming: Implies that HIV and AIDS responses are aligned with the core mandate of the sector, and not
considered an ‘add-on’ issue. Mainstreaming HIV and AIDS means all sectors determine how the spread of HIV
is caused or contributed to by their sector; how the epidemic is likely to affect their sector’s goals, objectives
and programmes and where their sector has a comparative advantage to respond to limit the spread of HIV;
and to mitigate the impact of the epidemic.
Mitigation: The efforts made to reduce the severity or appease the expected impact or outcome.
Monitoring: Routine follow-up, measuring and evaluation, both clinical and in the laboratory, of HIV-positive
patients at all stages of disease to prolong health and slow the progression to AIDS-defining illnesses. This
involves periodic medical examinations, CD4 and viral load testing, and enables prompt diagnosis and
treatment of opportunistic infections.
Polymerase Chain Reaction (PCR): The HIV PCR test is a test used to detect the HIV in the blood. It is considered
more reliable in terms of accuracy than most other tests and one of the few screening procedures that can be
used for early detection. It is used to screen infants born to HIV positive mothers.

GLOSSARY OF TERMS

Peer Education: Activities aimed at providing information by people of a similar merit, age, social group, status
or position as those that information is being passed on to.
Peer Educator: A person (child or adult) trained or equipped to train and support another person equal in
merit, age, social group, status or position.
Post-Exposure Prophylaxis (PEP): Treatment that is available to reduce the risk of infection in an individual
immediately after exposure to HIV through sexual contact, blood transmission from unprotected intercourse,
sexual violence and needle sticks injuries.
Provider Initiated Counselling and Testing (PICT): Refers to HIV testing and counselling which is recommended
by healthcare providers to persons attending healthcare facilities as a standard component of medical care. The
major purpose of such testing is to enable specific medical services to be offered that would not be possible
without the knowledge of the person’s HIV status. It is voluntary and the “three C’s” – informed consent,
counselling and confidentiality – must be observed.
SANS 16001: means the South African National Standard on HIV and AIDS in the Workplace issued by the South
African Bureau of Standards in 2007.
Stigmatisation: Refers to the process of labelling people with the intent of treating them differently.
Viral load: The amount of the HI virus in the blood in copies per millimetre.
Voluntary Counselling and Testing (VCT): The process of providing counselling to enable an individual to make
an informed choice about being tested for HIV. This decision must be entirely the choice of the individual, and
he or she must be assured that the process will be confidential.
Wellness: An active process of becoming aware of and making choices toward a healthier existence, implying
that improvement is always possible. Wellness is multidimensional, covering social, occupational, spiritual,
physical, intellectual, emotional, environmental, financial and medical aspects. Wellness and wellbeing
are often used synonymously, the more dimensions one looks after and achieves wellness in, the greater an
individual’s overall wellbeing.
Wellbeing: The result of the process of wellness and represents a desired end state.
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FOREWORD
AIDS was 30 years old in 2011 and with over 20 years of responding to the HIV epidemic, the number of people
receiving antiretroviral treatment (ART) continues to increase, with 6.65 million people on treatment at the end
of 2010. The number of new global HIV infections is declining as HIV programmes start to make in-roads and
access to treatment expands. However, it is clear that there is a lot more still to be done, as globally there are
more than 7 000 people infected each day, including 1 000 children. Additionally, the anticipated costs for HIV
prevention, treatment, care and support is unsustainable and the effects of a global economic downturn combine
to threaten progress as donors struggle to meet their commitments and provide renewed financial support.
HIV is not just a medical problem and the respect for the dignity and human rights of everyone vulnerable to,
and affected by HIV is an important part of the HIV response. Stigma, discrimination and gender inequality still
continue to undermine efforts to achieve universal access to HIV prevention, treatment, care and support.
At the High Level Meeting of the UN General Assembly in 2011 there was a call on member states to commit to
The Three Zeros advocated by the Joint United Nations Programme on HIV/AIDS (UNAIDS) which are: zero new HIV
infections, zero discrimination and zero AIDS-related deaths; and to redouble efforts to achieve universal access by
2015. In order to achieve these goals, focused, more efficient and sustainable responses are required along with
renewed political commitment. Furthermore, the International Labour Organisation (ILO) Recommendation 200
recognises the role of the workplace as a key entry point for facilitating access to HIV prevention, treatment, care
and support services. It stresses the need for action by employers, trade and labour unions to promote healthy
workplaces. The ILO Recommendation 200 states that the key points to be considered in programmes on HIV and
AIDS in the workplace should be: eliminating stigma and discrimination, protecting human rights and facilitating
access to HIV prevention; treatment, care and support for workers, their families and their dependants.
South Africa’s socio-economic development faces a major obstacle in the twin HIV and Tuberculosis (TB)
epidemics. The health and wellness of communities is critical to the success of local businesses, the economy and
the country as a whole. The HIV and TB epidemics impact on the ability of individuals to contribute productively
and economically to society. HIV, AIDS and TB in the workplace can impact the business in a number of ways
which include: increased absenteeism, increased staff turnover, loss of skills, declining morale and loss of tacit
knowledge; which can all contribute to declining productivity and profits and increased costs as demands for
training and recruitment increase.1
In South Africa, there is now unified political will and leadership with regards to HIV, AIDS and TB which is in
the forefront of government’s agenda. This has led to significant shifts in public policy around the epidemic.
The launch of the unprecedented government led HIV Counselling and Testing (HCT) campaign, in April 2010,
demonstrated the government’s renewed commitment to reduce new HIV infections. In 2010 public sector
treatment protocols were amended to allow for earlier initiation of children under the age of one, pregnant
women and TB co-infected patients on ART. In 2011 public sector treatment protocols were further amended so
that all HIV positive patients with CD4 counts below 350 would be offered free ART.
The newly launched National Strategic Plan on HIV, STIs and TB 2012-2016 (NSP) marks an era of effective
collaboration with the development of the NSP taking place as a result of consultations between civil society
and the department of health, under the auspices of the South African National AIDS Council (SANAC). This plan
specifically includes Tuberculosis (TB).

1 UN Department of Economic and Social Affairs (2004) The Impact of AIDS. United Nations: New York
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The South African 20 year vision with respect to the HIV and TB epidemics has been adapted from the Three Zeros
advocated by UNAIDS. The NSP 2012-2016 was released on World AIDS Day 2011 and addresses the drivers of
the HIV and TB epidemics and builds on the achievements of the previous NSPs to achieve its goals. The NSP is
multi-sectoral and every national and provincial government department, municipality and sector was required
to develop their plan by March 2012.
One of the key NSP interventions aimed at the private sector states that all employers and labour unions, should
ensure that all formal sector and informal sector employees are tested and screened annually and have equitable
access to prevention, treatment and wellness services. Special attention should be given to high-risk workplaces
and trades (e.g. mines and truck drivers). Another key intervention is to implement provider initiated counselling
and testing for HIV (PICT) and screening for TB in all health facilities as well as in non-health settings.
The South African Business Coalition on HIV and AIDS (SABCOHA)’s primary purpose is to mobilise and empower
South African business to take effective action on ensuring wellness in the workplace which includes addressing
HIV, AIDS, sexually transmitted infections (STIs), TB and other chronic diseases. To this end SABCOHA will
coordinate efforts that ultimately mitigate the impact of HIV, AIDS, TB and ill health on sustained profitability and
economic growth. One of SABCOHA’s key strategic objectives is to strengthen co-ordination at a provincial level.
This strategy is aimed at improving efficiency and responsiveness to local needs. Strengthening provincial systems
involves establishing governance mechanisms and agreeing strategic priorities for business at provincial level.
Building on SABCOHA’s success in Northern Cape and Western Cape, funding was secured from the US Centers
for Disease Control and Prevention (CDC) for the implementation of the Provincial Systems Strengthening (PSS)
programme in five additional provinces namely, Limpopo, North West, Free State, KwaZulu-Natal and Eastern
Cape. CDC is one of the major operating components of the United States Department of Health and Human
Services and one of the key agencies through which PEPFAR (the US President’s Emergency Fund for AIDS Relief)
funding is distributed.
The SABCOHA Free State Board of Governors was elected at the business sector conference held at Goldfields
Casino, Welkom in August 2011. Since appointment one board meeting was convened on 20 November 2011 via
teleconference and one face-to-face meeting took place on 19 January 2012. This strategy was released for public
comment and thereafter adopted by the provincial board of governors on 22 August 2012.
This strategy is the outcome of substantive stakeholder engagement and research which would not have been
possible without significant funding from CDC-PEPFAR. Thank you to the business chambers in the Free State
namely; Free State Goldfields Chamber of Business, The National African Federated Chamber of Commerce
(NAFCOC), Bothaville Chamber of Business and Chamber of Mines, for endorsing the process and the business
sector conference. SABCOHA further recognises the invaluable support of the Free State Provincial Council on
AIDS (PCA), chaired by the Premier; the MEC for Health and the PCA Secretariat.
The government cannot eradicate HIV and AIDS alone and a collective effort is required from other stakeholders.
The private sector, in particular, is called upon to play a far more meaningful and visible role in making resources
and expertise available.

Brad Mears, Chief Executive Officer, SABCOHA
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EXECUTIVE SUMMARY

On behalf of SABCOHA, especially the Free State Board of Governors, and the Secretariat, I am proud to present
to you the Free State Business Sector Plan 2012 – 2016 on HIV, AIDS, TB and Wellness. I would like to acknowledge
everyone who played a part in making this strategy possible. Under the leadership of the PCA, the National
Department of Health (DoH) and the Free State Provincial Department of Health, this provincial business strategy
is presented to you.
The method by which this strategy has been developed is one of thorough consultation with all social partners in
the Free State Province, following a district-based approach. This strategy is premised on the Three Zero’s Vision
contained in the Provincial Strategic Plan on HIV, AIDS, TB and STIs 2012 – 2016 (PSP), namely to have:
• Zero new HIV and TB infections
• Zero new infections due to vertical transmission
• Zero deaths associated with HIV and TB
• Zero discrimination associated with HIV and TB
Secondly, this strategy is based upon the four goals of the Free State PSP, namely:
• Reduce new HIV infections and TB case registration by at least 50%
• Initiate at least 80% of eligible patients on ART and ensure that 80% of those initiated remain alive and on
treatment by 2016
• Reduce the number of HIV and TB deaths by 50%
• Eliminate HIV and TB related discrimination and drastically reduce stigma
This strategy has prefaced the interventions with extensive economic data, labour statistics, and the public
healthcare infrastructure available within the province. Not only is this information pertinent in defining the
interventions, but it also gives a sobering sense of the enormity of the challenges facing the Free State. The
proportions of the epidemic cannot be simply interpreted by looking through the lens of the clinician. Rather HIV
dynamics need to be interpreted from numerous perspectives, including the impact on the business sector in the
province.
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The interventions are based upon the priority interventions identified by the business constituency and have
been tabulated according to their alignment with the PSP objectives. For ease of reference the interventions have
been classified into three broad categories, which occasionally overlap, namely:
• 27 company interventions
• 6 sectoral interventions
• 2 multi-sectoral interventions
The top 10 company-level strategies that were identified as priorities are as follows:
1. Establish or review comprehensive and integrated company policy/ies with respect to HIV, AIDS, TB and
STIs. Ensure they are effectively communicated and included in the company’s core mandate. Further,
the policy/ies should take into consideration the gender and rights dimensions of HIV, AIDS, TB and STIs
including stigma and discrimination.
2. Appropriate workplace information, education and awareness targeting responsible alcohol use and
smoke reduction.
3. Develop and implement messaging that educates workers about HIV and TB, alleviates fears and 		
misconceptions about the diseases, and promotes a non-discriminatory workplace. Ensure that there is
a policy (or components of a policy) that is aimed at reducing HIV and TB stigma and discrimination in
the workplace.
4. Ongoing availability of or referral to HIV Counselling and Testing (HCT).
5. More frequent TB screening campaigns (if there is capacity and finance) otherwise at least once a year
as part of annual health risk assessment.
6. Implement a company-wide social and behaviour change communication programme with a focus 		
on key populations to shift social norms (especially those related to gender), attitudes, promote healthy
behaviours, and increase the demand and uptake for HIV and TB services.
7. Promote and refer male workers for medical male circumcision (MMC) and provide special sick leave
(as an incentive, if possible) for MMC. Know the MMC targets of each district to partner with 		
government.
8. Implement a comprehensive care and support programme that comprises a range of services responding
to the needs of workers with HIV, AIDS, STIs and TB.
9. Co-management of TB and HIV treatment.
10. Ensure that HIV, AIDS, and TB workplace policies and procedures comply and adhere to applicable legal
provisions and strategic plans.
As the reader of this document, how should you interpret the information contained in this strategy?
Firstly, if you are a leader from the private sector, this document sets out what your company can and should be
doing in response to the epidemic. I appeal to you to adopt as many of the company level interventions set out
in this strategy as possible. However interventions should not be formulaic. Rather the creativity and robustness
for which the private sector is known in South Africa, needs to come to the fore and each intervention must suite
the conditions within which your company operates.
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Secondly, if you are an employee, I encourage you to bring this document, and its contents, to the attention of the
leadership in your organisation. This document presents an opportunity for you to advocate for more support for
HIV and wellness interventions in your workplace.
If you are from a non-government organisation (NGO) or the broader community, this document presents a
framework setting out how you may partner with the business sector operating in your district.
If you are from government, this document must be read in the context of how deeper partnerships can be
established between the private and public sectors. Indeed the success of this strategy is dependent upon the will
and leadership of leaders from both sectors in establishing public-private partnerships.
Finally, I appeal to all readers of this document to read it in the spirit of Ubuntu. If the good will that was so evident
during the process of developing this strategy can be carried forward, then I am very confident that the objectives
of this document will be achieved. As leaders, we are accountable not only to our present constituencies, but
to future generations, in ensuring the success of this strategy, as well as the overarching Provincial and National
Strategic Plans.
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BACKGROUND

HIV, AIDS, AND TB
The HIV, AIDS and TB epidemics are an immense problem for South Africa and have already had a profound
impact on many aspects of society. The burden of infected individuals requiring lifelong treatment and care
impacts significantly on the economy.
There are many complex factors which influence the twin HIV and TB epidemics and their prevalence among
populations. An effective response requires knowledge of the disease burden and main drivers of the HIV and TB
epidemics in an area in order to tailor appropriate interventions.

The HIV and AIDS epidemic
South Africa has the largest number of HIV infections in the world with an estimated 5.7 million people living with
HIV in 2012. This equates to an estimated 14.5% of the adult population living with HIV in 2012.2 The prevalence
is disproportionately high for females in comparison to males.3 It was estimated that approximately 3.2 million
adult females and 466 000 children under 15 years old are living with HIV in South Africa in 2012.2 Nationally and
in the Free State, HIV prevalence among pregnant women has stabilised, albeit at a very high level of around
30%.4

2 Data extracted from the ASSA2008 (Prov Output) AIDS and Demographic model of the Actuarial Society of South Africa, file ProvOutput_110216.xls, as
downloaded on 11 December 2011 from http://aids.actuarialsociety.org.za/ASSA2008-Model-3480.htm
3 Shisana O, Rehle, T, Simbayi LC, Zuma K, Jooste S, Pillay-van-wyk V, Mbelle N, Van Zyl J, Parker W, Zungu NP, Pezi S & the SABSSM III Implementation Team
(2009) South African national HIV prevalence, incidence, behaviour and communication survey 2008: A turning tide among teenagers? Cape Town: HRSC Press
4 National Antenatal Sentinel HIV and Syphilis Prevalence Survey in SA, 2009, Department of Health, 2010
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Figure 1: HIV Prevalence estimates from public antenatal clinic attendees: 1990 - 20105
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South Africa has a generalised HIV epidemic driven largely by sexual transmission. The following table summarises
the relevant determinants of the HIV epidemic in South Africa and the recommended actions that will mitigate
the impact of the epidemic as identified in the NSP and the Know your Epidemic - Know your Response (KYE/
KYR) report.
Table 1: Key determinants and recommended action6
Determinant

Recommended action

BEHAVIOURAL AND SOCIAL DETERMINANTS
Multiple sexual partners

Multi-level interventions that focus on sexual, social, cultural
and gender norms and values.

Condom use

Increase consistent use, especially among key populations.

Age-disparate sexual (intergenerational) relationships

Target prevention strategies at those men and women who
have partners much younger/older than themselves, given
that the significant age discrepancy increases HIV exposure
risk compared to people who reported partners of similar
age.

Alcohol and substance abuse

Interventions to decrease alcohol abuse and other substance
abuse, including illegal substances.

Prevention knowledge and risk perception

Prevention strategies for people who expose themselves to
the risk of HIV infection, including education and addressing
perceptions of personal risk.

BIOLOGICAL DETERMINANTS
Prevention of mother to child transmission (PMTCT)

Strengthen the implementation of four prongs of the PMTCT
programme.

5 Created by authors with data sourced from National Antenatal Sentinel HIV and Syphilis Prevalence Survey in SA, 2010.
6 National Strategic Plan on HIV, STIs and TB: 2012-2016
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Determinant

Recommended action

Medical male circumcision (MMC)

Continue with large scale rollout of a national MMC
programme as part of a package of sexual and reproductive
health services which includes gender sensitisation.

Other STIs

Prevention and early treatment of STIs.

Treatment as prevention

Initiating all eligible people living with HIV to treatment
according to national guidelines to improve their health
outcomes and reduce transmission.

STRUCTURAL DETERMINANTS
Mobility and migration

The risk of HIV infection is higher among individuals who
either have personal migration experience or have sexual
partners who are migrants and, therefore, appropriately
targeted interventions are required.

Gender roles and norms

Challenge the gender roles, norms and inequities that
increase women’s vulnerability to HIV and compromise
men’s and women’s health; address the position of women
in society, particularly their economic standing; and engage
with men on changing socialisation practices.

Sexual abuse and intimate partner violence

Implement interventions to prevent gender-based violence,
as well as intimate partner violence, and educate men about
women’s rights.

The TB Epidemic

TB is the leading cause of death in South Africa and it is estimated that 80% of the South African population has
latent TB.7 According to the World Health Organisation (WHO) estimates, South Africa ranks the third highest
in the world in terms of TB burden.8 South Africa also has the highest TB incidence (including HIV) in the world
of 981 per 100 000 population per year.8 Approximately 1% of the South African population develops TB every
year. The TB epidemic is further compounded by Multi Drug Resistant-Tuberculosis (MDR-TB) and Extremely Drug
Resistant Tuberculosis (XDR-TB). The highest prevalence of TB infection is among people in the age group 30 to 39
years living in townships and informal settlements.
There is a complex relationship between HIV and TB; as compromised immunity in people living with HIV increases
the risk of developing active TB, and TB can accelerate the course of HIV. The incidence of TB has increased in
parallel with the increase in the estimated prevalence of HIV in the adult population. The co-infection rate in
South Africa is one of the highest in the world with almost 75% of TB patients being HIV positive.8 TB casefatality rates are between 16% and 35% among people with HIV who are not on ART compared to between 4%
and 9% among people who are HIV negative.9 Survival of HIV positive people who have CD4 counts of less than
500 is greatly improved if ART is initiated during TB treatment compared with starting ART after TB treatment is
completed.10
The PSP calls for the integration of TB and HIV services, with annual testing for HIV to include screening for TB,
improved contact tracing, early diagnosis and rapid enrolment on to treatment and ensuring co-infected people
remain on treatment. The integration of TB and HIV in the province has been driven by a TB Directorate with
five district co-ordinators who are in the process of implementing the new TB guidelines which include, amongst
others, the management of co‐infection of TB and HIV.

7 Statistics South Africa (2008) Mortality and causes of death in South Africa, 2006: Findings from death notification
8 WHO (2011) Global Tuberculosis Control. World Health Organisation, Geneva
9 Mukadi YD, Maher D, Harries A (2001) Tuberculosis case fatality rates in high HIV prevalence populations in sub-Saharan Africa. AIDS ;15:143-152
10 Karim SA, Naidoo K, Grobler A, et al . (2009) Initiating ART during TB treatment significantly increases survival: results from a randomized controlled clinical
trial in TB/HIV-co-infected patients in South Africa. Program and abstracts of the 16th Conference on Retroviruses and Opportunistic Infections; 		
Montreal. Alexandria, VA:CROI; 2009. Abstract 36a
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Integrated TB and HIV services are crucial in the TB and HIV response in order to prevent, identify, and treat TB and
other opportunistic infections in HIV positive patients and to improve the diagnosis, treatment, and outcomes for
patients affected by both diseases. In settings where TB and HIV services are separated, the TB patient must go to
another part of the building or even another facility for HIV testing. If the patient tests positive, a file is opened
in the HIV unit, and the patient must continue to visit two units to receive TB and HIV medications. The relevant
data is not kept in one file and unit staff tend to focus on their “condition.” For this reason many HIV clinics are
not picking up their patient’s TB, and TB clinics are not testing their patients for HIV and there are life-threatening
delays in patients getting either TB treatment or Antiretrovirals (ARVs).
Integrated services allow improved clinical care including HCT uptake, and improved care pathways for HIV
positive patients with TB. For example, integrated services can provide early initiation onto ARVs for HIV positive
patients with TB, as well as Isoniazid preventive therapy (IPT) for HIV positive people who have latent TB (which
reduces the risk of developing active TB). Integration also provides a friendlier and more efficient service for
patients through a “one-stop” service and improves efficiency at both the facility and the health system level
which ultimately results in improved patient outcomes. TB contact tracing and screening is also a vital tool in the
early detection and management of TB.

KEY POPULATIONS FOR THE HIV AND TB RESPONSE
A ‘key population’ is one that is most likely to be exposed to or to transmit HIV and/or TB and therefore has a
disproportionately high prevalence. Key populations also have significantly lower access to, or uptake of, relevant
services than the rest of the populations. The risk of HIV and TB infection for key populations can also be driven
by inadequate protection of human rights and by prejudice. Therefore their engagement is critical to a successful
HIV and TB response.
Despite the generalised HIV epidemic and high rates of TB infection and disease burden in South Africa, there
are still certain geographic areas, as well as key populations with higher levels of TB and HIV infection and
transmission. In addition to the broad framework for addressing HIV, STIs and TB at a general population level, the
PSP also identifies key populations that should be targeted for specific prevention, care, treatment and support
interventions, based on risk and need.
Table 2 lists the key populations for HIV as identified in the PSP and provides a rationale for why each is considered
a key population.
Table 2: Free State PSP key populations and rationales
Key population

Rationale

Young women between Women are more vulnerable to infection both biologically and socially. Cultural norms and
the ages 15 and 24 economic circumstances can mean that they have little control over their lives and choices.
years
Women between 15 and 24 years are four times more likely to have HIV than males of the same
age, with an even higher risk in the following two groups: pregnant women and survivors of
physical and/or intimate partner violence. On average, young women become HIV positive about
five years earlier than men.11
People
living
or Transport infrastructure, such as highways for trucking, has been seen to act as a conduit in the
working along national spread of HIV with the practise of truck drivers using commercial sex workers (CSW) who ply their
roads and highways
trade along major trucking routes.
People
living
in Communities in informal settlement are at high risk of HIV infection due to their poor economic
informal settlements
and social status. Informal settlements in urban areas have been found to have the highest
prevalence of the four residential types.11
11 SANAC (2011) National Strategic Plan on HIV, STIs and TB 2012-2016. www.sanac.org.za
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Key population

Rationale

Migrant populations

Workers who engage in circular migration have forced long absences from their homes which
reconfigure the sexual economy as migrants separated from their long term partners often
engage in sexual relationships with new partners or CSW in the migrant receiving community.
This together with other factors such as relatively high salaries and a risk-taking ethos associated
therewith increases the risk of acquiring HIV in migrant populations.

Young people who are Young people who are not attending school are more vulnerable to HIV due to the following
not attending school
factors: they lack access to the vital health, sexual and reproductive health education services
often provided in school; they are excluded from the structure, protection and activities that the
school environment typically provides; they may be more vulnerable to alcohol and drug abuse;
and they often have unequal social and economic status which increases their vulnerability
to coercive or abusive situations, which includes sexual exploitation, trafficking, violence, or
'sugar daddy' practices. Completing secondary schooling has been shown to reduce the risk of
acquiring HIV, especially for young girls. In addition, men and women with tertiary education are
significantly less likely to be HIV positive than those without tertiary education.12
People with the lowest Low SES has been linked to a higher risk of HIV and it is hypothesised that this is a result of
socio-economic status the following factors: reduced knowledge about HIV and AIDS, malnutrition, limited access to
(SES)
healthcare and that people with low SES are surrounded by people who are more likely to be HIV
positive. In South Africa people with the lowest SES are associated with a higher risk of being HIV
positive, especially women and those who work in the informal sector.12
Uncircumcised men

MMC has been shown to reduce the risk of acquiring HIV. Three recent randomised control trials
in sub-Saharan Africa showed MMC reduced the risk of acquiring HIV by 60%.13,14,15 The protective
factor of circumcision is higher for those circumcised before their first sexual encounter.

People with disabilities People with disabilities have a higher risk of HIV due to the following factors: they exhibit HIV risk
behaviours, they often have limited access to HIV education, information and prevention services
and a large percentage of persons with disabilities will experience sexual assault or abuse during
their lifetime.16 Attention should be paid to the different types of disabilities, as the vulnerabilities
of different groups and associated interventions required will vary.
Men who have sex MSM are at higher risk of acquiring HIV than heterosexual males of the same age, with older men
with men (MSM)
(>30 years) having the highest prevalence.17,18 MSM are more vulnerable to HIV and this is in part
due to the following factors: biologically transmission is easier through unprotected anal sex,
than through unprotected vaginal sex, behaviourally for example MSM often engage in multiple
sexual partners, do not use condoms consistently, and do not learn about HIV. Also socio-cultural
factors may mean that MSM are marginalised and have difficulty accessing prevention, treatment
and support services.
People
alcohol

who

abuse Data from several studies indicate that people who drink alcohol are more likely to be HIV-positive
and this figure is higher among heavy drinkers.19 People who abuse alcohol are vulnerable to
HIV acquisition and also facilitate HIV transmission. This is due in part to the following factors
which are associated with heavy drinking: decreased condom use, and an increase in multiple
and concurrent sexual partners. Alcohol also acts as an immune suppressant and heavy alcohol
use can speed up disease progression.20 Additionally alcohol abuse has been shown to have a
negative effect on adherence to ART. Some male gender norms also equate alcohol use with
masculinity which should be considered in designing interventions.

12 SANAC (2011) National Strategic Plan on HIV, STIs and TB 2012-2016. www.sanac.org.za
13 Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A. (2005) Randomized, controlled intervention trial of male circumcision for reduction of
HIV infection risk: the ANRS 1265 Trial. PLoS Med ; 2: e298.
14 Gray RH, Kigozi G, Serwadda D, et al. (2007) Male circumcision for HIV prevention in men in Rakai, Uganda: a randomised trial. Lancet , 369:657-666.
15 Bailey RC, Moses S, Parker CB, et al. (2007) Male circumcision for HIV prevention in young men in Kisumu, Kenya: a randomised controlled trial. Lancet ; 369: 643-656.
16 UNAIDS, WHO and OHCHR (2010) UNAIDS, WHO and OHCHR Policy brief : disability and HIV. Available at: http://www.who.int/disabilities/jc1632_policy_brief_
disability_en.pdf
17 Burrell, E, Mark, D, Grant, R, Wood, R and Bekker, LG. (2010) Sexual risk behaviours and HIV-1 prevalence among urban men who have sex with men in Cape
Town, South Africa.
18 Rispel, L. & Metcalf, C. (2009) Are South African HIV policies and programmes meeting the needs of same-sex practising individuals?
19 SANAC (2011) National Strategic Plan on HIV, STIs and TB 2012-2016. www.sanac.org.za
20 Boston University (2007, August 20). Alcohol Consumption Linked To HIV Disease Progression, Study Shows. ScienceDaily. Retrieved May 17, 2012, from http://
www.sciencedaily.com/releases/2007/08/070820105240.htm
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The risk of developing active TB is higher in certain populations who have a higher risk of infection, a higher risk
of progression from infection to TB disease and poor access to services. These key populations include: people
living with HIV (PLHIV), people who live in the same homes as confirmed TB cases, children, diabetics, smokers,
alcohol and substance abusers, malnourished people, healthcare workers, migrant and refugee populations,
people living in crowded conditions including those who live in informal settlements and people who work in
poorly ventilated areas such as miners.

THE FREE STATE’S HIV AND TB ACHIEVEMENTS AND CHALLENGES21,22
The Free State HCT campaign was very successful and by June 2011, 1 151 253 people were counselled and
978 904 of these people were tested. This exceeded the provincial target for 2011. A concern was that there
were fewer men than women presenting for testing. A new target 587 336 was set for 2011/12, and 709 088
people had been tested as at end March 2012, again exceeding the target. The HCT campaign has contributed to
a dramatic uptake in treatment and care services for PLHIV.
The ART expansion programme is in full swing and by March 2012 there were 99 718 people on ART in the Free
State, including 9 343 children. The number of accredited ART sites has increased substantially from 28 in 2010
to 116 accredited ART facilities in 2012. The ART expansion programme has been driven by task shifting from
doctors to nurses.
The MMC prevention programme in the Free State was launched on 14 July 2011 in Lejweleputswa. It was
preceded by an intensive advocacy, education and information campaign lead by the men’s sector. The launch
was well supported by both men and women from all the districts and 4 560 men had been medically circumcised
by August 2011. For 2011/12 an ambitious target of having 33 000 men medically circumcised has been set by
the province and 23 748 circumcisions had been performed by March 2011. The department has implemented
MMC at 38 sites in the province.
The PMTCT campaign has seen a significant reduction in vertical transmission of HIV from approximately 5.7% in
2009 to approximately 4.5% by March 2011. All pregnant women are offered PICT services also known as “opt
out (because clients can refuse the test) at the first Antenatal Care (ANC) visit and more than 90% are tested for
HIV. Approximately 10 800 (89%) HIV positive pregnant women had been initiated on Highly Active Antiretroviral
Therapy (HAART) during 2010/11. Approximately 11 700 (98%) of exposed infants were tested with PCR by 6
weeks. PMTCT is almost exclusively supported by government and the role and contribution of the private sector
is still to be realised.
In terms of condom provision and availability, an estimated 10.1 million condoms (9.9 million male and 163 000
female condoms) were distributed in the Free State in 2010/11. There were also some prevention efforts targeting
key populations. Functional roadside wellness centres are now present in high transmission areas (Ventersburg,
Harrismith, Villiers, Vrede and Warden).
The Free State TB cure rate has increased from 64% in 2003 to 77% in 2010 and the province aims to reach a
cure rate target of 85% by 2015. To improve treatment defaulter rates, tracer teams have been appointed in two
districts in the province.
The new Gene–Xpert technology which allows for the quick turnaround time for TB testing results and early
initiation on treatment is available in the Free State. New Gene–Xpert machines had been installed at four
regional hospitals by May 2012, these include: Bongani, Boitumelo, Dihlabeng and Pelonomi hospitals.
21 Free State Provincial Strategic Plan for HIV, AIDS, TB and STIs: 2012-2016
22 Free State Department of Health (2012) Free State Department of Health Budget Speech 2012/2013 MEC: Fezi Ngubentombi 20 March 2012
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In order to manage the increasing number of drug resistant TB infections in the Free State, MDR-TB patients are
cared for in Dr JS Moroka, Thaba Nchu hospitals and a new MDR Centre has been opened in Welkom at Kopano
Hospital. XDR-TB patients are cared for in the Pelonomi Hospital Isolation ward. In addition SANTA provides
treatment, care and support to TB patients. TB and HIV integration is improving and HIV testing for TB patients
has increased approximately 10-fold over the 3 years to the beginning of 2012. ART provision has increased
significantly for TB patients currently eligible.
According to the latest Free State PSP, the key challenges that were experienced in implementing the previous
PSP (2008-2011) were as follows:
• Poor coordination of prevention activities
• Poor access to reproductive health services
• Poor follow-up of those who initially tested HIV negative for repeat testing
• Many people who had no access to testing services and were living with HIV while unaware of their status
• Insufficient access to HIV and TB treatment for prevention services
• Staff in many facilities had low levels of understanding of how to manage the clinical complications and
consequences of HIV infection and the long-term use of ARV drugs
• Lack of basic Monitoring and Evaluation (M&E) systems at some facilities which led to non-standardised
indicators feeding into the monitoring system
• A large and growing unmet need for HIV, TB and STI services
• A high loss to follow-up of patients who tested positive but were not yet eligible for treatment
• An over-reliance by hospitals to diagnose TB with chest x-rays rather than take sputum cultures as 		
the turnaround time for results was too long. Chest x-rays are not advocated under Directly Observed
Treatment Short-course (DOTS) and cannot diagnose drug resistance
• A persistence of HIV and TB stigma which prevented patients accessing services offered
• Integration of HIV and TB services is suboptimal with inadequate IPT implementation for HIV positive
patients with latent TB and similarly suboptimal HIV testing of TB patients
• A lack of a detailed M&E plan with regard to the human rights and access to justice
• A lack of information especially on reproductive rights for PLHIV
• Slow implementation of agreed human rights and access to justice policies

ADMINISTRATIVE AND GOVERNANCE CONTEXT
The provisions of the South African Constitution provide the framework within which the NSP and the Free State
PSP 2012-2016 rests, namely: human dignity, the achievement of equality and the advancement of human rights
and freedoms; non-racialism and non-sexism; supremacy of the Constitution and the rule of law. Also, at a macro
level, the recently launched National Development Plan: Vision for 2030 was used as a guiding document.23
In addition, the 2009-2014 Medium Term Economic Framework24 (MTEF) sets out the strategic mandate of
government and identifies ten strategic priorities for implementation to 2014. The NSP 2012-2016 provides
a framework for the PSP and ensures that the HIV, TB, and STI priorities of the country are reflected at the
provincial, district and sub-district levels.
The Free State PCA, chaired by the Premier, is a key decision making authority in providing multi-sectoral
leadership for the provincial HIV and TB response. The Free State Provincial Growth and Development Strategy
2007-2014, Free State Poverty Alleviation Strategy, and the Free State Department of Health Annual Performance
Plan 2012/13 - 2013/14 provide the context within which HIV, AIDS and TB programmes are delivered.

23 National Planning Commission. 2011. National Development Plan: Vision 2030. NPC. Pretoria
24 Free State Province (2012) Free State Provincial Strategic Plan for HIV, AIDS, TB and STIs: 2012-2016
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In the 2012 budget speech the Premier committed to continue to strengthen the role of the PCA in order to be
able to support District and Local AIDS Councils. District AIDS Councils have been launched in four districts and
the Mangaung Metropolitan AIDS Council was launched on the 4th April 2012. The PCA has further strengthened
partnerships with PLHIV by appointing two activists from the Treatment Action Campaign (TAC) and National
Association of People Living with HIV and AIDS (NAPWA) with effect from 1st April 2012.

HIV, AIDS AND TB - THE THREAT TO SOUTH AFRICAN BUSINESSES
The health and wellness of communities is critical to the success of local businesses, the economy and the
country as a whole. The HIV and TB epidemics impact on the ability of individuals to contribute productively and
economically to society. The productivity and profitability of South African business is threatened by changes in
the labour force, consumer spending and the economic environment that result from HIV, AIDS and TB. There is
increasing recognition that South African companies need to become involved in the response in order to survive
the impact of the disease.25
In countries with a high HIV prevalence the impact of HIV, AIDS and TB in the workplace is real and multifaceted as
illustrated in Figure 2. Research at Boston University found that AIDS-related costs in companies ranged from 3 to
11 % of the annual salary bill in 1999-2000.26 HIV, AIDS and TB contributed to declining production and profits and
increasing costs. The decrease in labour supply in terms of numbers, productiveness and skill levels impacts on
profitability by both increasing the cost of production and decreasing the productivity of workers. Further details
on the factors that contribute to the negative effects of the epidemic are shown in Figure 2.
Figure 2: The impact of HIV and AIDS on business27
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25 Mzolo S. (2006) Enhancing Life – HIV/AIDS management in the workplace. Financial Mail Corporate Report. 1 December Batsomi Lifeworks: Johannesburg. p.3.
26 AIDS Economic Team, Center for International Health, Boston University, cited in The Economic impact of HIV/AIDS in Southern Africa, Meeting the Global
Challenge of HIV/AIDS, Brookings Institution (Washington, September 2001)
27 Diagram adapted from UNAIDS in: ILO (2002) Implementing the ILO Code of Practice on HIV/AIDS and the World Or Work: An Education and Training Manual.
International Labour Organisation
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Gender, work and HIV
Women are more vulnerable to infection both biologically and socially. Cultural norms and economic circumstances
mean as the HIV epidemic progresses, women, as the primary caregivers in the community, have to care for
family and community members who fall ill as well as having to work or manage the household at the same time.
Many women in South Africa have limited access to secure livelihoods and socio-economic opportunities as
traditionally the workplace was a male domain. Women are often dependent on their male partners from both
a social and economic perspective which can mean that they have little control over their lives and choices. This
places women in situations that increase their vulnerability to HIV infection.
The cultural norms applied to men in many societies also places them in situations that increase their vulnerability
to HIV infection as well as facilitating HIV transmission. Multiple partners and sexual infidelity are condoned
for men in many societies. Occupations that involve men spending long periods away from their families tend
to encourage risky sexual behaviour which increases vulnerability to HIV among mobile individuals, but also
increases vulnerability to HIV in the sending and receiving communities.

Trade unions and HIV
Trade unions are an integral part of South African business, and have also experienced the impact of HIV and AIDS
within their organisations. The loss of key staff members, workplace representatives and activists will affect how
unions are able to organise and support their membership effectively. Skill levels and productivity are negatively
affected as only limited training and development of replacement staff is possible due to resource constraints.
Trade unions also have a role to play in the HIV response as leaders and co-ordinators. They should develop their
own capacity and awareness to negotiate on HIV and AIDS workplace policies for their members.

Responding at the workplace
“HIV/AIDS should be recognised as a workplace issue, and be treated like any other serious illness/condition
in the workplace. This is necessary not only because it affects the workforce, but also because the workplace,
being part of the local community, has a role to play in the wider struggle to limit the spread and effects of the
epidemic.”
ILO Code of Practice on HIV and AIDS and the world of work
The following points elaborate on why it is necessary to deal with HIV and AIDS in the workplace:28
• HIV and AIDS affect the working population and it should be recognised as a workplace issue.
• Reduction of productivity and profitability, as discussed earlier HIV and AIDS has a huge impact on 		
business’s bottom line and should be approached as an operational risk.
• Workplaces are accessible communities where awareness can be raised through, education and 		
treatment campaigns as employees often come together and they discuss, debate, and learn from each
other.
• Workplaces have structure and procedures that can be used to tackle HIV and AIDS. Workplaces 		
already have standards that are set for working conditions and labour relations which can be refined
to address HIV and AIDS. This provides an opportunity for awareness raising, education programmes, and
the protection of rights.
• Leadership is crucial to the HIV and AIDS response and employers and trade unions are leaders in 		
their communities and countries should support and encourage HIV initiatives by communicating 		
important messages about HIV, AIDS and TB aimed at changing social attitudes and behaviours.
28 International Labour Organisation, ILO (2008) Managing HIV/AIDS in the workplace : employers handbook for action / International Labour Office, ILO Subregional
Office for Southeast Asia and the Pacific ; Employers Confederation of the Philippines. - Makati City: ILO,
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THE BUSINESS SECTOR AND SABCOHA FREE STATE
The 2012-2016 NSP called for every sector to develop implementation plans by March 2012. SABCOHA aims to
co-ordinate a private sector implementation plan for each province in line with the NSP and the province-specific
PSP.
SABCOHA’s primary purpose is to mobilise and empower South African business to take effective action on
ensuring wellness in the workplace which includes addressing HIV, AIDS, STIs, TB and other chronic diseases.
To this end SABCOHA will coordinate systems strengthening efforts involving the business sector that ultimately
mitigate the impact of HIV, AIDS, STIs, TB and ill health on sustained profitability and economic growth.
One of SABCOHA’s key strategic objectives is to strengthen service delivery at a provincial level. The strategy to
establish provincial structures to coordinate and consolidate the business sector’s response to HIV and AIDS is
aimed at improving efficiency and responsiveness to local needs. Further, provincial strategies have evolved into
a broader wellness approach including STIs, TB and other chronic diseases.
Strengthening provincial systems involves establishing governance mechanisms and strategic priorities for
business at provincial level. The development of a provincial business sector strategy that identifies business
sector commitments and priorities in support of the PSPs is central to this process. SABCOHA will support capacity
development at company and industry level and facilitate business participation on multi-sectoral structures.
SABCOHA is run by a CEO who reports to the National Board of Governors. The Board consists of representatives
from member companies and other appropriate stakeholders and individuals. SABCOHA is bound by its Articles of
Association, which makes provision for a governing committee of at least five members appointed by the board.
A Provincial Board of Governors was elected in each province to guide and oversee the implementation of their
provincial business sector strategy.
SABCOHA has a number of existing or pilot projects operating in the Free State and these include:

BizAIDS
BizAIDS engages the informal business sector by training micro-enterprise owners and employees in fundamental
business skills as well as HIV risk management. Currently structured as a two-day training workshop, the project
contracts experienced trainers to provide training in high risk communities. Recruitment and mobilisation occurs
at a grassroots level. Training encourages participants to know their HIV status and promotes good health seeking
behaviour, thereby mitigating the impact on the micro-enterprise. There are currently eight trainers in the Free
State and they have conducted training in two districts namely: Motheo and Lejweleputswa.

Peer Educators
Evidence shows that peer educators are an extremely valuable resource in any workplace programme. By
enhancing access to reliable information, developing skills and providing mentorship support to peer educators,
this programe contributes to the effectiveness and sustainability of peer education in the workplace. Mentorship
reduces the incidence of burnout amongst peer educators and strengthens effective implementation aimed at
positively influencing behaviour change, facilitating referral for treatment and other services and enhancing
psychosocial support. To date, 2 peer educator skills development training sessions were conducted in 2 districts
(Lejweleputswa and Motheo) reaching 344 peer educators.
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Project Promote
Project Promote is a public-private partnership between the National DoH, SABCOHA and various partners
including companies in the cleaning industry and institutions of higher education. The project provides support to
the DoH by extending condom distribution services to non-traditional outlets through various primary distribution
sites. Historically commencing in the cleaning industry in May 2006, the project expanded in 2009 to include
larger industry sites such as SASOL in Sasolburg. As part of the broader Higher Education South Africa initiative,
Project Promote also expanded in 2009 to include tertiary learning institutions. During the past reporting period,
252 000 condoms were distributed in the Free State.

CONCLUSION
The risk of HIV, AIDS and TB on sustained profitability and growth should be a concern to business and should
further motivate business to support the HIV response. However, HIV fatigue coupled with the struggle for
economic survival in the tough financial climate has pushed HIV, AIDS and TB further down the list of priorities.
There are synergistic benefits for business to operate collectively as a sector and not individually as independent
organisations. The sharing of knowledge, good practice and contemporary issues can benefit all organisations
and in particular the medium and smaller businesses that do not have resources available. With big business
leading and the Small, Medium and Micro Enterprises (SMME) sector benefiting, economic sustainability will be
realised. Although the health and wellbeing of the citizens is a national priority which is in the public interest, it
remains an economic necessity for business.
This business sector strategy should be seen to augment government’s national and provincial response plans.
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DEVELOPMENT OF
THIS PLAN

Introduction
With funding from the CDC, this plan has been developed for the purpose of providing business in the Free State
with clear objectives in combating HIV, AIDS and TB. Beginning in 2009, SABCOHA shifted the focus of its strategic
interventions, from a nationally co-ordinated response, to a response which was closer to where business
experienced the impact of the epidemic. Through district consultations with business, SABCOHA developed this
business sector PSP from the bottom up.
This plan has been developed with the full co-operation of the business sector in the Free State, including
members of SABCOHA, leading corporates, and chambers of commerce. As part of the consultation process,
SABCOHA engaged fully with the Free State PCA, the Premiers Office, as well as the Free State DoH.
The purpose of engaging in broad consultation was to ensure that this strategy reflected relevant responses to
the realities of the epidemic, but also situated the responses within an economic context meaningful to business.
This strategy reflects the priorities identified by business in responding to HIV, AIDS and TB in the Free State.
Furthermore the purpose of the consultative process was to:
• Develop and implement a sector specific HIV, AIDS and TB plan, that encompasses identified provincial
priorities, and comprehensively defines the business sector’s contribution to the Free State PSP, as well as
the NSP 2012 – 2016
• Strengthen co-operation and partnerships between business, government and civil society, especially
with respect to improving access to healthcare
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Strategy development
Widespread stakeholder consultation formed the critical approach adopted for the development of this strategy.
SABCOHA first consulted member companies in the Free State and conducted extensive desktop research to
identify additional key stakeholders across all five districts. From a relatively small starting point, the Free State
contacts database increased to more than 370 contacts representing about 159 companies or organisations, 122
government and 89 civil society entities during the project period.
Four out of five districts were visited over a ten month period ending June 2011. A total of 77 one-on-one
stakeholder consultations, involving more than 73 representatives from all sectors, were conducted during this
period. These one-on-one stakeholder consultations culminated in a consultative conference in August 2011. The
purpose of the conference was to appoint a Board of Governors for the province, and approve the priority areas
of the Free State Business Sector PSP.
The conference was held in Welkom on 16 and 17 August 2011 and was attended by over 150 delegates. Using
a World Cafe or Large Group Event methodology, the conference allowed maximum participation and input
from delegates. Anonymous voting technology facilitated consensus building and the identification of priorities.
Round table conversations and story board development were integrated into the programme throughout the
conference. This strategy is based upon the outcomes of the conference and the stakeholder consultations.
In conjunction with the Free State PSP, this strategy provides the business sector with company level, sectoral
level and multi-sectoral level interventions.
The elected board members were as follows:
Thabo Mofutsanyane:
Mr Ramodiehi Samuel Tebakang – Human Resources Generalist, Nestle Southern Africa
Fezile Dabi: 		
Ms Josephine Pieters – Public and Corporate Communications Manager, De Beers
Motheo: 		
Ms Rachel Olifant – Wellness Practitioner, ABSA
Lejweleputswa: 		
Ms Bulelwa Magadla – Director, Sisonke Healthcare
Lejweleputswa: 		
Ms Maselebalo Rachel Mpe – Manager: Safety, Health and Environment, Sedibeng Water
Lejweleputswa: 		
Dr Mabusane Khumalo – Occupational Medical Practitioner, Goldfields Mine
Lejweleputswa: 		
Dr Jabulile Mngomezulu – Medical Officer, BMF
Xhariep: 		
Vacant

Way forward
With funding from the Global Fund to Fight AIDS, TB and Malaria, SABCOHA will be appointing a co-ordinator
in the Free State. The Board function will be to oversee the implementation of the strategy, provide leadership
and sound governance, and by reaching out, develop lasting relationships with all social partners in the province.

5
FREE STATE BUSINESS
SECTOR STRATEGIC PLAN

Introduction
A strategy is a comprehensive plan of action in the pursuit of a stated purpose. The new NSP 2012-2016 was
released on World AIDS Day 2011 and addresses the drivers of the HIV and TB epidemics and builds on the
achievements of the previous NSPs to achieve its goals. The NSP ultimately aligns with the achievement of the
Millennium Development Goals for Health. In line with the NSP, the PSP 2012-2016 was developed as a targeted
provincial response to HIV, STIs and TB in the Free State.
This Free State Business Sector Strategic Plan identifies the vision, actions and priorities for the business sector
which support the PSP and the NSP.

Vision and goals
The South African 20 year vision with respect to the HIV and TB epidemics has been adapted from the Three Zeros
advocated by UNAIDS. This business sector strategy is guided by the relevant aspects of this vision which are:
• Zero new HIV and TB infections
• Zero preventable deaths associated with HIV and TB
• Zero discrimination associated with HIV and TB
In line with this vision, this Free State business sector strategy will align to the following goals drawn from the
NSP, and the Free State PSP:
• Reduce HIV, TB and STI incidence by 50%
• Initiate ARV treatment for at least 80% of eligible patients and ensure that 70% of these patients remain
alive and on treatment five years after initiation
• Reduce the number of new TB cases by 50%
• Reduce TB deaths by 50%
• Reduce self-reported stigma and discrimination related to HIV and TB by 50%
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This strategy contains options that may or may not be realised in practice. Changing political, economic, social,
technological, legal and environmental external conditions as well as internal organisational realities, both within
SABCOHA and companies, will affect the sector’s ability to implement. Strategy is essential for providing direction
and enabling implementation. The success of this strategy is contingent upon cooperation and commitment from
individual companies and business leaders.
Every effort must be made by employers, both public and private, to ensure that HIV and TB transmission in the
workplace is mitigated, and that appropriate treatment, care and support is provided to those affected. Specific
strategies should ensure that prevention and treatment campaigns are inclusive in all sectors of the economy,
especially the vulnerable sectors such as domestic workers and farm workers.
Addressing the dual epidemics in the workplace is an economic imperative in that it results in reduction of
absenteeism due to ill health and creates an enabling environment for employee wellbeing and productivity.
Evidence has shown that enterprises that proactively implement prevention, support and treatment programmes
are able to mitigate the impact of various forms of illness, be they acute or chronic.
The relevant strategic objectives from the PSP and NSP that were used to develop interventions for this Free State
Business Sector Strategic Plan are explained below:
STRATEGIC OBJECTIVE 1: Address social and structural drivers of HIV, TB, and STIs
This strategic objective focuses on eliminating structural impediments in the HIV and TB response.
The impact of infection and disease on PLHIV and TB, as well as their families and communities, is profound.
Social and structural approaches address the social, economic, political, cultural and environmental factors that
lead to increased vulnerability.
Some of the structural approaches seek to address deeply entrenched and long established, cultural, socioeconomic and behavioural factors, such as economic inequality, marginalisation and lack of access to basic
services, which are difficult to resolve in the short term.
In addition to addressing structural factors, it is important to mainstream HIV and TB management into the core
strategies of government departments, the private sector and civil society in order to ensure a comprehensive
and sustainable approach to the HIV and TB epidemics.
STRATEGIC OBJECTIVE 2: Prevention of new HIV and TB infections
This strategic objective focuses on strategies to reduce new HIV infections among adults and children and new TB
case registration by 50% by the end of the PSP period.
A combination of targeted, evidence-based prevention interventions are needed to achieve the long term goal of
zero new HIV and TB infections. Focusing prevention efforts in high transmission areas and on key populations is
likely to have the greatest impact, while simultaneously sustaining and expanding efforts in the general population.
This strategy recognises that no single prevention intervention can adequately address the HIV and TB epidemics,
but a package of structural, biomedical and behavioural interventions, used simultaneously, should be considered.
Together they are likely to have the greatest impact on reducing the likelihood of transmission and mitigating
individual’s susceptibility and vulnerability to acquiring new infections.
A package of prevention strategies might include: male and female condom distribution; MMC; HCT; TB screening
and preventive therapy; social and behaviour change communication promoting good health seeking behaviour,
changing socialisation practices and interventions to eliminate gender-based violence; as well as increasing
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access to sexual and reproductive health services, providing post-exposure prophylaxis (PEP), peer education and
PMTCT services.
Workplace information and education programmes are essential to combat the spread of the epidemic and to
foster greater tolerance for HIV positive workers. Effective education can contribute to the capacity of workers
to protect themselves against HIV infection. It can significantly reduce HIV-related anxiety and stigmatisation,
minimise disruption in the workplace, and bring about attitudinal and behavioural change. Information and
education should be provided in a variety of forms, not relying exclusively on the written word and including
distance learning where necessary. Programmes should be tailored to the age, gender, sexual orientation, sectoral
characteristics and behavioural risk factors of the workforce and its cultural context. They should be delivered
by trusted and respected individuals. Peer education has been found to be particularly effective, as has the
involvement of PLHIV in the design and implementation of programmes.
STRATEGIC OBJECTIVE 3: Sustaining health and wellness
The primary focus of strategic objective 3 is a significant reduction in deaths and disability as a result of HIV and
TB through universal access to accessible, affordable and good quality diagnosis, treatment and care by:
• Reducing disability and death resulting from HIV and TB through universal access to HIV and TB 		
screening, diagnosis, care and treatment
• Ensuring that people living with HIV, STIs and/or TB remain within the healthcare system, are adherent to
treatment and maintain optimal health
• Ensuring that systems and services remain responsive to the needs of people living with HIV, STI and/or
TB disease
Due to on-going investments in research, clinical experience, and community participation, PLHIV and those
infected with TB can enjoy long and healthy lives. To make this a reality for everyone, it is important to get
people with HIV into care in the early stages of infection and to protect their health and reduce their potential of
transmitting HIV to others.
Consistency, care and support are critical elements that should guide a workplace in responding to HIV, AIDS
and TB. Mechanisms should be created to encourage openness, acceptance and support for those workers who
disclose their HIV status, and to ensure that they are not discriminated against nor stigmatised. To mitigate the
impact of the HIV, AIDS and TB epidemics in the workplace, workplaces should endeavour to provide counselling
and other forms of social support to workers infected and affected by HIV, AIDS and TB. Where healthcare services
exist at the workplace, appropriate treatment should be provided. Where these services are not possible, workers
should be informed about the location of available outside services. Linkages such as this have the advantage of
reaching beyond the workers to cover their families, in particular their children. Partnership between employers,
government and NGOs also ensures effective delivery of services and saves costs.
Although these vary in each workplace, employee assistance programmes (EAPs) can play an effective role in
providing a valuable framework for workplace health promotion services through the broad range of services
often provided e.g. personal, health and legal issues.
STRATEGIC OBJECTIVE 4: Ensuring the protection of human rights and improving access to justice
This strategic objective focuses on reducing stigma and discrimination against PLHIV and those with TB. By the
end of the PSP it is anticipated that HIV and TB related human rights violations will be rare in the Free State.
Further, that there will be no stigma and discrimination against people living with HIV and those with TB. There is
no stigma and discrimination against people living with HIV and those with TB. Key interventions to implement
the objectives will include facilitating community dialogues to engage communities on how to improve access to
treatment and reduce stigma and discrimination.
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SABCOHA seeks to mobilise, empower and coordinate the implementation of this strategy which comprises 35
interventions (initiatives, projects or programmes) structured across the four key objectives of the NSP and PSP.
SABCOHA will market this strategy and approach and lobby companies to take responsibility for implementing
company interventions. SABCOHA undertakes to project manage sectoral interventions, the majority of which
are designed to support companies to implement the company interventions. It is envisaged that government
will lead and coordinate multi-sectoral interventions through collaborative and participatory processes. These
interventions address business sector interests over which individual companies and the business sector has
little or no control. Business will promote multi-sectoral interventions in its dialogue and engagement with
government.

Purpose

• To consolidate and strengthen the business sector’s contribution to the goals and objectives contained in
the PSP.
• To develop a strategy and interventions that mitigate risk, promote sustainability of investments and
create opportunities for partnership and collaboration.
• To monitor performance, coordinate reporting and ensure accountability.

Interventions and approach
Each intervention is linked to the vision, goals and strategic objectives of the current PSP and NSP therefore the
interventions are presented under the PSP objective with which they align. However, the stakeholder or lead
agency responsible for implementation is identified. A rationale is provided for each intervention to contextualise
the origin, motivate the benefit and/or explain the problem that the intervention aims to address. These
explanations should enhance common understanding and mobilise support for implementation.
This is a five-year strategic plan from 2012 until 2016. This strategy will overlap the current and future NSP and
PSP. Realignment to new national and provincial priorities may be required mid-term. Due to the heterogeneity
of the sector, targets for company level interventions cannot be determined or applied as each company will be
at a different stage in the process, have different levels of resources available and therefore will have to develop
their own internal targets. Sectoral level interventions have been included assuming funding for SABCOHA and
their projects will continue. Multi-sectoral level interventions require buy-in from many different agencies and
until commitment is secured, targets cannot be developed. SABCOHA will be able to co-ordinate and collect data
on the interventions if adequate funding is provided for this function through multi-sectoral agreements.
SABCOHA has invested in the development of a web-based sectoral reporting tool called Bizwell. SABCOHA plans
to expand and support companies to report output data on Bizwell enabling consolidated measurement, industry
comparisons and sectors reporting to government.
Individual companies and all stakeholders need to take responsibility and make a contribution to capitalise on
impact and desired outcomes.
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STRATEGIC OBJECTIVE 1: ADDRESS SOCIAL AND STRUCTURAL DRIVERS OF HIV, TB AND STIS
SUB-OBJECTIVE 1.1 - Mainstreaming HIV and TB and its gender- and rights-based dimensions into the core mandates of all government departments and all other sectors of SANAC
#

Intervention description

Indicator

1

Establish or review comprehensive and integrated company policy/
ies with respect to HIV, AIDS, TB and STIs. Ensure they are effectively
communicated and included in the company’s core mandate.
Further, the policy/ies should take into consideration the gender and
rights based dimensions of HIV, AIDS, TB and STIs including stigma
and discrimination.

% or # of companies with
policies with HIV, STIs, TB and
related gender-and rightsbased dimension integrated

2

Implement programmes that address the specific, and often # of women reached through
different, needs of both men and women and goals that promote user-friendly and affordable
gender equality and empower women.
prevention
technologies,
such as female condoms and
skills building training on
negotiation and use.

Rationale

Lead Agency

Addressing aspects of HIV, AIDS and TB in the workplace will enable Sectoral level
employers, trade unions and government to actively contribute
towards local, national and international efforts to prevent and
control HIV, AIDS and TB. Policy procedures related to company
level HIV, STI and TB should be multi-disciplinary and coordinate
% or # of companies who the efforts of wellness, occupational health & safety, employee
communicate their HIV, STIs, assistance and corporate social responsibility.
TB policies to ensure they are
included in each department’s
procedures
Gender inequality and HIV, AIDS and TB are interconnected Company level
phenomena. Girls and women are particularly vulnerable to HIV
infection because of their biological vulnerability and gender norms,
roles and practices. Women often find themselves in positions of
weakness and dependence at the workplace which easily lead to
sexual harassment and abuse. South Africa is grappling with high
levels of violence against women with sexual assault and intimate
partner violence contributing to increased risks of HIV infection.29
The workplace is an important entry point to address gender
inequality. In order to be effective, workplace initiatives on HIV
must address gender issues including the related and underlying
HIV vulnerabilities, as well as the specific needs of both women and
men.

3

Ensure there is visible leadership from Board and executive Level of participation of senior
management. The CEO and Chairperson need to be conversant on management in HIV, TB and
the issues and be familiar with the company position on HIV and STI activities
AIDS. Ownership and support of the company’s wellness initiatives
must be at the most senior level.

Leadership is crucial to the HIV and AIDS response and board Company level
members and executive management as leaders in their communities
should support and encourage HIV initiatives by communicating
important messages about HIV, AIDS and TB aimed at changing
social attitudes and behaviours. Participation of leaders in any HIV,
TB and STI activities sets a good example and encourages employees
to do likewise.

29 Jewkes R, Dunkle K, Nduna M & Shai N. 2010. Intimate partner violence, relationship gender power inequity, and incidence of HIV infection in young women in South Africa: A cohort study. The Lancet, 367:41–48.
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#

Intervention description

Indicator

Rationale

Lead Agency

4

For those companies who have existing EAP programmes or would # or % of workers reached
like to develop one; they should make sure that the EAP addresses through EAP programmes.
HIV, STIs and TB in an integrated manner and is aligned with national
standards. The EAP should ideally include HIV, STI and TB prevention
and treatment services and where in-house treatment resources
are limited a referral system to existing public or NGO HIV and TB
services should be developed.

Whilst it is good to have a comprehensive HIV and AIDS programme, Company level
these are often limited in nature as they attempt to deal with HIV in
isolation to the exclusion of general employee health and wellbeing.
An integrated health management model either through an EAP or
as part of occupational health and safety is critical in providing a
holistic approach to health seeking behaviour broadly. There is also a
cost benefit of comprehensive and integrated health services. Policy
and procedures related to company level HIV, STI and TB services
should cover the confidentiality, discrimination, routine medical
screening and testing of employees, respiratory infection control,
treatment, sick leave, psychosocial support, and job modification/
alternative placement (where necessary) that is aligned to national
and provincial plans.

5

For companies without an EAP there is an option to increase the
scope and capacity of occupational health and safety to include HIV,
STI and TB prevention and treatment services and where in-house
treatment resources are limited, a referral system to existing public
or NGO HIV and TB services should be developed.

# of companies who have
included
HIV,
STI
and
TB services
as part of
occupational health and safety

Whilst it is good to have a comprehensive HIV and AIDS programme, Company level
these are often limited in nature as they attempt to deal with HIV in
isolation to the exclusion of general employee health and wellbeing.
An integrated health management model either through an EAP or
as part of occupational health and safety is critical in providing a
holistic approach to health seeking behaviour broadly. There is also a
cost benefit of comprehensive and integrated health services. Policy
and procedures related to company level HIV, STI and TB services
should cover the confidentiality, discrimination, routine medical
screening and testing of employees, respiratory infection control,
treatment, sick leave, psychosocial support, and job modification/
alternative placement (where necessary) that is aligned to national
and provincial plans.

6

Integrate Sexual Reproductive Health (SRH) and TB into existing HCT
programmes. Information on why SRH and TB are important should
be provided and patients should be offered SRH and TB services
as part of HCT consultation or referred to appropriate services at
relevant nearby facilities.

# and % of women screened Integrated models reduce the transport costs and patient time Company level
for cervical cancer screening needed to access multiple services, and should save staff time.
disaggregated by age and
HCT is the entry point to prevention, treatment and care and
district
support, and is therefore the key intervention for realising national
# and % of women screened policy goals. Complimentary screening for TB and STIs, reinforces
health seeking behaviour, promotes employee wellness, reduces
for TB during HCT visit
vulnerability to HIV infection and destigmatises participation within
# and % of women tested for the workplace.
HIV during HCT visit
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SUB-OBJECTIVE 1.2 - Addressing social, economic and behavioural drivers of HIV, STIs and TB.
#

Intervention description

Indicator

Rationale

Lead Agency

7

Address all issues related to migration - labour receiving such as
agriculture is informal and seasonal, labour sending to mines and
industry (out of province) and to urban centres (out of rural districts),
international migration leads to xenophobia and often violence.

8

Appropriate workplace information, education and awareness # of workers reached through Alcohol use is associated with reduced perception of risk, risky Company level
targeting responsible alcohol use
messaging
that
targets behaviour (including, an increase in multiple and concurrent sexual
responsible alcohol use
partners, intergenerational sex and the experience of coercive or
violent sex) and decreased condom use. It is also a major impediment
to treatment adherence. Strategies should address male gender
norms that equate alcohol use with masculinity.

9

Implement a smoking reduction programme with targeted # of companies who have Smoking is a risk factor for TB and many other lifestyle diseases. The Company level
messaging that aims to reduce smoking.
messaging
that
targets number of work days lost due to smoking related illness provides an
smoking
economic motivation for the implementation of smoking reduction
programmes. An analysis of the economic implications of a work-site
smoking-cessation programme indicated that, on average, smoking
men miss 3.9 more days of work per year than men who never
smoke.30 In South Africa employers have a Legal obligation to comply
with the regulations of the Tobacco Products Control Amendment
Act. In terms of the Act the smoking of Tobacco Products in any
public place is prohibited, which includes a “workplace”31

Migrants can be internal or international, those people that have M u l t i - s e c t o r a l
been forcibly displaced, formal and informal workers or regular and level; Advocacy
irregular. Workers who engage in circular migration have forced long
absences from their homes which reconfigures the sexual economy
as they often engage in sexual relationships with new partners
or CSW in the migrant receiving community. This together with
other factors such as relatively high salaries and a risk-taking ethos
increases the risk of acquiring HIV in migrant population. Migration
not only increases HIV risk among the mobile individuals, but also
increases vulnerability to HIV among the sending and receiving
communities. Cross border mobility and internal migration between
rural areas and urban areas is associated with an increased risk of
HIV and AIDS. Cross-border mobility is an important issue in the Free
State as it borders on Lesotho. Female migrants, truck drivers, and
mine workers are particularly vulnerable to HIV and TB infection.
Targeted efforts amongst migrant communities are key in reducing
transmission and increasing access to treatment.

30 Warner KE, et al. (1996) Health and Economic Implications of a Work-Site Smoking-Cessation Program: A Simulation Analysis. Journal of Occupational & Environmental Medicine. 38(10): p. 981-992.
31 South African Government Gazette, Tobacco Products Control Act, 1993 (Act No. 83 of 1993). 1994, Government Printers: Pretoria.
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SUB-OBJECTIVE 1.3 - Implementing interventions to address gender inequities and gender based violence as drivers of HIV and STIs.
#

Intervention description

Indicator

Rationale

Lead Agency

10

Address the gender dimensions of HIV, AIDS and STIs in awareness, # of female workers reached Girls and women are particularly vulnerable to HIV infection Company level
education and behaviour change communications (BCC) in the through
gender
specific because of their biological vulnerability and gender norms, roles
and practices. South Africa is grappling with high levels of violence
company.
messaging
against women with sexual assault and intimate partner violence
# of males reached by an contributing to increased risks of HIV infection.32
individual, small group or
company level intervention
or service that explicitly
addresses
norms
about
masculinity related to HIV and
AIDS

SUB-OBJECTIVE 1.5 - Reducing the vulnerability of young people to HIV infection by retaining them in schools, as well as providing post-school education and work opportunities.
#

Intervention description

Indicator

Rationale

11

Offer bursaries to young people, particularly females.

# of bursary beneficiaries Education has been identified as a protective factor against HIV Company level
reached
infection. Education reduces the vulnerability of girls, and each
year of schooling offers more protective benefits. Evidence has
shown that HIV infection levels increase exponentially among school
leavers who do not have employment, mentoring or further training
opportunities.

12

Direct CSI to support information and education programmes within # of education programmes Education has been identified as a protective factor against HIV Company level
local community, especially schools attended by workers’ children. supported in local schools infection. Education reduces the vulnerability of girls, and each
through CSI initiatives
year of schooling offers more protective benefits. Evidence has
shown that HIV infection levels increase exponentially among school
leavers who do not have employment, mentoring or further training
opportunities.

32 Jewkes R, Dunkle K, Nduna M & Shai N. 2010. Intimate partner violence, relationship gender power inequity, and incidence of HIV infection in young women in South Africa: A cohort study. The Lancet, 367:41–48.

Lead Agency
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SUB-OBJECTIVE 1.6 - Reducing HIV and TB related stigma and discrimination.
#

Intervention description

Indicator

13

Develop and implement messaging that educates employees about # of workers reached with antiHIV and TB, alleviates fears and misconceptions about the diseases, stigma and anti-discrimination
and promotes a non-discriminatory workplace.
messaging.
Ensure that there is a policy (or components of a policy) that is aimed
at reducing HIV and TB stigma and discrimination in the workplace

Rationale

Lead Agency

HIV, AIDS and TB are still surrounded by ignorance, prejudice, Company level
discrimination and stigma. In the workplace unfair discrimination
against people living with HIV and AIDS has been perpetuated
through practices such as pre-employment HIV testing, dismissals
for being HIV positive and the denial of employee benefits. It is
important to promote a non-discriminatory workplace in which
people living with HIV, AIDS or TB are able to be open about their
HIV status without fear of stigma or rejection.
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STRATEGIC OBJECTIVE 2: PREVENTION OF NEW HIV AND TB INFECTIONS
SUB-OBJECTIVE2.1 - Maximising opportunities to ensure that everyone in South Africa tests voluntarily for HIV and is screened for TB at least annually, and is subsequently enrolled
in relevant wellness and treatment, care and support programmes.
#

Intervention description

Indicator

14

Ongoing availability of or referral to HCT

# and % of men and women Universal access to HIV counselling and testing and TB screening Company level
counselled and tested for HIV is an entry point for diagnosis and HIV and TB treatment, care and
and who know their status or support. Treatment’s focus is to reduce HIV, AIDS and TB deaths and
disability; and it allows many HIV positive employees to continue
# and % of men and women working. ARV studies have shown that diagnosing HIV at a late stage
referred for HCT and who of infection and delay in getting treatment reduces the chances
of the patient responding well to treatment and thus less likely to
know their status
recover to normal functioning levels.33 The emerging concept of
% of most-at-risk populations “treatment as prevention” has been supported by various studies
who received an HIV test and that show that reduced viral load of HIV positive people on ARVs
who know their status
reduces risk of transmission, and decreases the community viral
load which results in a reduction of new HIV infections.34,35,36

15

More frequent TB screening campaigns (if there is capacity and # and % of men and women Universal access to HIV counselling and testing and TB screening Company level
finance) otherwise at least annually as part of annual health screened for TB
is an entry point for diagnosis and HIV and TB treatment, care and
assessment
support. Treatment’s focus is to reduce HIV, AIDS and TB deaths and
disability; and it allows many HIV positive employees to continue
working. ARV studies have shown that diagnosing HIV at a late stage
of infection and delay in getting treatment reduces the chances
of the patient responding well to treatment and thus less likely to
recover to normal functioning levels.33 The emerging concept of
“treatment as prevention” has been supported by various studies
that show that reduced viral load of HIV positive people on ARVs
reduces risk of transmission, and decreases the community viral
load which results in a reduction of new HIV infections.34,35,36

16

Better/further training of healthcare workers to offer pre- # and % of healthcare workers
employment medicals/ offer of HCT during annual medicals.
who provide employment
medicals who have been
trained to offer HCT and TB
screening during medicals

33
34
35
36

Rationale

Lead Agency

Universal access to HIV counselling and testing and TB screening Company level
is an entry point for diagnosis and HIV and TB treatment, care and
support. Treatment’s focus is to reduce HIV, AIDS and TB deaths and
disability; and it allows many HIV positive employees to continue
working. ARV studies have shown that diagnosing HIV at a late stage
of infection and delay in getting treatment reduces the chances
of the patient responding well to treatment and thus less likely to
recover to normal functioning levels.33 The emerging concept of
“treatment as prevention” has been supported by various studies
that show that reduced viral load of HIV positive people on ARVs
reduces risk of transmission, and decreases the community viral
load which results in a reduction of new HIV infections.34,35,36

Siegfried, Uthman & Rutherford (2010) Optimal time for initiation of antiretroviral therapy in asymptomatic, HIV-infected, treatment-naive adults (Review). Cochrane Database of Systematic Reviews 2010, Issue 3. Art. No.: CD008272.
Donnell, D et al (2010) ‘Heterosexual HIV-1 transmission after initiation of antiretroviral therapy: a prospective cohort analysis’, The Lancet,
Lima, V.D et al (2008) ‘Expanded access to highly active antiretroviral therapy: A potentially powerful strategy to curb the growth of the HIV epidemic’, The Journal of Infectious Diseases, 198:59-67
HPTN (2011, 12th May) ‘Initiation of antiretroviral treatment protects uninfected sexual partners from HIV infection (HPTN study 052’ Press release [PDF]
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#

Intervention description

Indicator

Rationale

Lead Agency

17

Implement a company-wide social and behaviour change
communication programme with a focus on key populations to shift
social norms (especially those related to gender), attitudes, promote
healthy behaviours, and increase the demand and uptake of HIV and
TB services.

% of women and men who Behaviour change communication is critical to changing risk Company level
used a condom during their behaviours and the social conditions that drive the HIV and TB
epidemics. This encompasses the individual, community and sociolast sexual intercourse
political levels and includes advocacy, media, social/community
% of most-at-risk populations mobilisation and campaigns.
who both correctly identify
ways of preventing the sexual
transmission of HIV and who
reject major misconceptions
about HIV transmission

18

Preventing new TB infection and disease through IPT, infection # of newly diagnosed HIV Preventing new TB infections is important as it will reduce the pool Company level
control, early identification and treatment of TB and an improved positive clients who are given of infectious people and prevent absenteeism. The association of TB
TB cure rate.
IPT for latent TB infection
with HIV and the emergence of MDR-TB and XDR-TB means it is now
even more crucial to prevent TB, as the costly and longer treatment
regimes needed for drug resistant strains is a burden on the already
stretched treatment services.

19

Increase the national distribution of government condoms by # of new primary distribution Condom use is the most effective method to reduce the sexual Sectoral level
expanding to non-traditional outlets thereby improving access to sites established and reporting transmission of HIV especially among key populations. Condom
high risk and under serviced workplaces and populations.
use also serves to prevent transmission of some STIs and prevents
unwanted pregnancy. Improving access to condoms is the first step
in ensuring condom use.

20

Implement a two-day training programme (SABCOHA’s BizAIDS) that # or % of companies who have
combines business and life skills with HIV and AIDS, TB and wellness attended the 2 day training
information and education for very small and micro sized enterprises programme
(SMMES)

Enterprises employing less than 10 employees create significant Sectoral level
employment opportunities. Other commonalities include high
proportion of women, narrow profit margins, survivalist in nature,
often in rural areas and have limited access to information, services
and support. If ignored, HIV and AIDS could result in rapid closures.
It is neither feasible nor realistic for these small enterprises to
implement workplace programmes. SABCOHA’s BizAIDS programme
trains owners of these vulnerable industries in basic skills and risk
mitigation including HIV. Very small enterprises employing up to
20 employees, especially in rural settings, may also be appropriate
programme beneficiaries.
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#

Intervention description

Indicator

Rationale

Lead Agency

21

Provide technical assistance to SMMEs to develop institutional #
of
micro-enterprises
capacity for the design and implementation of effective and aligned supported to improve business
workplace programmes
processes and mitigate the
risk of HIV and AIDS

22

Develop workplace programmes that actively provide access to # of workers reached through STIs have been shown to increase the likelihood of both transmitting Company level
free and confidential STI management, or that actively promote STI communication and education and acquiring HIV. STIs are not just biological and medical problems,
management through referral to local public facilities
on STIs
but also behavioural, social, political and economic problems.
Many interventions to control STIs can help reduce the spread of
HIV and vice versa. The stigma around STIs is similar to that of HIV,
and usually acts as a barrier to people seeking treatment and care.
Providing education will help reduce the stigma.

23

Maximise the coverage of male and female condoms through # of male condoms distributed
distribution in health facilities and installation of condom dispensers
outside strategic points for increased access.
#
of
female
condoms
distributed

24

Empower women to make informed choices about reproductive # of companies who have Women are more vulnerable to HIV infection both biologically and Company level
health in the fulfilment of their needs and risk reduction through disseminated
educational socially. Cultural norms and economic circumstances can mean that
dissemination of educational materials on rights and services.
materials on women’s rights they have little control over their lives and choices.
and services available to
women

SMMEs seldom have the capacity to appoint specialised skills Sectoral level
to develop and establish workplace HIV, AIDS, TB and wellness
programmes. Maintenance of programmes is fairly easy once skills,
strategies and systems are established. SABCOHA has offered a
capacity development programme for SMEs since 2007. Companies
employing no more than 250 employees qualify. Participating
companies are assisted with assessing workplace HIV and AIDS risk,
training of managers, champions, steering committee members,
peer educators, developing and implementing a policy and response
strategies, conducting Knowledge Attitudes and Practices surveys
and M&E. This programme is complemented by one-day district
workshops.

Condom use is the most effective method to reduce the sexual Company level
transmission of HIV, especially among key populations. Condom
use also serves to prevent transmission of some STIs and prevents
unwanted pregnancy.
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#

Intervention description

25

Promote and refer male workers for MMC and provide special sick # of men referred for MMC
leave (as an incentive, if possible) for MMC. Know the MMC targets
of each district to partner with government.

26

Coordinate and maintain a national network of peer educators to be # peer educators reached and Many large companies, especially in the mining industry, have already Sectoral level
supported through communication tools, telephonic psychosocial supported through national trained peer educators or change agents. One of the fundamental
support and mentorship.
peer educator network
obstacles to sustainability of this model is effective coordination,
standardised skilling and support. The maintenance of a national
peer educator database will facilitate information exchange, skills
transfer and group learning thereby enhancing a return on company
investments.

27

Provide Information, education and awareness on PMTCT - focused # of men and women who are Transmission of the virus from infected mother to child is one Company level
on men as well as women.
reached through education of the three main ways that HIV is transmitted. This becomes a
and awareness on PMTCT
workplace issue because pregnant workers, or the partners of
workers, may be infected. The workplace therefore needs to play
a role in prevention. An obvious starting point is the information
and education programme, which should not only help workers
understand how this type of transmission takes place, but also give
support to women, and their partners, in making difficult choices
about breast-feeding.

28

Include annual TB symptom screening and testing as part of annual # of workplaces with TB
health risk assessment with focused screening of all health facility screening and testing as part of
attendees and at risk populations. TB screening must be linked to annual health risk assessment
accessible TB diagnosis for all identified TB symptoms.

37
38
39
40

Indicator

Rationale

Lead Agency

MMC has been shown to reduce the risk of acquiring HIV. Three Company level
recent randomised control trials in sub-Saharan Africa showed
MMC reduced the risk of acquiring HIV by 60%.37,38,39 MMC is
recommended by WHO/UNAIDS in countries with a high prevalence
of heterosexually transmitted HIV infection and low levels of male
circumcision.40 Additionally MMC has been shown to reduce the
incidence of STIs and also Human Papillomavirus (HPV). HPV when
transmitted to female partners is the main cause of cervical cancer
and therefore MMC has indirect benefits to women.

Universal access to TB screening and testing is an entry point for Company level
diagnosis and TB treatment, care and support. Treatment’s focus is
to reduce deaths and disability; and. effective treatment for all can
reduce the incidence of drug resistant TB strains which are costly
and require lengthy treatment regimes.

Auvert B, Taljaard D, Lagarde E, Sobngwi-Tambekou J, Sitta R, Puren A. Randomized, controlled intervention trial of male circumcision for reduction of HIV infection risk: the ANRS 1265 Trial. PLoS Med 2005; 2: e298
Gray RH, Kigozi G, Serwadda D, et al. Male circumcision for HIV prevention in men in Rakai, Uganda: a randomised trial. Lancet 2007, 369:657-666.
Bailey RC, Moses S, Parker CB, et al. Male circumcision for HIV prevention in young men in Kisumu, Kenya: a randomised controlled trial. Lancet 2007; 369: 643-656.
WHO-UNAIDS. (2007)New data on male circumcision and HIV prevention: Policy and programme implications. WHO/UNAIDS Technical Consultation on Male Circumcision and HIV Prevention: Research Implications for Policy and Programming. Montreux, Switzerland.
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#

Intervention description

Indicator

29

Provision of Information, Education, Communication (IEC) materials # of people (workers and
to address TB risk factors, promoting health seeking behaviour and workers’ family members)
treatment adherence.
who have been reached by TB
IEC materials

30

TB infection control should be considered to be a component of
health impact assessment for all new government and private sector
projects and programmes. All high risk workplaces (mines, textiles,
construction and agriculture) should consider TB infection control
such as UV lights and a culture of cough hygiene in the workplace
and the associated hostels.

31

Expand HIV, AIDS, STIs and TB prevention and treatment services on # of wellness centres that
trucking routes to include CSW and neighbouring communities.
provide
prevention
and
treatment
services
are
accessible
to
transport
workers and the broader
communities with whom they
interact.

Rationale

Lead Agency

Effective IEC materials are an important component of a Company level
comprehensive education campaign which promotes social
awareness and community behaviour change and enhances the
community’s knowledge on a subject. The most effective IEC
materials are relevant and tap into interests of the local population.
In addition, effective materials are clear, communicate specific
messages, and are easily remembered.
Some of the risk factors for TB infection that can be addressed
in the IEC include malnutrition, diabetes, smoking, and alcohol
consumption.

TB infection control is growing in importance because of the Company level
association of TB with HIV and the emergence of MDR-TB and XDRTB. TB is transmitted when someone with active TB coughs up TB
bacilli which are then inhaled by someone else. Infection control
measures such as a culture of cough hygiene and UV lights can be
# of employees reached by used in many types of high risk work environments.
infection control education in
TB infection control requires a combination of administrative,
high risk workplaces.
environmental and personal respiratory interventions. This should
be delivered in the broader infection control standards e.g. hand
washing. This also requires each health facility to have an infection
control plan and officer.
# of high risk workplaces that
consider TB infection control
a component of health impact
assessment

and
Many transport workers are highly mobile and spend considerable Sectoral
time away from home. The transport sector is one of the high HIV Multi-Sectoral
prevalent sectors because workers are away from their partners and
families for extended periods and they have sufficient disposable
income to spend on CSW or to engage in multiple sexual relationships.
Basic healthcare as well as treatment for STIs (which in turn
increases the risk of HIV infection) are often not available where and
when transport workers need them most. Sometimes condoms are
very expensive or not available in locations frequented by transport
workers. According to the KYE/KYR study, communities bordering
national highways have higher HIV prevalence compared to those
located away from trucking corridors. CSW from these communities
often have poor health-seeking behaviour, and limited access to
healthcare. Providing access to prevention and ART services for both
truck drivers and the broader communities on transport routes can
decrease the community viral load which will reduce the number of
new HIV infections.
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STRATEGIC OBJECTIVE 3: SUSTAINING HEALTH AND WELLNESS
SUB-OBJECTIVE 3.1 - Reducing disability and death resulting from HIV and TB through universal access to HIV and TB screening, diagnosis, care and treatment
#

Intervention description

Indicator

Rationale

32

Implement a comprehensive care and support programme that
comprises a range of services, responding to the needs of workers
with HIV, AIDS, STIs and TB for treatment, for material and
psychosocial support, and for protection against discrimination and
rejection.
This bulk of the services should be provided in the workplace, and
where certain services are not feasible; there should be partnerships
with strong referral systems. Please see appendix for more detail
on elements that should be included in a comprehensive care and
support programme.

# of companies who have
a comprehensive care and
support programme or provide
elements of a comprehensive
care and support programme

The demand for care and support is rising as the twin HIV and TB Company level
epidemics mature. Public health systems are struggling to cope and
alternative delivery points need to be explored. The workplace is
a key delivery point for many reasons; HIV affects the working age
population and the workplace is part of the local community and
needs to mitigate socio-economic impact of HIV and TB. Care and
support is a key guiding principle in the ILO Code of Practice, and is
one of the four key areas of action to address the HIV/AIDS pandemic
in the world of work.

Lead Agency

33

Co-management of TB and HIV Treatment

% of estimated HIV positive Adequate detection and treatment of TB will prolong the lives of Company level
incident TB cases that received PLHIV and reduce the burden of TB. All incident TB cases among
treatment for TB and HIV
PLHIV should be started on TB treatment and all PLHIV who have TB
should be started on ART.

SUB-OBJECTIVE 3.2 - Ensuring that people living with HIV, STIs and/or TB remain within the healthcare system, are adherent to treatment and maintain optimal health.
#

Intervention description

Indicator

34

Develop proactive and innovative mechanisms to ensure adherence % of patients with
as well as working with service providers on rigorous systems that adherence to ART
identify defaulters with remedial action

Rationale

Lead Agency

full Companies only realise a substantial return on employee health Company level
and wellness investments when employees with HIV and TB
access treatment in time, continuously, take their medication
correction. This should result in reduced absenteeism and increased
productivity. Companies should review and improve adherence
support and follow up mechanism
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SUB-OBJECTIVE 3.3 - Ensuring that systems and services remain responsible to the needs of people living with HIV, STIs and/or TB diseases
#

Intervention description

Indicator

Rationale

Lead Agency

35

Provide onsite care and support services for employee wellness and # of PLHIV reached with a Many companies implement EAPs offering telephonic and/or face Company level
encourage active participation in wellness support groups and other minimum package of care with to face information and counselling services to employees for a
initiatives.
PLHIV interventions
range of personal stresses and challenges often compounded by
HIV. HIV can also be an underlying cause and risk. Group and peer
learning through workplace support groups can be effective with
a complementary or alternative approach to providing care and
support to employees who are HIV positive or caregivers

EGIC PLAN 2012 - 2016

STRATEGIC OBJECTIVE 4: ENSURING PROTECTION OF HUMAN RIGHTS AND IMPROVING ACCESS TO JUSTICE
SUB-OBJECTIVE 4.2 - Reducing HIV and TB discrimination in the workplace.
#

Intervention description

36

Ensure that HIV, AIDS and TB workplace policies and procedures # of companies enforcing The right to work is central to the ability of people with HIV and /or Company level
comply/adhere to applicable legal provisions and national/provincial existing legislations
TB to mitigate the impact of HIV and TB on them, their families and
plans
society more broadly.

Indicator

Rationale

Lead Agency

5
CONTEXT OF
IMPLEMENTATION

FREE STATE PROVINCE
Geography and demographics
The Free State Province is the central province of South Africa and shares an international border with Lesotho.
The province shares borders with all other provinces except Limpopo and the Western Cape. The province is
situated between the Vaal River in the north and the Orange River in the south. The Free State’s road network is
the third densest in the country and the N1, which links Gauteng and the Eastern Cape and Western Cape, runs
through the centre of the province.
The Free State is the third largest province covering 129 825 square kilometres and is roughly 10.6% of the land
area of South Africa.41 Despite its large land area, the 2007 population figures estimate that the Free State has
the second smallest population in South Africa. Population density for Free State is estimated at 21 persons per
square kilometre for 2011 ranging from a high of approximately 57 persons per square kilometre in the Motheo
district to 4 per square kilometre in the Xhariep district.42 The 2001 Census data indicates that almost two thirds
of the Free State population’s first home language was Sesotho, followed by 11.9% Afrikaans and 9.1% isiXhosa.43
The province was divided into five district municipalities namely Xhariep, Motheo, Lejweleputswa, Thabo
Mofutsanyane and Fezile Dabi. These district municipalities were further divided into 20 local municipalities.
However, Motheo was disestablished on 18 May 2011 as part of the boundary adjustments for the municipal
elections in 2011 and Mangaung local municipality was upgraded to become an autonomous metropolitan
municipality, with the other local municipalities being incorporated into the Xhariep and Thabo Mofutsanyane
district municipalities. The resulting structure was four district municipalities with 19 local municipalities and the
Mangaung metropolitan municipality. Given that the latest available information at a district level is prior to this
change, all information provided in this strategy, on a district level, is based on the district structure prior to the
boundary adjustments of 2011.
Bloemfontein is the provincial capital and has a well established institutional, educational and administrative
infrastructure and also houses the Supreme Court of Appeal. Other major towns in the province include Welkom,
Odendaalsrus, Sasolburg, Kroonstad, Parys, Phuthaditjhaba and Bethlehem.
41 Stats South Africa (2011) Stats in Brief, 2011. Pretoria: Statistics South Africa.
42 See www.healthlink.org.za/healthstats/
43 Statistics South Africa (2005) Census 2001: Primary tables Free State: Census ’96 and 2001 compared. Pretoria: Statistics South Africa. [Report No. 03-02-06 (2001)]
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The Free State has rivers, dams, mountains and national parks; making it one of South Africa’s sought after tourist
destinations. The province is home to the Vredefort, a UNESCO World Heritage site.
Figure 3: Map of the Free State
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The Statistics South Africa 2011 mid-year population estimates approximate the Free State’s population at 2 759
644 which is 5.6% of the South African population. It was also estimated that 52% of the province’s population was
female and 48% male. However, the latest population estimates on a district level are those from the Community
Survey 2007 which estimates the Free State population to be 2 824 500 (5.7% of the South African population).
Table 3 provides a breakdown of the population by district.
Table 3: Free State population by district 201044
District

Population

Total %

Xhariep

150 275

5.3%

Motheo

770 474

27.3%

Lejweleputswa

655 200

23.2%

Thabo Mofutsanyane

748 441

26.5%

Fezile Dabi

500 181

17.7%

Free State

2 824 571

100%

44 Statistics South Africa (2010) Mid-year population estimates INTERACTIVE DATA: Mid-year population estimates by Metro / District Council and year. Retrieved
09-Jan-12.
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Migration data for the period 2006 to 2011 indicates that the Free State lost and gained 118 640 and 92 748
people respectively. Free State migration flows were mainly to the Gauteng and North West provinces which
received 45.6% and 19.0% respectively of the Free State outmigration over the period. Migration is an issue
in the Free State as the economy has significant agriculture and mining industries which draw migrant labour.
There is seasonal and contract employment for surrounding communities and Lesotho nationals. Seasonal
employment often involves moving from farm to farm, spending lengthy periods of time away from families.
Historically migrants tended to be male; however, there has been a change in migration patterns with more
females migrating. There has also been a recent change in the economic landscape with retrenchments and the
closure of mines which will probably reduce the number of migrants flowing into the province.

Labour market and economy
In 2010 the Free State contributed 5.5% to the country’s gross domestic product (GDP).45 The economy of the
Free State was historically carried by two main sectors, namely agriculture and mining. Historically mining was
the biggest employer in the province.
Almost 17% of mineral (30% of gold) output of South Africa is mined in the Free State.46 The contribution of the
mining sector to the provincial economy has declined by almost 3% from 2000 to 2009. Between 2000 and 2009,
the Free State economy grew by 2.6% on average, compared to the national average of 3.6%.47 Between 2010
and 2014, the provincial economy is projected to grow, on average, by 2.9%, compared to the national average of
3.8%. This would make the Free State the slowest growing province over the coming five years, mainly due to the
waning mining sector, gold mining in particular.47 The slowdown of the Free State economy impacts on poverty
levels and unemployment.
Known as the “bread basket” of South Africa, about 90% of the land in the Free State is under cultivation for
crop production. The Free State produces about 39% of South Africa’s total maize crop, 50% of wheat, 46% of
sunflower seeds, 80% of sorghum, 40% of potatoes and 30% of groundnuts Other agricultural produce includes
vegetables, dry beans, fruits, peanuts, wool, dairy and cherries. Top export products in the Free State include raw
hides, vegetables and natural rubber.
However the decline of the mining sector along with a push for the diversification of economic development in
the Free State has resulted in sectors other than agriculture and mining contributing noticeably towards GDP. The
major industry contributors to the Free State economy are starting to shadow the national economy with major
contributions to the provincial economy in 2010 coming from finance, real estate, business services, general
government services, wholesale and retail trade, manufacturing and mining and quarrying industries amongst
others (Table 4). Table 5 shows the latest data available for GDP on a district level along with the working age
population in each district.
This economic diversification is also evident in the labour market, where other industries have surpassed mining
and agriculture as the biggest employers in the province. Table 6 details the contribution of the various sectors
to the labour market in 2011 and this illustrates that the labour market is no longer dominated by mining and
agriculture.

45 Statistics South Africa (2011) Gross Domestic Product, Annual estimates 2002 – 2010, Regional estimates 2002 – 2010, Third quarter 2011. P0441
46 Free State Department of Health. Annual Performance Plan 2011/12 to 2013/14.
47 Free State Province Estimates of Provincial Revenue and Expenditure 2011/12.
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Table 4: Contribution to GDP by Industry (2010)48
Contribution to GDP
(R million)

Contribution to GDP
(%)

Finance, real estate & business services

21 365

16.2%

General government services

20 296

15.4%

Mining & quarrying

19 783

15%

Personal services

16 817

12.8%

Trade

16 603

12.6%

Manufacturing

13 670

10.4%

Transport

9 170

7%

Agriculture, forestry & fishing

5 946

4.5%

Electricity, gas & water

4 809

3.7%

Construction

3 227

2.5%

131 686

100%

Major Industry

Total Free State Industries

Table 5: Working age population and contribution to GDP by district (2007)49,50
District

Working age population
(15-64 years)

Working age population
(%)

Contribution to GDP 2002
(%)

Xhariep

78 085

4.3%

3.1%

Motheo

560 637

30.8%

30.9%

Lejweleputswa

428 977

23.5%

26.5%

Thabo Mofutsanyane

432 361

23.7%

14%

Fezile Dabi

321 779

17.7%

25.5%

Free State

1 821 839

100%

100%

The latest Labour survey (Q3 2011) showed that 828 000 people were employed in the Free State and Table 6
shows the split of the employed by industry. Almost a quarter of the employment in the province is within the
community and social services sector which largely comprises public sector employees. In certain districts and
sub-districts government is the primary employer within the local labour market. Trade is another sector which
contributes significantly to Free State employment at 21.3%. The construction sector has doubled its contribution
to employment from Q2 to Q3 2011.

48 Statistics South Africa (2011) Gross Domestic Product, Annual estimates 2002 – 2010, Regional estimates 2002 – 2010, Third quarter 2011. P0441
49 Population Data: Statistics South Africa (2007) Community Survey 2007 INTERACTIVE DATA: by district council and age group. Retrieved on 9 January 2012 from
http://www.statssa.gov.za/timeseriesdata/pxweb2006/Database/South%20Africa/Community%20Survey%202007/Persons/DC/DC.asp
50 GDP Data: Centre for Development Support (CDS). 2004. Accelerating economic growth and development in the Free State: Framework for a responsive partnership
approach towards sustainable economic development in the Free State. CDS Research Report, LED and SMME Development, 2004(8). Bloemfontein: University of
the Free State
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Table 6: Free State employment by industry (July to September 2011)51
Major Industry

Employed (Thousands)

Employed (%)

Community and social services

197

23.8%

Trade

176

21.3%

Construction

108

13%

Private households

82

9.9%

Finance

75

9.1%

Agriculture

68

8.2%

Manufacturing

65

7.9%

Transport

33

4%

Mining

21

2.5%

Utilities

3

0.4%

828

100%

Total Employed Free State

The total working age population in the Free State is recorded to be 1 874 000 in Q3 2011, of which 40.8% are
not economically active. Table 7 provides detail on the Free State labour force’s characteristics. The provincial
unemployment rate of 25.5% is slightly above the national average of 25%. Unemployment is more common
among the black African population. The 65.9% of the employment in the province is in the formal (nonagriculture) sector. Agriculture and private households contribute 8.2% and 9.9% respectively towards provincial
employment.

51 Statistics South Africa (2011) Quarterly Labour Force Survey Quarter 3, 2011. Pretoria: Statistics South Africa. P0211.
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Table 7: Labour force characteristics for the Free State (2011)52
July to September 2011
(thousands)

Year on Year Change
(%)

Population 15–64 yrs

1 874

0.8%

Labour Force

1 109

1.6%

826

7.6%

Formal sector (non-agricultural)

544

11%

Informal sector (non-agricultural)

133

9%

Agriculture

68

1.5%

Private households

82

-7.9%

Unemployed

283

-12.1%

Not economically active

765

-0.5%

Discouraged work-seekers

104

22.4%

Other

660

3.5%

July to September 2011

Year on Year Change

25.5%

-4%

59.2

0.6%

Major Industry

Employed

RATES
Unemployment rate
Labour force participation rate

HIV, AIDS, TB and related social conditions
The South African National Burden of Disease Study in 2000 found that HIV and AIDS was the largest single
cause of death in the Free State. This same study found that the largest proportion of premature mortality in the
province was due to HIV and AIDS at 41.9% of the total years of life lost (YLLs). TB was the second leading cause of
premature mortality at 5.9% of total YLLs.53 Since this study no comprehensive burden of disease data, apart from
the underlying causes of death collected by Statistics South Africa, is available in the country. There were 5 179
TB deaths in the Free State in 2009 and TB was ranked second in the leading underlying cause of death category
after Influenza and Pneumonia as it caused 11% of all deaths in the province in 2009.54
The 2010 National Antenatal Clinic Survey found that the Free State had the third highest HIV prevalence out of
all provinces amongst women who attended public antenatal clinics at 30.6% (Figure 4). Furthermore, the survey
found that HIV prevalence trends differ considerably across districts. Xhariep’s prevalence decreased by a huge
9.9% to 17% and Fezlie Dabi’s prevalence increased by 5% to 32.9%. Apart from Xhariep and Lejweleputswa all
districts were above the national average of 30.2% in 2010.55
The Antenatal Clinic Survey has been used to monitor HIV prevalence trends since 1990 and is the only indicator
that has been measured accurately and consistently in South Africa. Although the Antenatal Clinic Survey only
measures prevalence in first time antenatal clinic attendees, it provides a baseline for estimates and future
actuarial projections of HIV infections among the whole population. Projections for the number of people
estimated to be living with HIV in the Free State and other key indicators are shown in Table 8.
52 Statistics South Africa (2011) Quarterly Labour Force Survey Quarter 3, 2011. Pretoria: Statistics South Africa. P0211.
53 Bradshaw et al (2004) The South African National Burden of Disease Study 2000: Estimates of Provincial Mortality. Cape Town: The South African Medical Research
Council.
54 Free State Province (2012) Free State Provincial Strategic Plan for HIV, AIDS, TB and STIs: 2012-2016
55 Department of Health South Africa (2011) The National Antenatal Sentinel HIV and Syphilis Prevalence Survey in South Africa 2010
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Table 8: Free State HIV and AIDS demographic projections56
Free State Projections
Indicator

2012

2014

2016

Whole population prevalence

12.1%

12.2%

12.3%

Adults (ages 20-64)

19.2%

19.3%

19.3%

People living with HIV

355 466

363 254

370 287

New HIV infections (in the year starting 1 July)

19 307

19 051

19 023

AIDS deaths (in the year starting 1 July)

12 749

12 814

13 305

Accumulated AIDS deaths

225 005

250 438

276 279

Figure 4: HIV prevalence among antenatal clinic attendees in the Free State by district and year.57
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31.3%
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56 Results extracted from the ASSA2008 (Prov Output) AIDS and Demographic model of the Actuarial Society of South Africa, file ProvOutput_110216.xls. Retrieved on
11 December 2011 from http://aids.actuarialsociety.org.za/ASSA2008-Model-3480.htm
57 Department of Health South Africa (2011) The National Antenatal Sentinel HIV and Syphilis Prevalence Survey in South Africa 2010.
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In the Free State there were an estimated 72 000 adults on first line therapy and a further 2 000 on second line
therapy at end March 2011. For the 2010/11 financial year an estimated 16 500 new adults and 2 046 children
under 15 were initiated on ART and a target of 99 622 adults and 9 802 children to be initiated on ART by the end
of the financial year 2011/12.
The province was reported to have 24 420 cases of all types of TB. The Free State’s incidence of 836 cases of all
forms of TB per 100 000 people is higher than the national average of 802 per 100 000. The TB cure rate for the
Free State in 2007 was 71.3%, which was above the national average of 64% and was the third highest in the
country.58 The TB cure rate for 2010 was estimated at 77% and has shown a steady increase of nearly 13% since
2003. The Free State had the lowest TB defaulter rate in the country (4.9% in 2007) which is thought to be in
part due to the strong DOT programme supported by volunteers.59 Table 9 provides more detail on the latest TB
indicators by district.
Emphasis has been put on the integration of TB and HIV in all provincial health facilities in 2011/2012, including
efforts to increase HCT uptake amongst TB patients as well as intensified TB screening among HIV positive patients.
Additionally efforts to improve direct treatment supervision of TB patients in the province have been made.
Table 9: TB indicators per district58,60
District name

All TB cases
reported
(2010)

Incidence
(per 100 000)
(2010)

TB death rate
(per 100 000)
(2009)

Cure rate*
(%)
(2007)

Xhariep

1 441

1 108

6.0

78%

Motheo

7 948

1 006

10.2

67.6%

Lejweleputswa

6 683

879

10.4

71.2%

Thabo Mofutsanyane

4 748

624

13.5

74.3%

Fezile Dabi

3 601

750

12.2

69.6%

Free State

24 420

836

11.3

71.3%

South Africa

401 040

802

50

64%

Xhariep and Motheo have the highest incidence in the province. The high incidence and number of TB cases in
Lejweleputswa is probably due to the gold mining industry in the district. Mines are high risk areas for TB and
most of the miners are resident within or interact with the communities of this area. The TB death rate is highest
in Fezile Dabi and Thabo Mofutsanyane.
The five Free State districts have average to low deprivation indices which indicates average to low levels of social
and material deprivation relative to other districts in South Africa. Xhariep, Motheo and Thabo Mofutsanyane fall
into the third socio-economic quintile (1 is the lowest and 5 is the highest), Lejweleputswa falls into the fourth
quintile and Fezile Dabi has the lowest deprivation index score of 1.59 which falls into the fifth quintile.58

58 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09. Durban: Health Systems Trust.
59 Free State Department of Health (2010) Annual Report 2008/2009
60 TB cases, Incidence and Death rate: Free State Province (2012) Free State Provincial Strategic Plan for HIV, AIDS, TB and STIs: 2012-2016
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XHARIEP DISTRICT
Geography and demographics
The Xhariep district consisted of three local municipalities namely Kopanong, Mohokare and Letsemeng. However,
after the disestablishment of Motheo district municipality on 18 May 2011, the Naledi local municipality was
incorporated into the Xhariep district municipality, bringing the total to four. Given that the latest available
information at a district level is prior to this change, all information provided in this strategy, on a district level, is
based on the district structure prior to the boundary adjustments of 2011.
This district, which covers the southern part of the Free State province, is the largest of all the Free State districts;
with a land area of 34 289 square kilometres.61 However, Xhariep has the smallest population of the five districts,
and accounted for only 4.6% of the total Free State population in 2007. The population density is 4 people per
square kilometre.61 Sesotho and Afrikaans are the most spoken home languages in Xhariep with 37.1% of the
population speaking Sesotho and 37.1% of the population speaking Afrikaans, isiXhosa is the next most spoken
language at 19.9% followed by Setswana at 4.6%.62
The seat of Xhariep is Trompsburg and the main towns include: Edenburg, Bethulie, Phillipolis, Springfontein,
Reddersburg, Jagersfontein, Fauresmith, Gariep Dam, Koffiefontein, Luckhoff, Jacobsdal, Oppersmansgronde,
Petrusburg, Zastron, Rouxville and Smithfield.
The Orange River is an important water source in Xhariep and the only two hydro-electric power stations in the
country are at the Xhariep and Vanderkloof dams which are also popular tourist destinations.
Three national roads pass through the district; these are the N1 from the Gauteng province to Cape Town, the
N6 Eastern Cape to Bloemfontein and the N8 from Bloemfontein to Kimberly. The district is considered to be
relatively crime free.
The district is largely rural, characterised by poor road conditions and inadequate public transport infrastructure,
which makes access to public healthcare services very difficult.

Labour market and economy
The Xhariep district contributed 3.10% to the provincial GDP in 2002, which is the smallest contribution of the
districts (Table 5). The main contributors to the district’s economy are agriculture (which generates approximately
28% of Gross Value Added (GVA); public service and administration (26%); services and retail (17%); and
construction (8%). The agricultural sector makes the largest contribution to the local economy followed by the
general government and finance.61 The Jacobsdal area produces crops such as grapes, wheat, potatoes, maize,
vegetables, and peanuts and farm red meat and wool. The Luckhoff and Koffiefontein areas farm cattle, ostrich
and sheep. The Oppermansgronds vineyards produce significant income for this small town.63 The diamond
mining in Letsemeng contributes to the local economy, and there is also a potential growth for tourism in the
area due to the two dams.
Some of the growing industries in the area include the leather tanning and finishing, spiralling production, and
the cultivation of plants for medicinal and cosmetic purposes.
61 Xhariep District Municipality Annual Report 2009/2010
62 Statistics South Africa (2001) Census 2001.
63 Free State Development Corporation: Gross Domestic Product by district and Industry. Received 22 June 2011
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HIV, AIDS, TB and related social conditions
Health priorities in Xhariep mirror the provincial priorities with TB, HIV and AIDS at the top of the list for the
district. The Xhariep district has the lowest HIV prevalence amongst antenatal clinic attendees in the province of
17.07% (Figure 4) and this is the eighth lowest HIV prevalence out of all the 52 districts in the country.
Xhariep reported the lowest number of TB cases in the province in 2010, however its incidence of 1 108 per
100 000 was the highest in the province (Table 9). The TB death rate of 6 per 100 000 was the best in the province
and is probably linked to a good cure rate which was the highest in the province in 2007 (Table 9).
The district offers public health services at three hospitals; these are Diamant District Hospital (Jagersfontein),
Stoffel Coetzee District Hospital (Smithfield) and Embekweni Hospital (Zastron).
Patients are able to access HIV and AIDS treatment and care services at accredited ART facilities in the district.
The HIV-911 Provincial Directory (Appendix 1) resource provides up-to-date information on the ART facilities
in the district. There are 40 facilities, including mobile clinics, which offer TB services in the district (excluding
correctional services).64
The district plans to restructure their public health services to provide 18 fixed facilities and 21 mobile clinics.
They are building new facilities and restructuring some of the existing facilities to create one district hospital, five
community health centres and 12 fixed clinics in 2011/2012.65
The levels of education in Xhariep differ to the provincial levels with 16.8% of the population over 20 years having
had no schooling, 32.3% with primary education only and only 28.1% of the population has Grade 12 or higher.66
This raises concerns that there are higher dropout rates in schools. Additionally as around 50% of the district’s
population is below 24 years of age, there is a need for social and educational infrastructure to accommodate the
needs of the youth going forward.
Distances and costs of transport in remote, poor areas necessitate mobile or outreach healthcare services.
Typically where there are vineyards and alcohol producers, alcohol abuse is one of the visible social factors
requiring consideration.
The Xhariep district municipality Integrated Development Plan 2010 – 2011 highlighted the need to address the
following issues within the district: high unemployment, higher dropout rates in school, limited access to tertiary
education, high levels of alcohol and drug abuse with related family abuse, which is often related to the rise in
teenage pregnancy and the increasing number of HIV infections amongst the young people in the district.67
Xhariep had a deprivation index of 2.27 in 2007 which falls into the fourth socio-economic quintile (1 is the lowest
and 5 is the highest).68 It ranks as the second most deprived district in the province.

64 Data adapted from: Medical Facilities and Services - TB Facilities Retrieved on 24 January 2012 from http://hivfshealth.org/directory/tb-facilities.
65 Xhariep District Municipality (2011). Xhariep District Health Plan 2011/2012
66 Statistics South Africa (2007) Community Survey 2007 INTERACTIVE DATA by district council, level of education, population group and gender amongst those aged
20 years and older. Retrieved 09-Jan-2012
67 Xhariep district municipality. (2011). Integrated development plan 2010 – 2011. Retrieved 11 May 2011 from: http://www.fs.gov.za/idp_xhariep_district.
68 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust.
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MOTHEO DISTRICT
Geography and demographics
Motheo district consisted of three local municipalities namely Mangaung, Mantsopa and Naledi. However,
Motheo was disestablished on 18 May 2011 as part of the boundary adjustments for the municipal elections
in 2011. Mangaung was upgraded to become an autonomous metropolitan municipality and the other local
municipalities were incorporated into Xhariep and Thabo Mofutsanyane district municipalities
Motheo district covers 13 999 square kilometres and accommodates 27.3% of the Free State’s population (Table 3).69
The district is in the centre of the Free State and borders on Lesotho. The population density was 57 persons per
square kilometre in 2007, which was the highest in the province and double that of the next highest district.69
Sesotho is the home language of the majority of the population in the district (53.5%), followed by Setswana
(16.6%), Afrikaans (15.3%) and isiXhosa (11.0%).70
The N6 and N8 highways pass through Motheo serving as a direct transport route to Kwazulu-Natal and Eastern
Cape. The district is dominated by the capital Bloemfontein, which has well established judicial, institutional
and administrative infrastructure, and is a business and cultural hub. The district is surrounded by rivers, lakes,
nature reserves and mountains; and has many tourist attractions, including museums with art, literature, war and
military artefacts.
Mangaung was the most densely populated municipality with a population that made up 90% of Motheo district
municipality. Mangaung is the main contributor to the Free State economy and has well developed infrastructure
and services used by the surrounding rural areas.
Motheo has two universities namely the University of the Free State and the Central University of Technology,
both located in Bloemfontein.

Labour market and economy
Motheo’s economy is predominantly manufacturing, wholesale, retail & trade, and finance. Some of the other
contributors include real estate, transport, agriculture and mining activities. The trend in economic production
in Motheo is stable. It is the largest contributor to the Free State’s economy, contributing 30.9% to the province’s
total GDP (Table 5).
Textile manufacturing is the main driver of Motheo’s economy. Botshabelo is a large industrial complex, which
comprises of 240 000 square kilometres of floor space which is currently occupied by 154 factories. There are
plans to develop the Bloemfontein-Botshabelo-Thaba Nchu area as the biggest textile hub in the province. To
this effect, the Free State Development Corporation is in the process of establishing a textile mill in Botshabelo
which will mainly manufacture denim cloth. There are also long term plans for the Thaba Nchu area to develop
a leather tannery.

HIV, AIDS, TB and related social conditions
The Motheo district has the second highest prevalence rate among antenatal clinic attendees in the Free State
province of 32.1%. Motheo reported 7 948 TB cases in 2010 and had an incidence of 1 006 per 100 000 which is
the lowest in the province (Table 9).The cure rate of 67.6% in 2007 was the lowest in the province (Table 9).
69 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust
70 Statistics South Africa (2001) Census 2001.
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The district offers public health services at seven hospitals; these are Universitas hospital (Bloemfontein),
National district hospital (Bloemfontein), Pelonomi regional hospital (Bloemfontein), Botshabelo district hospital
(Botshabelo), Dr. J.S Moroka-Mantsopa hospital Complex (Thaba-nchu), Dr. J.S Moroka MDR Unit (Thaba-nchu)
and Ladybrand hospital (Ladybrand).
Patients are able to access HIV and AIDS treatment and care services at accredited ART facilities in the district.
The HIV-911 Provincial Directory resource provides up-to-date information on the ART facilities in the district
(Appendix 1). There are 79 facilities, including mobile clinics, which offer TB services in the district (excluding
correctional services).71
The level of education within the district is the highest in the province, with only 5% of the population with no
schooling and 39.7% of the population with Grade 12 or higher.72
Motheo had a deprivation index of 2.12 in 2007 which falls into the third socio-economic quintile73 (1 is the
lowest and 5 is the highest). It ranks third (in the middle) in terms of the least deprived district in the province.
The district, especially the Mangaung Metro, is faced with challenges of migration from rural to urban areas, the
migration from neighbouring towns such as Kimberly and international migration from Lesotho. As a result of
this uncontrolled migration the Metro is also experiencing the mushrooming of informal settlements and this
increases the housing backlogs, poverty and crime within their jurisdiction. There were almost 20 000 informal
settlements within Mangaung in 2011.

LEJWELEPUTSWA DISTRICT
Geography and demographics
Lejweleputswa district consists of five local municipalities namely Masilonyana, Tokologo, Tswelopele, Matjhabeng
and Nala. Lejweleputswa is situated in the north western part of the Free State and shares borders with Northern
Cape, and North West. Lejweleputswa covers 31 930 square kilometres and is the second largest of the Free State
districts.73
The district has 23.2% of the Free State’s population (Table 3) which is the third largest population of the
five districts. The population density is 24 persons per square kilometre.73 Sesotho is the home language of
the majority of the Lejweleputswa population (61.4%), followed by isiXhosa (15.4%), Afrikaans (10.11%) and
Setswana (7.74%).74
The seat of Lejweleputswa is Welkom. Other towns include Virginia, Bothaville, Odendaalsrus, Allanridge,
Ventersburg, Brandfort, Hennenman, Winburg, and Theunissen. The N1 which connects Gauteng to Cape Town
passes through the Lejweleputswa district.

Labour market and economy
The Lejweleputswa district contributes 26.5% to the provincial GDP (Table 5) making it the second largest
contributor to the Free State’s economy. Mining and agriculture are the most important economic activities and
other important sectors include quarrying and manufacturing. Gold mining predominates and maize is the main
agricultural produce. The densely populated Matjhabeng local municipality, which is dominated by mining, is
the largest contributor to the district’s economy. Many migrants from neighbouring countries such as Lesotho,
71 Data adapted from: Medical Facilities and Services - TB Facilities Retrieved on 24 January 2012 from http://hivfshealth.org/directory/tb-facilities
72 Statistics South Africa (2007) Community Survey 2007 INTERACTIVE DATA by district council, level of education, population group and gender amongst those aged
20 years and older. Retrieved 09-Jan-2012
73 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust.
74 Statistics South Africa (2001) Census 2001.
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Swaziland, Zimbabwe, Malawi and Mozambique come to Matjhabeng seeking employment. However the mining
sector has undergone drastic restructuring which has left many people unemployed.
In order to develop alternative sources of employment and to add value to the gold mining activities, a jewellery
manufacturing hub is being developed in the town of Virginia. The Virginia Jewellery School trains skilled workers
for local manufacturers.
Development of tourism is a priority in the district. There are two nature reserves, and a resort at the Allemanskraal
Dam. The Gold Route which includes boutiques selling local jewellery products and the opportunity to go on
underground mining tours is also being developed as a tourist attraction.

HIV, AIDS, TB and related social conditions
Lejweleputswa’s HIV prevalence amongst antenatal clinic attendees is 30.0% (Figure 4) which is very close to the
national average. The Matjhabeng municipality has been the hardest hit by the epidemic. The long term effect
of HIV and AIDS will be devastating to the Matjhabeng community and have a significant impact on all economic
sectors in the surrounding areas.
Lejweleputswa has one of the higher TB incidence rates and second most TB cases in the province (Table 9). This
is probably attributable to the gold mining industry in the district. Mines are high risk areas for TB and most of
the miners are resident within, or interact with, the communities of this area. The TB cure rate was 71.2% in the
district in 2007 (Table 9).
The district offers public health services at six hospitals; these are Bongani regional hospital (Welkom), Kopano
MDR Unit (Welkom), Mohau district hospital (Hoopstad), Katleho district hospital (Virginia), Nala district hospital
(Bothaville) and Thusanong district hospital (Odendalsrus).
Patients are able to access HIV and AIDS treatment and care services at accredited ART facilities in the district.
The HIV-911 Provincial Directory resource provides up to date information on the ART facilities in the district
(see appendix for details). There are 59 facilities, including mobile clinics, which offer TB services in the district
(excluding correctional services).75
The level of education within the district is below average in the province, with 8.9% of the population over 20
years having no schooling and only 31.9% with Grade 12 or higher.76
Lejweleputswa has low levels of literacy, especially in the rural areas. Learners from the rural areas are expected
to travel long distances by foot to schools because of poor transport systems. Furthermore the Central University
of Technology is the only tertiary institution in the district, although satellite campuses of other institutions are
in Welkom, they are not always easily accessible to learners from remote urban and rural areas in the district.
Unemployment and poverty are significant challenges within the Lejweleputswa district. Low economic activity
negatively affects job creation and employment opportunities resulting in crime and migration to other urban
districts. In addition access to services and facilities is limited which leads to patients experiencing problems of
inaccessibility to treatment.
Lejweleputswa had a deprivation index of 2.00 in 2007 which falls into the third socio-economic quintile (1 is the
lowest and 5 is the highest).77 It ranks second in terms of the least deprived district in the province.
75 Data extracted from http://hivfshealth.org/directory/tb-facilities. Retrieved on 24 January 2012.
76 Statistics South Africa (2007) Community Survey 2007 INTERACTIVE DATA by district council, level of education, population group and gender amongst those aged
20 years and older. Retrieved 09-Jan-2012
77 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust
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THABO MOFUTSANYANE DISTRICT
Geography and demographics
Thabo Mofutsanyane district municipality consisted of five local municipalities namely Setsoto, Dihlabeng, Maluti
A Phofung, Nketoana and Phumelela. However, after the disestablishment of Motheo district municipality on 18
May 2011, the Mantsopa local municipality was incorporated into the Thabo Mofutsanyane district municipality.
Thabo Mofutsanyane covers 28 346 square kilometres and is the third largest of the Free State districts.78 The
Thabo Mofutsanyane district covers the eastern part of the Free State and borders on Lesotho and KwaZuluNatal. The district has 25% of the Free State’s population (Table 3) which is the second largest population of
the five districts. The population density is 27 persons per square kilometre.78 Sesotho is the home language of
the majority of the population of Thabo Mofutsanyane (80.7%) with 12.5% speaking isiZulu and 4.5% speaking
Afrikaans.79
The seat of Thabo Mofutsanyane is Witsieshoek. Famous towns include: Phutaditjhaba, Harrismith, Bethlehem,
Clarens, Vrede, and Ficksburg.
Thabo Mofutsanyane is very mountainous with a large proportion of fertile land. The district is an important
tourism destination in the province. The scenic beauty of the Drakensberg and Maluti mountain ranges and the
Golden Gate Highland National Park attract many tourists. Other attractions include trout fishing, the annual
cherry festival at Ficksburg, a Basutho cultural village in Maluti-a-Phofung, and Khoisan rock paintings. Clarens is
a well known tourist destination, famous for its artists.

Labour market and economy
The district contributes 14% to the provincial GDP (Table 5) which is the second lowest contributor in the province.
The local economy is driven by fruit farming and tourism. The agricultural and government sectors are the biggest
contributors to the district’s income; with manufacturing, finance, retail and trade and community services also
contributing.
Ficksburg has two asparagus factories and more than 90% of South Africa’s cherry crop is produced in the
Ficksburg area. The cherry factories provide seasonal employment to the people of the surrounding area and
people from Lesotho. The district also has many sunflower seed farms. Other agricultural products produced in
the area include wheat, sorghum, soya, maize, potatoes, milk, cream and other vegetables. The areas surrounding
Reitz and Bethlehem are conducive to horticulture. The Sterkfontein Dam is being marketed as an attractive
destination for aquaculture investments. Trout fishing is already well established as a leisure industry.
Industrial activity is concentrated around Harrismith with Nestle, N3 Abattoir, and Swiss Valley Farms Abattoir
operating in the area. However the Seotlong Abattoir in Witsieshoek, provides employment in this small rural
area. The restructuring of Unico at Bethlehem into the largest meat processing plant was a major step in the
development of an agri-industrial hub in Thabo Mofutsanyane.
The majority of the district’s population live in Phuthaditjhaba which is in the former homeland of QwaQwa and
Tshiame which is a township outside Harrismith.
78 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust.
79 Statistics South Africa (2001) Census 2001.
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HIV and AIDS, TB and related social conditions
The Thabo Mofutsanyane district has a HIV prevalence among antenatal clinic attendees of 30.7% in 2010 (Figure
4) which is just above the national average of 30.2%. The 2010 HIV prevalence rate in Thabo Mofutsanyane was
0.6% lower than 2009 and 2.4% lower than 2008. HIV and AIDS in the district are exacerbated by unemployment
and poverty.
Thabo Mofutsanyane district had a TB incidence of 624 in 2010, which is the lowest in the province (Table 9). The
cure rate was 74.3% in 2007 which was the second best in the province (Table 9). The very cold winter where
people need to burn animal dung, wood or gas for heating in overcrowded rooms, may be a reason for the TB
incidence in this district.
The district offers public health services at ten hospitals; these are DJ Newberry district hospital (Clocolan),
Itemoheng district hospital (Senekal), Phuthuloha district hospital (Ficksburg), Elizabeth Ross hospital (Qwaqwa),
Mofumahadi Manapo Mopedi regional hospital (Qwaqwa), Dihlabeng regional hospital (Bethlehem), Phekolong
district hospital (Bethlehem), Nketoane district hospital (Reitz), Thebe district hospital (Harrismith), and
Phumelela district hospital (Vrede).
Patients are able to access HIV and AIDS treatment and care services at accredited ART facilities in the district.
The HIV-911 Provincial Directory (Appendix 1) resource provides up to date information on the ART facilities
in the district. There are 99 facilities, including mobile clinics, which offer TB services in the district (excluding
correctional services).80
The level of education within the district is below average in the province, with 8.9% of the population over 20
years having no schooling and only 31.9% with Grade 12 or higher.81
Thabo Mofutsanyane has the highest deprivation index score in the province of 2.92 which falls into the third socioeconomic quintile (1 is the lowest and 5 is the highest).82 Thabo Mofutsanyane has the largest proportion (68.1%)
and number of people living in poverty (510 124) in the province.83 Levels of poverty in the Thabo Mofutsanyane
district can be attributed to seasonal employment opportunities and the fact that it is an area that was previously
disadvantaged by being a homeland area under the Apartheid regime. The levels of deprivation and high burden
of disease in the district makes it one of the 18 Integrated Sustainable Rural Development Programme (ISRDP)
districts. ISRDP district’s development should be prioritised by the provincial and local governments.

FEZILE DABI DISTRICT
Geography and demographics
The district is made up of four local municipalities which include Moqhaka, Ngwathe, Metsimaholo and Mafube.
Fezile Dabi is situated within the northern portion of the Free State and covers 21 301 square kilometres making
it the second smallest district in the province.82
Fezile Dabi has a population of 500 181 people which makes up 17.7% of the Free State (Table 3). The population
density is 24 persons per square kilometre.82 Sesotho is the home language of the majority of the Fezile Dabi
population (68%), with 13.6% speaking Afrikaans, 7.6% isiXhosa and 6.8% isiZulu.84
80 Data adapted from: Medical Facilities and Services - TB Facilities Retrieved on 24 January 2012 from http://hivfshealth.org/directory/tb-facilities
81 Statistics South Africa (2007) Community Survey 2007 INTERACTIVE DATA by district council, level of education, population group and gender amongst those aged
20 years and older. Retrieved 09-Jan-2012
82 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust.
83 Department of the Premier Free State Provincial Government (2007) Free State Provincial Growth and Development Strategy Revised
84 Statistics South Africa (2001) Census 2001.
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The seat of Fezile Dabi is Sasolburg. Sasolburg is also the province’s major industrial area focusing on petrochemical down streaming and pharmaceuticals. Other major towns include: Kroonstad, Parys and Vredefort.
The Vaal River and Vaal Dam are the major inland water sources within the district. The Vredefort Dome is the
largest and oldest meteorite crater in the world and is a popular tourist attraction. There are many tourist resorts
on the banks of the Vaal River with angling, wind surfing, water-skiing, paragliding and river rafting. There are
nature reserves and game farms for controlled hunting.

Labour market and economy
Fezile Dabi contributed 25.5% of the provincial GDP (Table 5) in 2002, which was the third highest contribution
out of the five districts. The economy of Fezile Dabi is driven by manufacturing, mining, finance and tourism.
The district also makes a considerable contribution to South Africa’s agricultural production in the form of a
significant share of South Africa’s grain crop (wheat, maize and sorghum) as well as sunflowers and stock farming
including cattle, sheep and game. Manufacturing is the main contributor to the district’s economy with CocaCola, refined petroleum products and the basic chemicals being produced. Sasol’s petro/chemical complex
manufactures petrol from coal and other chemical by-products which include tar products, solvents, waxes, gases
and inorganic chemicals. Additionally other end-user products produced at Sasol include cosmetics, household
cleaning chemicals, paints and fertilizers.
Sasolburg industries in Fezile Dabi contribute significantly to the formal sector employment in the district.
Agriculture also plays a significant role in job creation even though it is uncertain and seasonal in nature. The
Sasol Chemical Industries’ subsidiary Chemcity facilitates the establishment of independent downstream SMME’s
in the chemical and related sectors, providing job creation and economic growth in the district.

HIV, AIDS, TB and related social conditions
Fezile Dabi has the highest prevalence rate among antenatal clinic attendees in the Free State province of 32.9%
in 2010 and had increased by 5% from 2009 (Figure 4).
Fezile Dabi had 3 601 TB cases in 2010 and the district’s TB incidence is 750 cases per 100 000 which was below
the Free State’s average incidence of 836 cases per 100 000 (Table 9). The district’s cure rate of 69.6% in 2007 was
the second lowest in the Free State (Table 9).
The district offers public health services at five hospitals; these are Boitumelo regional hospital (Kroonstad), and
Metsimaholo (Sasolburg), Parys, Tokollo (Heilbron), and Mafube (Frankfort) district hospitals.
Patients are able to access HIV and AIDS treatment and care services at accredited ART facilities in the district.
The HIV-911 Provincial Directory (Appendix 1) resource provides up to date information on the ART facilities
in the district. There are 66 facilities, including mobile clinics, which offer TB services in the district (excluding
correctional services).85
The level of education within the district is average for the province, with 6.4% of the population over 20 years
having no schooling and 33.6% with Grade 12 or higher.86
Fezile Dabi has a deprivation index of 1.59 which falls into the fourth socio-economic quintile (1 is the lowest and
5 is the highest).87
85 Data adapted from: Medical Facilities and Services - TB Facilities Retrieved on 24 January 2012 from http://hivfshealth.org/directory/tb-facilities
86 Statistics South Africa (2007) Community Survey 2007 - Data by district council, level of education, population group and gender amongst those aged 20
years and older. Retrieved 09-Jan-2012 from http://www.statssa.gov.za/timeseriesdata/pxweb2006/Database/South%20Africa/Community%20Survey%20
2007/Persons/DC/DC.asp
87 Day C, Monticelli F, Barron P, Haynes R, Smith J, Sello E, editors. (2010) The District Health Barometer 2008/09 Data file. Durban: Health Systems Trust.

6
REQUIREMENTS FOR
EFFECTIVE IMPLEMENTATION

Mobilisation for the strategy
‘I am responsible. We are responsible. South Africa is taking responsibility.’ This emphasises both individual and
collective responsibility that South Africans need to be taking in response to HIV and AIDS, TB and wellness.
Participation is a key foundation for effective implementation. Broad based and transversal participation will
breathe life into this strategy. Interventions should be taken off the pages and into workplaces and communities
and public private partnerships should be considered service delivery.
Free State business needs to own this strategy through the elected Board of Governors and prioritise
implementation of appropriate interventions. SME’s in particular need to be mobilised. This activity demands
active recruitment of participants through creative and effective communication tactics, creating demand and
urgency. Ongoing analysis of gaps and targeting nonparticipation will be required.
Remote locations and industry sectors presently underserviced and with poor participation records should be
targeted and involved.
Participation at the sectoral level will require building relationships with, and securing the commitment of,
business associations. Formal presentations of this strategy to key role players must be prioritised.
Multi-sectoral participation beyond the PAC must be sought. Bringing together organisations and service providers
to assess possible partnership in implementation of individual strategy interventions is required.

Accessing resources
The commitment of resources to this strategy will ultimately determine its success or failure. Additional resources
to sustain overall coordination of this strategy over the next five years are imperative especially in light of the
donor funding crisis. Continued efforts to mobilise donor funding and the development of effective partnerships
with the public sector will facilitate the implementation of many of the interventions advocated by this strategy.
What remains is for businesses to commit resources, both human and financial, to the interventions contained
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herein. Financial commitment will take the form of open and comprehensive evaluation of proposals for workplace
interventions followed by the commitment of budget for the same.
Senior management support for programme development and implementation is essential. Their support can be
gained by explaining that economic risks of HIV, which threaten their value chain, can be reduced through the
interventions promoted in this strategy.
Senior management, as leaders with knowledge of HIV, AIDS and TB, should also actively communicate important
messages about HIV, AIDS and TB aimed at changing social attitudes and behaviours.
Employees need to be empowered to fulfil their obligations in terms of the interventions agreed upon. Their
participation must be reflected in their performance evaluation whether it be strategic negotiations, peer
education, coordination, participation in other community or provincial structures.

Sustainability
For the strategy to be considered successful it must not have an explosive start and a feeble finish. Taking
cognisance of changing environmental factors over time, it is prudent for the strategy to span 5 years; however
progress must be sustained well beyond. This is best achieved through building capacity and strengthening
systems.
Joining SABCOHA as a member demonstrates a commitment of will and provides for ongoing coordination
capacity, support and technical assistance.
Ongoing communication of developments, successes and challenges through regular newsletters and well
maintained resources on the SABCOHA website will sustain momentum.
SABCOHA will continue to pursue all funding opportunities in order to sustain the projects it manages.
Taking ownership starts with committing resources and as such SABCOHA may well offer projects on a fee for
service basis.
Ongoing anticipation of changes in the environment and pro-activity on the part of the business will see the
effective development of opportunities for greater impact.

Coordination and communication
Effective communication leveraging accurate, up-to-date, comprehensive stakeholder databases and media
technology, with messaging that is succinct, relevant and useful will result in furthering the objectives of this plan.
SABCOHA will continue to circulate information regularly through its newsletters, district workshops, breakfasts
and other forums.
Businesses committing to responsible reporting through Bizwell, thus providing data that can be used for tracking
performance will advance accountability, improvement and multi-sectoral collaboration. Measurement is
effective in promoting the required behaviour. Additionally, transparent reporting of data will promote collective
accountability.
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The SABCOHA Free State Board of Governors is to be represented on the PCA ensuring alignment to provincial
priorities.

Monitoring and evaluation
M&E is an essential part of any plan and often neglected. Not only does M&E enable progress towards outcomes
and goals to be tracked, but is can assess the quality and impact of a project. This provides transparency and
allows accountability to be assigned within the project. M&E takes place on a variety of levels and can monitor
the resources invested, the activities implemented, services delivered as well as evaluate outcomes achieved and
long-term impacts. It is important to develop SMART indicators which are: Specific; Measurable; Available (at an
acceptable cost); Relevant; and Time-bound.
Health information systems are useful tools that encompass the collection and analysis of data, as well as the
sharing and use of information for informed decision making. Information systems can aid in M&E as well as
provide critical information on distribution and patterns of disease over time. Bizwell is a web-based system
which can be used as a monitoring and reporting tool that was specially developed for SABCOHA to ensure
effective capturing of HIV and AIDS data, specifically HCT data in the South African business sector. The impetus
generated by the HCT campaign forms a strong platform for the expansion of the Bizwell tool to record and report
more broadly on all workplace wellness initiatives implemented within the business sector and TB and chronic
diseases such diabetes, high blood pressure, and cardio vascular complaints.
Bizwell enables business to assess high risk areas in addressing disease management in the workplace. It gives
intelligent and informed information on HIV and AIDS in the private sector to enable government to formulate
effective strategies to address the impact of the epidemic in business. The design also ensures that there is no
duplicate reporting of data to government.
Increasing the number of responsible reporting companies registered on Bizwell will provide more accurate
data on the business sector’s response and enhance the sector’s relationship with government and the DoH, in
particular. This will add significant value and extend opportunities for gap analysis and public private partnerships.
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7
WAY FORWARD

Introduction
Two criteria were used to shortlist the interventions into a 10-point plan, namely:
• Priority: perception of the extent to which the intervention impacts positively on the overarching aims of
the NSP, in short to reduce new infections and increase the number of people on treatment. Perception
of scale of the impact also influenced the rating.
• Probability: perception of available resources, within SABCOHA and companies, and political will i.e. the
willingness of relevant stakeholders to support and implement the intervention.
The 10-point priority plan below comprises of the top 10 company interventions requiring responsibility and
commitment of resources from companies. Refer to the tables in the previous section for the rationales, and
alignment to the PSP for each intervention.
#

Business sector activity (intervention)

Business sector indicator

1

Establish or review comprehensive and integrated company
policy/ies with respect to HIV, AIDS, TB and STIs. Ensure they are
effectively communicated and included in the company’s core
mandate. Further, the policy/ies should take into consideration
the gender and rights dimensions of HIV, AIDS, Tb and STIs
including stigma and discrimination.

% or # of companies with policies with HIV,
STIs, TB and related gender and rights-based
dimension integrated

2

% or # of companies who communicate their
HIV, STIs, TB policies to ensure they are
included in each department’s procedures

Appropriate workplace information, education and awareness # of workers reached with responsible alcohol
targeting responsible alcohol use and smoke reduction.
use and smoke reduction messaging
# of companies who have messaging that
targets smoking.
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#

Business sector activity (intervention)

Business sector indicator

3

Develop and implement messaging that educates workers # workers reached with anti-stigma and antiabout HIV and TB, alleviates fears and misconceptions about the discrimination messaging.
diseases, and promotes a non-discriminatory workplace.
Ensure that there is a policy (or components of a policy) that is
aimed at reducing HIV and TB stigma and discrimination in the
workplace.

4

Ongoing availability of or referral to HCT.

# and % of men and women counselled and
tested for HIV and who know their status or
# and % men and women referred for HCT and
who know their status

5

More frequent TB screening campaigns (if there is capacity and # and % of men and women screened for TB
finance) otherwise at least once a year as part of annual health
risk assessment .

6

Implement a company-wide social and behaviour change
communication programme with a focus on key populations to
shift social norms (especially those related to gender), attitudes,
promote healthy behaviours, and increase the demand and
uptake of HIV and TB services.

% of women and men who used a condom
during their last sexual intercourse
% of most-at-risk populations who both
correctly identify ways of preventing the
sexual transmission of HIV and who reject
major misconceptions about HIV transmission

7

Promote and refer male workers for MMC and provide special # of men referred for MMC
sick leave (as an incentive, if possible) for MMC. Know the MMC
targets of each district to partner with government.

8

Implement a comprehensive care and support programme that # of companies who have a comprehensive
comprises a range of services, responding to the needs of workers care and support programme or provide
elements of a comprehensive care and
with HIV, AIDS, STIs and TB.
support programme

9

Co-management of TB and HIV Treatment.

10

Ensure that HIV, AIDS and TB workplace policies and procedures # of companies that comply with existing
comply and adhere to applicable legal provisions and strategic legislation and strategic plans.
plans.

% of estimated HIV positive incident TB cases
that received treatment for TB and HIV

8
ACKNOWLEDGEMENTS

Free State Board of Governors
Mr Ramodiehi Samuel Tebakang – Human Resources Generalist, Nestle Southern Africa
Ms Josephine Pieters – Public and Corporate Communications Manager, De Beers
Ms Rachel Olifant – Wellness Practitioner, ABSA
Ms Bulelwa Magadla – Director, Sisonke Healthcare
Ms Maselebalo Rachel Mpe – Manager: Safety, Health and Environment, Sedibeng Water
Dr Mabusane Khumalo– Occupational Medical Practitioner, Goldfields Mine
Dr Jabulile Mngomezulu – Medical Officer, BMF

SABCOHA Secretariat
Brad Mears – Chief Executive Officer for leadership support
Penny Dlamini – Strategic Partnership Executive for stakeholder relations and drafting this strategic plan
Nicola Marais – for assistance with research, writing and drafting; and editing this strategic plan
Alex Bouche – Provincial Communications Specialist for editing this strategic plan and the layout and design of
the document

APPENDIX 1
HIV-911 Provincial Directory
HIV-911 is a database containing details on over 12 000 health and social welfare support
services across South Africa. The HIV-911 database provides information on the services
related to all aspects of HIV-related prevention, treatment and support to the public and to
the service provider community. The information is locally relevant and is available for all
provinces on a district level.
There are a variety of ways to access HIV-911’s database:
Online directory service: Go to: www.hiv911.org.za
Call centres:
1. Referral line and data collection line, call: 0860 HIV 911 / 0860 448 911 (office hours)
2. National AIDS Helpline: 0800 012 322
Mobile phone services:
1. Impilo! Health in my Hands: This service gives instant replies 24 hours a day and is 		
free on all networks except Vodacom. Call: *130*448# and follow the menu prompts
2. Short code SMS: Send a free form text message and wait for a response. SMS: 45080
Hard copy directories:
To order a hard copy directory for each province, call 031 260 3052

APPENDIX 2
Elements of a comprehensive care and support programme
This package would ideally include:

• Confidential VCT as an important starting point for both prevention and care
• Healthcare services and appropriate treatment of HIV (where possible) 			

•
•
•
•
•
•
•
•

and related infections – if there are no health services at the workplace, workers 		
should be informed about the availability of services outside; health authorities 		
may wish to consider supporting the delivery of health services at the workplace 		
where community provision is lacking
An open, accepting and supportive environment for workers who disclose their HIV
status, and legal provisions against discrimination
Psychosocial support and counselling of individuals tested HIV-positive, and their 		
families
Reasonable accommodation – making changes to tasks, the workplace or working 		
conditions (including hours and breaks) so that workers with HIV and AIDS can 		
continue in their jobs
Family planning services
Healthy living programmes, including nutritional supplements where possible
Financial support, training or income-generating opportunities for persons who lose
employment because of HIV status, and for family members
Social protection, including access to benefits provided by the state and/or the 		
employer
Information and training in HIV and AIDS care and prevention for caregivers at home
care and support for family members after the death of the primary breadwinner

SABCOHA CONTACT DETAILS
Physical Address:
3rd Floor
158 Jan Smuts Ave
Rosebank
Johannesburg
Postal address:
PO Box 950
Parklands
2121
Tel: +27 11 880 4821
Fax: +27 11 880 6084
Email: info@sabcoha.co.za
www.sabcoha.org

