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Executive summary  

South Africa has a mature HIV and AIDS epidemic, with 11% of the population 
being infected. The following trends are evident: females are more vulnerable than 
males with a prevalence of 33.3% amongst 25-29 year-olds; infection rates amongst 
older females are increasing; the ‘sugar daddy’ syndrome puts younger women at 
greater risk; and the age of sexual debut is getting younger. Prevalence rates amongst 
public sector health workers and teachers are worrying and are likely to have ripple 
effects at a family and community level. Another disturbing trend is that many 
perceive their HIV risk to be low, creating a false sense of security. 

A review of possible scenarios provides a good insight as to how South Africa could 
look towards 2030. The Live the Future scenarios described here were based on two 
sets of branching points – who has the power or who leads, and what are their values 
or goals. Summer is the best-case scenario and involves a few big players from different 
sectors. Against a backdrop of a growing economy and a firm commitment to address 
broader development issues through large public-private partnerships, government 
spearheads a strong integrated and collaborative response to HIV and AIDS by 
strongly focusing on prevention as well as development needs. The following statistics 
demonstrate the differences that could result from the scenarios: adult prevalence 
could drop from 18% in Winter to 7% in Summer. In Summer, an estimated 5.9-million 
new infections could be averted between 2005 and 2025, as could some 2.5-million 
AIDS-related deaths. Public health sector costs are, however, highest in Summer, as 
money is spent on the overall improvement of the public health system so that 
everyone benefits in the long run.  

As one looks towards 2030, there are a number of key driving forces that could shape 
South Africa’s future. They present uncertainties and challenges as well as 
opportunities. Those with the power will influence decisions around interventions, 
governance and values. The upcoming general elections present some uncertainty as 
to how plans are likely to be implemented at a local and national level. It is clear that 
poverty, inequality, unemployment and mobility expose large sections of the 
population to a higher risk of HIV infection. Women are especially vulnerable, not 
only physiologically, but also due to being disempowered. While government’s 
resources are stretched, it is clear from the National Strategic Plan on HIV and AIDS 
that there is an expectation that all individuals and sectors need to play a role to 
achieve the ambitious targets that have been set. These targets include goals that 
address development issues. The biggest challenge involves changing the behaviour of 
individuals in order to prevent new infections. Despite these challenges, AIDS brings 
opportunities to transform communities and this needs to be harnessed. 

Some key implications for policy-makers arise from the above. Prevention strategies 
must be prioritised if there is a desire to halt the epidemic.  Choices need to be made 
around crisis management versus long-term planning, and whether the focus will be 
on HIV specifically or broader development issues. Innovative ways to address the 
growing number of orphans could prevent an even bigger crisis. Policy-makers have 
to consider funding priorities and the level of collaboration needed to make a 
meaningful difference as we look towards minimising the HIV and AIDS impact in 
South Africa by 2030. 
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1  Current trends 

Sub-Saharan Africa is home to 72% of all global AIDS deaths, representing  
2.1-million people (UNAIDS, 2006). 11% of South Africa’s total population of 
approximately 48-million are infected with HIV (ASSA, 2006).  It is evident that the 
epidemic has entered a mature phase and that the level of new infections per annum 
is to some extent ‘cancelled out’ by the level of deaths, leading to a levelling off of 
total numbers infected with HIV.  

In South Africa, the HIV prevalence is highest in the 20-49 year age groups, with the 
peak rate for females being 33.3% in the 25-29 year age group, whereas for males it is 
23.3% in the 30-34 and 35-39 year age groups (Shisana et al., 2005). The 2006 
antenatal prevalence data show that infection rates were increasing amongst older 
women (30-39 year-olds).   

HIV prevalence amongst health workers in the Free State, KwaZulu-Natal, 
Mpumalanga and North West Province stands at 15.7%, whereas HIV prevalence 
amongst educators in public schools varies by age group, with the highest prevalence 
of 21.4% being amongst 25-34 year-olds. These statistics hold serious consequences 
for both the health and education system where resources are already at a premium  
(Live the Future, 2006).  However, the impact at a family and community level is 
more direct, as these individuals are likely to be breadwinners of households and 
influential members in their communities.  

It is worth noting the following sexual behavioural trends (Shisana et al., 2005 and 
Live the Future, 2006): 

 Females are significantly more vulnerable to infection than their male 
counterparts.   

 The average age of sexual debut is becoming younger, exposing this group to 
more life-time partners.    

 Multiple sexual partners increase the HIV risk, even if one is faithful to one 
partner. Partner turnover is high and is not perceived as a major risk.   

 18.5% of sexually active women aged 15-19 had male partners five years and 
older and the HIV prevalence in this group is 29.5%, compared to 3.0% for those 
with male partners within five years of their own age. 

 66% of respondents think they are not at risk for HIV, whereas 51% of HIV-
positive respondents thought they would probably or definitely not get infected 
with HIV.  

HIV and AIDS impacts at different levels of society. At an individual level it could 
involve declining physical and psychological well-being. At a community level there is 
likely to be dependence on extended family members. At the macro level there is a 
demand for resources to support extended healthcare and social service provision.  
Families, however, bear the brunt of the disease as they are likely to experience 
psychological issues, increased expenses and loss of primary income (Live the Future, 
2006).   
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2 A review of  possible HIV and AIDS 
scenarios 

The Live the Future scenarios provide a good insight as to how South Africa could look 
towards 2030. The scenarios revealed two sets of branching points – who has the 
power or who leads, and what are their values or goals. 

In the Winter of Discontent scenario, corruption is rife and many small players 
focus on self-interest. Government does not have much money or power to take hold 
of the criminal situation, leading to corruption in all sectors. Gender inequality, sexual 
violence and drugs are prominent, and poverty remains as the few jobs that are 
available go to friends. Labour becomes dispensable as there are so many looking for 
work. Government is unable to maintain the social security and public health systems, 
despite a growing HIV and AIDS population. As a result, we see an increase in 
protests for better service delivery. Prevention messages are mixed, coming from 
different role-players with their own agendas. AIDS further entrenches poverty, 
underdevelopment and marginalisation.   

The Autumn of Limited Opportunity presents a different scenario where 
government is trying to address poverty and unemployment, yet business is using the 
concessions to grow profits. Capital-intensive industries rather than labour-intensive 
industries are set up and the unskilled remain unemployed and dispensable. Key 
employees are provided with the best private health care. Despite a growing, jobless 
economy, significant income differentials remain, as does gender inequality and sexual 
violence. Even though treatment is widely available in the health system, adherence is 
low and there is little focus on prevention. A few exclusive partnerships are set up 
between the public and private sectors and donors.  

 The Spring of Hope scenario brings hope to the millions living with HIV and 
AIDS. A multitude of faith-based and non-profit organisations (NGOs) deliver 
much-needed services on shoe-string budgets as they concentrate on providing care 
and support in communities. In their desperation to assist, co-ordination is 
overlooked, resulting in many services being wastefully duplicated. Constrained by 
budgets and capacity, government is only able to provide basic services, which are 
regarded as insufficient. However, there are a few pockets of communities that have 
become self-reliant and are doing exceptionally well – the community regards AIDS 
as a manageable disease and drives a multi-stakeholder approach. This holistic focus 
on care leads to a greater acceptance and moderate behaviour change.  

Against a backdrop of a growing economy, a few big role-players from all sectors are 
driving collaboration, with government leading an integrated and co-ordinated 
response in the Summer for All People scenario. Prevention is key and large public-
private partnerships are formed to also address the country’s development needs.  
There is a sense of well-being as individuals take responsibility for their own health. 
The HIV rate drops as prevention messages are heeded. There is sufficient money for 
everyone to receive anti-retroviral therapies (ARTs), resulting in parents living longer 
and being able to socialise their children, leaving fewer orphans behind. 



Health and HIV and AIDS 

 

5 

The following statistics demonstrate the differences that could result from the above-
mentioned scenarios. Adult prevalence could drop from 18% in Winter to 7% in 
Summer.  In Summer, an estimated 5.9-million new infections could be averted between 
2005 and 2025, as could some 2.5-million AIDS-related deaths. Cumulative public 
health sector costs are likely to increase between Winter and Summer. The significantly 
higher public health sector’s costs over the next 20 years in the Summer (R284-billion) 
compared to the Winter (R144-billion) contribute to an overall improvement in the 
public health sector so that everyone benefits in the long run.       

Some of the key assumptions that informed the above statistics revolved around the 
level of HIV status awareness, condom use, sexual partner turn-over, Voluntary 
Counselling and Testing (VCT) uptake and ART access. There was also an 
assumption that there would be no cure and no effective and widely used vaccine or 
microbicide for HIV or AIDS in the foreseeable future.  

 

3 Uncertainties/challenges/opportunities 

As one looks towards 2030, there are a number of key driving forces that could 
shape South Africa’s future. For the purposes of this paper, we will briefly look at the 
following driving forces. 

3.1 Who has the power? 

The role that government, business, civil society and donors take could have a major 
influence on future trends. Government could take a leading role like in the Summer 
scenario or it could merely do what it can while other role-players like community 
organisations set the agenda. Alternately, criminals could lead the way by influencing 
decisions around access to services and jobs, as well as social security. Messages 
around prevention and care are likely to be very different depending on the 
spokesperson and channel of communication. The goals of business and that of 
donors could also shape the outcome depending on whether they support the national 
agenda or not. The South African general elections taking place in 2009 present some 
uncertainty in terms of how HIV and AIDS will be dealt with by government leaders 
and other role-players at a national as well as local level. 

3.2 Poverty, inequality and unemployment  

 Race is one of the strongest predictors of HIV status in South Africa. Despite 
living in the post-apartheid era, racially biased disadvantage in terms of socio-
economic factors continues to occur in relation to poverty, place of residence, 
education, job opportunities, skills and training, as well as access to services.  
Risky behaviours could be significantly constrained if these development issues 
are sufficiently addressed (Live the Future, 2006). 
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 Women in particular are disempowered and disadvantaged, making them more 
vulnerable to HIV infection than men.  

 The high unemployment rate in the country has negative social and economic 
implications for individuals, households and at a macro level, and these are 
exacerbated as a result of HIV and AIDS.  

3.3 Government resources have limits 

Government has a huge challenge to meet the backlog in providing for basic needs.   
With a heavy reliance on the already overstretched public health system, resources are 
unable to meet the demand for HIV-related services. With large unspent budgets, 
service delivery is compromised, affecting the overall health system. The National 
Strategic Plan for HIV, AIDS and sexually transmitted infections (STIs) 2007 to 2011 
(NSP) provides a comprehensive framework for action and sets some very ambitious 
targets to mitigate and manage the epidemic. Government is relying on individuals 
and role-players from all sectors to contribute. The extent to which the NSP goals can 
be achieved will largely depend on how additional resources and capabilities are 
leveraged. 

3.4 Beliefs about HIV and AIDS 

Individual behaviour and attitudes are influenced by beliefs about HIV and AIDS.  
Despite much higher community awareness of the disease, stigma remains an issue.  If 
individuals can take personal responsibility for their own health, we could see a drastic 
reduction in infections and greater treatment adherence. However, while messages 
around HIV and AIDS remain ‘mixed’ and basic needs (such as inequality, housing, 
jobs, etc.) are not met, it remains unlikely that prevention messages will be 
internalised.  

3.5 People on the move 

Mobile forms of work such as truck driving, uniformed service (including military, 
police and security services), and transport and construction work include a higher 
likelihood of exposure to multiple partners and sexual favours. Similar risks exist in 
relation to labour migration. Burgeoning informal urban settlements, a product of 
urbanisation, have also been linked to high levels of HIV (Live the Future, 2006: 21).  
The high levels of HIV/AIDS, tuberculosis (TB) and malaria continue to present a 
threat to human security and development in sub-Saharan Africa and are exacerbated 
by cross-border migration in search of work or to access services.  

3.6 AIDS brings transformational opportunities 

The way the country was able to deal with apartheid gives one reason for hope. HIV 
and AIDS “have also brought new opportunities for transforming relations with, 
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between and within communities” (Meintjies-Noakes, 2007) and we need to harness 
this if we want to see positive results.  

 

4 Policy implications 

In looking towards 2030, a few key implications for policy-makers are highlighted.  
Decisions taken now are likely to have very different outcomes as 2030 approaches, 
especially if one considers that there are certain aspects that remain beyond our 
control. However, all the lessons we are continuously learning about HIV and AIDS 
and its effects must be taken on board to ensure potentially more effective outcomes.  
With longer term planning, there is the opportunity to prevent crisis management, 
avoid quick fixes and allow for more sustainable interventions.  

Funders have choice. Funders could choose to focus, amongst other things, on 
prevention, treatment, care, research, infrastructure development, capacity 
development and/or monitoring and evaluation. Alternatively, they could consider 
more holistic interventions that involve dealing with underlying development issues.  
This latter approach is likely to allow for a smaller reach but greater impact. 

Funding can be used as an incentive for better co-ordination of efforts and preventing 
unnecessary duplication. Funding can also be used as a catalyst to encourage 
collaboration amongst different role-players. It would be helpful to smaller 
organisations if donor-reporting requirements are consistent and simpler, and if 
funding cycles were longer so as to allow service providers more time to focus on 
delivery rather than on administration and developing funding proposals. 

Prevention is key. It is only by preventing new infections that we will in any way be 
able to limit the impact of the disease at different levels of society. Prevention could 
take the form of influencing personal behaviour or researching a ‘cure’. Interventions 
focusing on empowering women are key to limit new infections; however, the success 
will to some extent also depend on how the attitudes and behaviours of males are 
changed. Attention could also be given to delaying sexual debut, limiting turnover of 
sexual partners, promoting VCT at clinical and non-clinical sites, scaling up the 
prevention of mother-to-child transmission programmes and extending campaigns to 
spouses and significant others – an area where the business sector, amongst others, 
falls short.   

Providing access to treatment and relevant support services can extend lives.  
Accessing ART at the right time enables individuals living with AIDS to continue as 
productive members of families. They would be able to socialise their children for 
longer, thereby minimising or delaying orphanhood. Donors could consider providing 
treatment or choose to respond to the major challenges around treatment follow-up, 
adherence, resistance and side-effects.  

Family-level interventions can prevent bigger crises. Families are the most 
directly impacted by the epidemic. Choosing to care for orphans could prevent an 
even bigger crisis in future. Another option could be income-generating projects to 
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address unemployment. Interventions targeting young people could, for example, be 
the catalyst needed to prevent them from joining gangs and doing crime. 

Strengthening institutional and individual capacity. In South Africa there are 
constraints around the capacity to spend allocated budgets, as well as how budgets are 
managed and accounted for. This could well be an area where donors might like to 
build capacity. Choosing to strengthen the capacity of the public health system in 
general can have benefits for the whole population. It may be considered easier to 
‘control’ funding of these efforts rather than supporting community organisations 
where many may have short lifespans. One also needs to guard against supporting 
organisations that are ‘in it’ for the wrong reasons, such as not having the 
community’s interest at heart.   
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