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INTRODUCTION

“We have the solution to protect you”: The Great Deception

As a first-year medical student at the University of Cape Town, I
participated on a health prevention and promotion medical expedition to rural
Eastern Cape, South Africa. We were divided into six teams, one for each of the
clinics in the two-hundred-kilometer radius serviced by a single hospital. Zithulele
Mission Hospital is “a 147-bed district hospital providing primary health care
services for a catchment area of 130 000 people” (Zithulele, 2018). Each of the
clinics was entirely run by nursing staff and community workers, and patients
needing a doctor were referred to the Zithulele Hospital. Our purpose was to
provide health screenings and medical evaluations; assisting and supplementing the
work of the clinic nurses, who were overtaxed and under-resourced. We were
trained and set up to provide testing for hypertension and diabetes, HIV counseling
and testing, perform pap smears, and the implantation, under local anesthetic, of
the long-term, reversible, hormonal contraceptive, Implanon. News of our presence
and services travelled widely and quickly throughout the various communities in
the area, and on each day large crowds of, predominantly female, patients sought
out our services. Many of the women walked long distances and waited in line for
extended periods of time, because of the value they placed on their health. The
socio-economic barriers to accessing health care in the area were evident from the
very first day. Whilst performing a pap smear on an HIV positive mother, I found

a large cervical lesion, which I had been taught could be a precursor to cervical
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cancer, and directed her to go to the hospital for further testing, as soon as possible.
As I was writing the note for the hospital and doctor, the woman told me that she
would be unable to go to the hospital until the beginning of the following month
because she did not have the R15 ($1) necessary for taxi fare. Despite her
understanding of the necessity and desire to access further care, there were these
barriers that obstructed her. There were many more similar reminders of inequality
in the access and quality of healthcare in South Africa — however one incidence

stood out to me and has stuck with me ever since.

On my first day I was placed on HIV testing and counseling duty. I felt
prepared; I had all my necessary tools to perform the tests, and my counseling
speech was ready, as were the packets of condoms I planned to hand out with each
rendition of my counseling spiel. I was nervous, but excited to be a small part of
the efforts to combat an epidemic I had grown up afraid would kill me and my loved

ones.

My first two patient encounters went smoothly — both were HIV negative,
and they took the packets of condoms I handed them without disagreement. My

third patient was different and that encounter is the catalyst for this project.

I began as I had begun before — with my pre-test counseling, followed by
the HIV testing process. Her test came back negative so we proceeded to the final
counseling portion. As I reached to hand her the pack of condoms, I explained to
her that this was best way for her to protect herself. She told me that she could not
take them. She told me that she was married, but her husband was constantly

engaging in extra-marital affairs with multiple women. Although she understood
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the dangers, her husband did not like to wear condoms, so she could not take them.
She could not go against her husband’s wishes or question his authority by
requesting he wear a condom, which forced her to leave her health at risk. Despite
employing both prevention tools I had been given — HIV education through
counseling and barrier protection in the form of condoms — I had a patient who
these couldn’t work for. Here was someone vulnerable to contracting HIV; and we
purported to have the solution which she could use to protect herself — but it could
not work for her. If our solution did not work for her and women like her, I began
to acknowledge that, maybe, we didn’t have solution. We had implemented a
prevention intervention that did not fit her socio-cultural reality — and we had
nothing else to officer her. We had let her down — and everyday we didn’t address
the need for unique prevention strategies, created for the women of South Africa,

we would continue to fail her and women like her.

Since the late 1990s and the early 2000s, South Africa has made huge strides
in the prevention of transmission and treatment of HIV/AIDS. South Africa spends
around $1 billion dollars on HIV prevention and treatment — leading to South Africa
having the largest antiretroviral program in the world. According to the National
Strategic Plan, prepared by the South African government, HIV mortality has
dropped from almost seven hundred thousand in 2006, to just over one hundred and
fifty thousand in 2016 and the annual new HIV infections has decreased to just over
two hundred and seventy thousand in 2016. However, South Africa continues to
carry the highest burden of the virus, with an estimated 7.1 million citizens (just

over 12% of the population) infected with the virus (South African Department of



Health, X). Additionally, alongside TB, HIV/AIDS continues to be the leading
cause of death in the country. There are many populations that are at a heightened
risk for HIV infection compared to the general population. Some of the populations
highlighted in both a report co-written in 1993 by the South African Medical
Research Council and the University of Witwatersrand Center for Health Policy, as
well as in the National Strategic Plan, released in 2016 by the South African
Department of Health, are sex workers, men who have sex with men, drug users,
inmates, migrant workers, LGBTI populations and girls and young women (South
African Department of Health, XV). Whilst strategies for HIV prevention and
protection for all South Africans should be analyzed, investigated, researched and
implemented (particularly for the vulnerable populations mentioned above), in this
paper, I will focus on the specific vulnerable population of black, South African
girls and young women. Not only do young black women (aged 20-34) have the
highest prevalence rate (at just over 30%), the National Strategic Plan (7) states
that 37% of new infections every year are young women aged 15-24. There are
clear signs of the burden of this epidemic on this population, and in this paper, I
aim to analyze the gap between the underlying causes of vulnerability and the
prevention strategies being used to address this, how this gap perpetuates the
susceptibility of this population, and finally, investigate a possible path forward.
The “young, black, South African girls and women” referred to in this paper include

women from ages 15-34.

The first chapter will be an analysis of what the socio-cultural, economic

and political paradigms that heighten the vulnerability of these young women, and



then investigate the gaps in efficacy of the current prevention interventions for these

women.

The second chapter takes a step back and, using the writings of Franz Fanon
and Steve Biko as a lens, explores the development of the South African landscape
that has caused the HIV epidemic to take the shape that it has taken. It will then use
these lenses to analyze how to move towards the development of effective

prevention interventions.

The third chapter draws this together in a discussion of South Africa’s
neglect of the development of locally created and locally targeted biomedical
prevention interventions. Bringing together everything discussed above, the chapter
provides a proposal for the development of a tenofovir based, biomedical
prevention intervention, designed specifically for young, black, South African

women.



CHAPTER I

The “Who?”, “Why?”, and “How?”: Understanding Vulnerabilities and
Developing Interventions

In 1993, ten years after the first case of the Human Immunodeficiency Virus
was confirmed in South Africa, it was beginning to become clear that South Africa
was at the start of its HIV/AIDS epidemic. According to a report created by South
Africa’s University of the Witwatersrand’s Center for Health Policy and the
Medical Research Council (of South Africa), an estimated 2.4% of the South
African population were infected with HIV and it was estimated that this figure
would exponentially increase to around 25% over the course of the following
decade — following a similar trajectory to the spread of the epidemic in other
Southern African countries. Understanding the possible: Policies for the prevention
of HIV in South Africa was the report written by the Center for Health Policy in the
University of the Witwatersrand and the South African Medical Research Council,
aimed at outlining necessary steps, strategies and policies that needed to be
implemented in the fight towards the prevention of the transmission of HIV. These
strategies were all contextualized and aimed specifically at targeting the spread of
HIV in the South African context. The report highlights the primary drivers behind
the epidemic, the most vulnerable populations as well as target populations and
strategies that should be implemented and focused on. At that early stage in the
epidemic, the report made it clear that women, particularly young black women
from disadvantaged and low economic backgrounds, were an incredibly vulnerable

population when it came to the infection and transmission of HIV. Whilst there are



physiological and biological factors that increase women’s susceptibility to HIV
infection the focus of this chapter will be on unpacking the economic, social,
cultural and political factors that perpetuate the vulnerability of young, black South
African women because “in South Africa [...] AIDS is fundamentally a disease of
social disadvantage” (Schneider et al, 4), and as a result, “considerable attention is
being focused on the low status of women as a key social factor in the spread of

HIV” (Schneider et al, 5).

Although the vulnerability of girls and young women and the need for
targeted prevention programming were identified at the very beginning of the
epidemic, and despite South Africa’s large investment into HIV prevention and
treatment, young, black women continue to be infected at a rate far higher than any
other demographic. This chapter will analyze the specific factors, found in the
South African context, that underpin the vulnerability of black girls and young
women to the HIV epidemic. Additionally, it will examine HIV prevention
strategies and programming that have been utilized in South Africa since the late
1990s, focusing on how these relate to young, black women and the specific factors

of susceptibility they face.

Factors influencing young, black women’s vulnerability to HIV transmission

“...Women face a series of obstacles in attempting to
protect themselves from HIV. Multiple partnerships
in men are seen as acceptable; their social, economic
and cultural dependency on men makes it difficult for
women to force men into safer sex practices; and
women do not have access to the technology to
protect themselves from HIV.”



Understanding the possible: Policies for the
prevention of HIV in South Africa (Schneider et al,
1993)

The World Health Organization’s Social Ecology Model is often used as the
basis for modeling the characteristics of South Africa’s HIV/AIDS epidemic
(Department of Health, Republic of South Africa, 2016). This adapted model
analyses the spread of HIV and HIV risk factors on five different levels:
“Individual, Peers, Family, Relational and Community/Societal” (Psaros et al,
2017; Department of Health, Republic of South Africa, 2016). In this section, I will
use a similar strategy in analyzing the “how” and “why” of HIV infection and
transmission for young, black South African women, through looking at, young
women’s perception of the risks of HIV (Individual and Peers), gender roles and
familial structures (Family and Community/Societal), gender inequality and gender
based violence (Relational and Community/Societal), and disproportionate age

gaps, intergenerational and economic sexual relations (Relational).

Young women’s Perception of the Risks of HIV

“..if you use a condom then the girls say,
“Everybody has got it, so what’s the use of using the
condom?”, so the guys end up not using the
condoms.”

Nixon et al, 2011

The high prevalence of HIV and the accelerating rate of infection, especially
in low-income, informal areas, has spurred the acceptance of the inevitability of
acquiring the virus (Leclerc-Madlala, 2010). The inevitability and acceptance of

HIV as a part of life, is viewed, within certain populations, not only as something
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you can acquire, but also as a weapon you can control and purposefully spread.
Susan Leclerc-Madlala gives us an example of townships in the province of
KwaZulu-Natal, where, in response to socio-political and economic tensions and
violence, and elevated crime rates, young people are weaponizing the spread of
HIV with the resolve to infect others (Leclerc-Madlala, 2010). It follows that, given
this context of rampant, and in certain cases purposefully deceitful, spread of this

epidemic, there will be young people who consider HIV prevention futile.

Conversely, when analyzing the perceptions towards the danger of having
HIV (as opposed to the risk of infection), it can be seen how the provision of
effective, consistent and user-specific solutions and care can address communal

surrender and bolster buy-in and engagement:

“I think they do not fear it because people continue
to live with it. You find people claiming that HIV is
like having the flu. You see, now people with HIV
are much better than us. They are taken care of in a
lot of places; they are the most important people and
the pills are now available. It is not easy for you to
just die like that anymore. I would not have a
problem if I get infected.”

Psaros et al, 2017
The success of South Africa’s HIV treatment campaigns has created a
nationwide acceptance that, whilst HIV infection is likely life-long, it is no longer
the death sentence it used to be (Nordling, 2016). A by-product of this is that it has

relieved some of the engagement with prevention programming that was initially

stimulated by fear. This coupled with youthful notions of invincibility, increase the
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likelihood of engagement in risk-enhancing sexual behavior and abandonment of

protective strategies (Tenkorang, 2016).

According to Arvin Bhana and Inge Peterson, this is compounded by
compromised cognitive and emotional instincts in youth who are yet to reach
biopsychosocial maturity (p. 59). Universally, youth are more likely to engage in
impulsive and “high-risk sexual behavior” (p. 59) and this phenomenon is amplified
by South African socio-cultural and economic realities. South Africa’s high poverty
rates (which will be discussed in more detail in the second chapter) are cited as a
primary source of many factors that increase “high-risk sexual behavior” (Bhana &
Peterson, 58). One particular consequence is the effect it has on family structures —
particularly parent-to-child interactions. The stress that poverty introduces into
familial and parental structures correlates with parents having limited time and
energy to spend with their children; additionally, it is associated with “harsher
treatment” and less “warmth, structure and support” (p. 59). The absence of
physical presence and emotional connection inhibits the ability of parents to play
an active role in guiding, protecting and communicating with their children
regarding sexual matters, which decreases their likelihood of being protected from

risky sexual practices and situations (p. 59).

With a decrease in parental influence, the role of peers in teaching and
modeling behavior is even more influential than is typical. The actions and opinions
of peers can play a key role in the sexual behaviors of this youth population (Bhana
& Peterson, 60). Awareness, or perceptions, of peers engaging in particular sexual

activities or avoiding condoms will spread the same high-risk behavior throughout
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peer groups. This is especially true in males — particularly in relation to multiple
sexual partners and condom use (Bhana & Peterson, 60). Peer influence is a key
component in the development of individual sexual knowledge, expression, values,

perceptions, and behavior.

A final layer to be considered in how young women as individuals perceive
HIV risks is the effect of discouraging female sexuality through the reinforcement
of depictions women as passive role players; whose sexuality is only necessary in
ensuring the release of male masculine sexual virility; and linking exposure,
infection and the dangers of HIV, and other sexually transmitted illnesses, directly
to female sexuality (MacEntee, 2016). This dual suppress-and-vilify mechanism
reinforces the negative depiction of female sexuality. Through the repetition of this
message on numerous platforms — within homes and communities, in the media, in
Life Orientation lessons (a subject that every high school student in South Africa
must take throughout the course of their schooling), in churches and even in HIV
public media campaigns — the positive sexual expression, culture and health of
women is continuously being repressed (MacEntee, 2016). There are many
psychological and social consequences of stigmatizing female sexual relationships,
but one particularly important consequence is the effect it has in limiting the agency
and proactiveness a woman will take in the control of her own sexual identity,
desire, experiences and health. This pressures girls and young women to hand over
sexual control to their male sexual partners and rely on these partners for the

validation of their “esteem, beauty and desirability” (Jewkes, 31). This shift in
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control and power links directly to the next two sections regarding gender roles and

gender inequality.

Gender roles and Familial Structures

“Patriarchal social arrangements ultimately serve to
coalesce power and privilege into the hands of men
while simultaneously curtailing the autonomy of
women.”

Leclerc-Madlala et al (p. 17)

South Africa’s Rainbow Nation is composed of diverse races and ethnicities
with distinct cultural and religious beliefs, practices and traditions. According to
Suzanne Leclerc-Madlala, Leickness Simbayi and Allanise Cloete, there are,
however, similarities in the history, and its modern implications, of how many
indigenous South African ethnicities handle marriage and the construction of the
“family”. A history of a “common acceptance of polygyny, patrilocality and
patriliny with bride wealth” continues to impact the relationship between men and
women within the family structure (p. 15). Through modernization, colonialism,
and socio-economic changes, the implications and robustness of these rules have
changed over time, however “patrilineal descent, polygyny, bride-wealth exchange

and patrilocality” continue to influence modern “social order” (p. 15).

The patriarchal construction of the home means that wives, like their
children, are under the financial, behavioral and cultural jurisdiction of their
husbands. This includes the control of the frequency and characteristics of a wife’s
sexual encounters (Leclerc-Madlala et al, p. 15). The societal, biological, familial

and cultural reinforcement of male superiority in the home, suppresses a woman’s
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ability to make requests, decisions or have any control over sexual behavior, and
especially sexual health (Jewkes, p. 35). This means that even when women
acknowledge potential health dangers, or wish to protect themselves, the social,
cultural and physical repercussions of outward displays of disrespect to their

husband are too high.

This context leaves many women’s sexual health at the mercy of cultural
and male priorities. A major concern is how this relates to the use of condoms —
particularly within marriages. There is intense cultural reproductive pressure, and
the use of condoms is associated with the inhibition of producing descendants
(Leclerc-Madlala et al, 16). Reproductive success can also be viewed as a sign of
male virility among black African men (p. 16). Some of these men view condoms
as “tools used by men to prevent disease and children” and, thus, using them, would
be an admission of infection or an affront to their masculinity (Leclerc-Madlala et

al, 16).

There is no significant causal link between a decline in condom use within
a monogamous marriage setting and HIV transmission — however the proclivity for
men, in certain contexts, to validate their masculinity and virility through
concurrently engaging with multiple sexual partners is what increases risk and
danger (Leclerc-Madlala et al, 16). Whilst polygamy only occurs in very few
cultural settings, the idea and acceptance of the male right, because of the needs
associated with their “biological virility”, to have multiple concurrent sexual

partners continues to be socially ingrained (p. 17). These extra-marital sexual
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relationships place these married women at an increased risk of HIV infection

without the power and control to protect themselves.

Gender Inequality and Gender Based Violence

The patriarchal gender dynamics discussed above are not isolated to the
family setting. The belief in the biological and cultural “natural superiority of men”
(Leclerc-Madlala et al, 17) amplifies the uneven power dynamics in sexual and

romantic relationships.

The disproportionate distribution of sexual and relationship power has a two-fold
consequence. Firstly, the normalization and celebration of masculinity and sexual
virility through female conquests has been shown to “increase men’s HIV risk
behaviors” such as having multiple concurrent sexual partners, coercive or abusive
sexual acts and engaging in unprotected sex (Mathews et al, 148). Additionally, the
suppression of women’s needs and rights, especially within sexual and romantic
relationships, has been linked to the low rates of women seeking out, requesting or
adopting HIV prevention methods (Mathews et al, 148). The male control of female
sexuality also forces women into sexual behavior, that may be uncomfortable,
painful or dangerous, to increase male sexual pleasure. Examples of this include
“dry sex and vaginal douching” (Leclerc-Madlala et al, 19). Dry sex and vaginal
douching involves the use of chemicals, creams, roughly-textured materials and
cleansers inside and outside the vaginal canal, to clean, dry and tighten the vagina

to increase the pleasure of the male partner (p. 19). These materials cause
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“extensive local irritation and inflammation of the vaginal walls” which leads to
pain and discomfort as well as increasing the woman’s biological risk for infection
(p. 19). Engaging in injurious sexual behavior, for the pleasure of the male partner,
can be done for the maintenance of affection, show of respect or through violence

and coercion (p. 19).

The notions of control, power and superiority, discussed above, are also a
component in the increasing rate of gender-based violence and rape (Jewkes, 34).
Historically and culturally ingrained gender dynamics have been magnified by
poverty, crime and “gang culture” that have grown since the beginning of apartheid,
leading to a rise in sexual violence against women in South Africa (p. 34).
According to the South African Police Services, there are around fifty-thousand
cases of rape reported every day. In the year between September 2014 and
September 2015, the South African Police service stated that “53 617 sexual
offences [were] reported” (RapeCrisis, 2015). This figure means that around 150
cases of rape took place every day throughout that year in South Africa. Given that
there are a great number of rape and sexual assault cases that go unreported it is
likely that the true figure is far higher than this, with the South African
Demographic and Health Survey estimating that 15.2% of women “who had been
forced to have sex” had reported it to the police (RapeCrisis, 2015; Wilkinson,
2016). More than half of women who disclose rape have been sexually assaulted
more than once (RapeCrisis, 2015). Many women who do not consider any of their
sexual experiences to have been “sexual assault”, report feeling coerced or unable

to decline sexual requests — with “two-thirds of sexually active teenagers in Cape
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Town” reporting sexual coercion (Jewkes, 35). The seriousness of South Africa’s
sexual assault problem is also indicated by rates of perpetrator disclosure (in
research settings). A study conducted in the rural Eastern Cape province found that
21% of males admitted to having raped a woman — many reporting that the rapes
had occurred with multiple other perpetrators (Jewkes, 34). Another study
conducted in the Gauteng province found that 37.4% of men admitted to having

raped a woman (Wilkinson, 2016).

Increases in female risk for HIV infection are not only limited to sexual
violence — but are also correlated to physical, verbal, emotional and financial abuse
and control (Jewkes, 35). Multiple studies have found that between 40-50% of
South African women have experienced physical violence (Jewkes, 35) and around
80% of South African women experienced physical, verbal, emotional or financial

abuse during the 2016 year (Senthilingam, 2017).

Gender-based violence is a huge problem in South Africa, partially because
of the social normalization of gender hierarchies, male control and power over
women and “female discipline”. A study conducted by Julia Kim and Mmatshilo
Motsei, in KwaZulu-Natal, found men describing physical violence towards
women in justifiable terms revolving around “discipline and punishment” and that
it was the duty of the man to correct any faults observed in a woman — with violence
if necessary (Kim and Motsei, 2002). Additionally, the same study found that,
whilst women did not find physical abuse justifiable or appropriate, even in the
context of discipline, it was something they felt was inevitable and looked upon

with general social approval (Kim and Motsei, 2002). This social normalization of
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gender-based violence, through the cultural approval of male superiority, has also
leaked into how the South African society responds to sexual assault and rape

SUrvivors.

An example that illustrates the normalization of gender-based violence and
sexual assault in South Africa was the response following Jacob Zuma’s rape
allegations and subsequent trial in 2005. During his term as the deputy president of
South Africa, Jacob Zuma was accused of raping the 31-year old, HIV positive,
daughter of his friend — Fezekile Ntsukela Kuzwayo. Zuma admitted to engaging
in unprotected sex with Kuzwayo, but claimed it was consensual and that he had
reduced his risk of acquiring HIV from her by “taking a shower afterwards” (Evans
and Wolmarans, 2006). Throughout the trial, despite her identity being kept
confidential by the court (by having the media refer to her as “Khwezi”’), Kuzwayo
was the victim of numerous threats and acts of violence — from having her home
set on fire to large crowds of female Zuma supporters burning photos of her whilst
screaming “Burn this bitch” in Zulu (York, 2017; Skeen, 2007). Following the trial,
Kuzwayo was forced into exile in Tanzania and then the United Kingdom because
of the threats she faced (York, 2017). Whilst Zuma was suspended from being
deputy president for the duration of the rape trial, he continued to enjoy wide-spread
political and cultural support (Skeen, 2007). Three years following the incident and
trial, Jacob Zuma became the president of the Republic of South Africa (York,
2017). Although Zuma had largely lost the support of the South African people by
the time he stepped down in early 2018, at the time of the rape and his initial

presidential appointment he had an incredibly powerful support base (Skeen, 2007).
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His Zulu cultural capital and personal history with poverty gave him an
accessibility and connection to the majority of black South Africans made him the
antithesis to the then-president, Thabo Mbeki, who’s intellectual elitism alienated
many struggling, black, South Africans (Xie). This socio-cultural and political clout
played a fundamental role in the early societal dismissal and vilification of
Kuzwayo and her allegations (Skeen, 2007). Although he was eventually acquitted
of the rape charges, the court of public opinion convicted a possible victim of sexual
assault in favor of supporting the culturally and politically powerful African male
long before the courts had made a judgment (York, 2017). This case is a high-
profile and complex illustration of how the normalization of gender-based violence
is closely linked to African masculinity and power. It also shows the ways in which
this can hinder the support survivors receive if they come forward, and even more

importantly, whether they come forward at all.

Disproportionate Age Gaps, Age Disparate and Economic Sexual Relations

According to the South African National HIV Prevalence, Incidence and
Behaviour Survey, in 2012 the HIV incidence rate for males in the 15-24 year cohort
was 0.55, whereas it was 2.54 for females of the same age cohort. One of the
primary inferences that can be made from the fact that young women are almost
five times more likely to be infected by HIV than their male peers, is that they are
being infected by older men. In fact, the partners of young girls and women in this
age group are, on average, 5 years older than they are (Mathews et al, 147). These

intergenerational sexual relationships bring with them an additional layer of power
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imbalance for young women originating out of the gender and age hierarchies that
are pervasive in most South African communities. Whilst in most societies age
comes with an increase in power, this ethos is particularly emphasized in a country
like South Africa. Respect for elders is something that is explicitly culturally and
socially ingrained in South Africa, particularly in black South African ethnic groups

(Leclerc-Madlala, 19; Abdool-Karim et al, 256).

Intergenerational relationships often include elements of physical violence
or psychological, emotional or economic coercion (Leclerc-Madlala, 16; Evans et
al, 2016). One such manifestation are relationships that are characterized by older
men financing the material lives of younger women. These men are commonly
known as “sugar daddies”, but in South Africa they are termed “blessers”. These
“blessers” are older men, who often have partners their own age, are engaging in
sexual relations with multiple partners; increasing the risk of HIV transmission and
infection. This phenomenon establishes itself differently in South Africa, as it does
not only exist in the realm of those seeking out luxury, and it is often used as a
mechanism of economic survival. South Africa has a national unemployment rate
of a “worrying 27.7%”, but it is particularly significant and jarring that the youth
unemployment rate (youth being defined as younger than twenty-five) is 67.4%
(Peyper, 2017). It is in this context that older men exchange financial protection
and stability for the control of a young woman’s body and sexuality. This control
will define who a woman has sex or other relations with, the “when”, “how” and
“how often” of sexual encounters and whether she will use protection against STTIs,

HIV and pregnancy. Any deviation or resistance can lead to physical violence, the
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loss of luxury and material comforts or a return to poverty (Khazan, 2018). The
Center for the AIDS Program of Research in South Africa has found that the blesser
phenomena is often passively encouraged within families, particularly in poverty-
stricken areas, as the “blesser’s” financial support will often be shared and used to

help within the family (Khazan, 2018).

Adolescent girls and young women engaging in sexual relationships with
experienced, older men not only means that they are far more likely to engage in
risky sexual acts, such as unprotected sex, sex with multiple partners and anal sex;
it is also more likely that the power dynamics discussed above will make it far more
difficult “for women to negotiate safer sex and condom use with older partners”
(Evans et al, 2016). The disproportionate age, gender and economic power
hierarchies that characterize age disparate and economic sexual relationships,
largely strip young women of their agency and control over their sexual
experiences, relationships and health. This culture is providing the perfect platform
for the spread of HIV from older men to younger women, without giving them any

tools with which to protect themselves.

The absence of agency and control, regarding both socio-economic
conditions, and sexual and romantic relationships is a commonality in many of the
vulnerability factors discussed here. Socio-cultural and economic circumstances
make it difficult for black, young women to control and protect their own sexual
health, leaving them at an increased risk for HIV infection. These women need a

prevention measure that can be constant and consistent, physically accessible, and
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most importantly, one that can be privately used and controlled. Currently, no

prevention method confronts these issues directly.

HIV Prevention in South Africa and its effect on young, black female vulnerability

Since the 1990s, the South African government and research institutions
have sought to implement solutions and interventions that specifically target
vulnerable populations and areas, with the hope that this would ensure the
effectiveness of their strategies. When we compare the 1993 report prepared by the
South African Medical Research Council and the University of Witwatersrand’s
Centre for Health Policy (Understanding the possible: Policies for the prevention
of HIV in South Africa) with the 2016 Health Sector HIV Prevention report prepared
by the South African Department of Health, we see a common model followed:
first, a highlighting of target and vulnerable populations in the spread of HIV, and
then developing HIV strategies to target those. One would expect this to be a
comprehensive model that should lead to effective results, however, the success of
this model would be dependent on not only highlighting target groups and
vulnerable populations, but also on assessing the core reasons that make them
vulnerable and developing strategies that are comprehensive and specifically

targeted to those underlying issues.

There are issues with both the policies and strategies suggested in the 1990s

as well as the ongoing and new policies and strategies being implemented currently,
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that hinder the effectiveness of these solutions on the issues pertinent to young,

black South African women.

In the 1993 report, the South African Medical Research Council and the
University of Witwatersrand’s Centre for Health Policy, base their proposed
prevention programming almost entirely on the programming that exists in other
countries. Whilst taking into consideration and applying the prevention strategies
successfully used in other countries is a necessary step, it is far from sufficient. A
detailed analysis of the intricacies and nuances of what is driving the epidemic in
South Africa as well as an analysis of how and why the virus has affected the South
African population in ways that are different from other parts of the world is done
in the first half of the report (p. 3-7), however, this analysis is almost completely
ignored in the second half (p. 7-13) of the report that is focused on the prevention
programming to be implemented in South Africa. The discussion of prevention
activities occurs using universal generalities and is devoid of an explanation of why
and how each activity will affect the South African population, and its specific
underlying issues. This report distinguishes the target and vulnerable populations
for the purpose of knowing which populations to focus programming roll-out on,
and not necessarily which populations to focus on during development and

formation of these prevention programmes. The report notes that —

“AIDS prevention programmes in other countries
generally include some or all of the following
technical elements:

Screening of blood and blood products
HIV/AIDS education programmes
Condom distribution

STD control

el S
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5. Voluntary HIV testing and counseling

6. Needle exchange programmes (for intravenous
drug users)”

Schneider et al, (p. 7).

The “priority target [ ...] interventions for South Africa on a national level”
proposed in the 1993 report are: “AIDS education, condom promotion and
distribution, STD control and voluntary testing and counseling” (p. 9). It is,
therefore, clear that the original proposed HIV prevention strategies were taken
directly from programming conducted in other countries, leaving the risk that they
may not answer the HIV-related issues that were specific to the South African

population.

Over the past two decades it has become clear that whilst the prevention
methods above have worked to a certain extent, within certain populations more
than others, the vulnerability of certain populations highlighted in the 1990s has
continued. We can see the manifestation of the response to this consequence in
the South African Department of Health’s 2016 HIV Prevention Strategy report.
The report begins similarly to the 1993 report, by highlighting specific vulnerable
and target populations and areas, many of whom are the same that were hig