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CARING IN THE COMMUNITY
By Sophie Hobbs

The South African health system is underpinned by the princi-
ples of primary health care and the district health system – a 
decentralised, area-based, people-centred approach to health 
care. According to the National Development Plan, “Managers, 
doctors, nurses and community health workers need to be 
appropriately trained and managed, produced in adequate 
numbers, and deployed where they are most needed” for this 
system to function properly. 

A number of government initiatives aim to strengthen local health 
systems to make the primary health system something that 
provides equal access to all.

A CADRE OF CARERS
Central to this is a cadre of people called Community Health Work-
ers (including Home-Based Carers and Community Care Workers) 
who will conduct screening and surveillance of households as 
members of a primary health care outreach team. As ‘lay’ care 
givers, their work includes home visits to perform clinical tasks, 
such as administering pain relief or medication, as well as seeing 
to the social, psychological and emotional needs of households. 

Researchers estimate that some 27% of the adult population are 
informal carers. The Department of Health estimates there are 
between 60,000 and 70,000 community workers who are mostly 
volunteers managed by non-profi t organisations and paid a nominal 
stipend rather than a salary. Community Health Workers will be 
employed by the state from this pool. Those not employed by 
the state will remain focused on home-based care, but with little 
formal training, employment prospects or defi ned career path. 

UNSUNG HEROES
While the primary health system recognises the vital place of 
home-based care, the Home-Based Care Policy isn’t clear 
about the future of these workers within the new framework.
There also appear to be challenges with leadership and capacity 
in organisations that manage home-based carers. 

Appropriate qualifi cations, a curriculum and job description for 
Community Health Workers have been established but no such 
clarity exists for Home-Based Carers. NACOSA, through the 
Joint Primary Health Care Forum (JPHCF), is actively involved 
in the development of a curriculum for Home-Based Carers, 
with the buy-in of the Department of Health.

Over time, community carers have developed a tremendous 
amount of expertise in caring for people with HIV and AIDS in 
impoverished and isolated communities. They provide this care 
despite extreme shortages of supplies and compensation, poor 
sanitation and transportation challenges. Their work continues 
unnoticed and is hardly rewarded, leaving many to suffer physically 
and mentally. 

UNDER-VALUED
While Home-Based Carers continue to provide most of the care 
and support for those living with HIV and AIDS, the majority of pro-
grammes and policies are designed, implemented and moni-
tored without their experience and perspectives. 

The employment conditions of home-based carers vary consid-
erably and the laws, regulations and codes applying to them are 
unclear. Although they are expected to work fairly regular hours, 
with specifi c tasks to perform, they are still not regarded as 
employees. Because they work for organisations that have their 
own funding challenges, they have little job security and few 
professional development opportunities.

ACTION FOR HOME-BASED CARERS
The experience and competencies of the Home-Based Carer 
are in danger of being lost, despite the overwhelming need for 
this type of care. NACOSA and the JPHCF believes there is a 
defi nite place for Home-Based Carers to work with, but separately 
to, Community Health Workers to deliver effective, effi cient and 
compassionate care to those who need it most in communities.

Home-Based Carers must be recognised as valued contributors 
to the delivery of comprehensive home and community-based 
services in partnership with government and non-profi t organi-
sations. Their experience of dealing with the ravages of HIV and 
AIDS in communities should not be lost to the health system 
and they should be afforded the same employment rights as 
any other worker in South Africa.

HIV and AIDS have placed a great strain on the health 
sector, resulting in new care needs and a crisis in 
health and other services. National Government has 
embarked on a programme of re-engineering primary 
health care to create a more effi cient and cost-effective 
health system in South Africa. At the forefront of this 
is a cadre of people, mostly women, who provide 
home-based care in communities. In many cases, 
these workers are not consistently and appropriately 
recognised and the current Home-Based Care Policy 
isn’t clear about the future of these unsung heroes.

Home-based personal care workers provide 
routine personal care and assistance with 
activities of daily living to persons who are 

in need of such care due to effects of ageing, 
illness, injury or other physical or mental condition 
in private homes and other independent residential 
settings. – QCTO and Health & Welfare SETA recently agreed 
defi nition for a Residential Care Offi cer

We are working so hard, we make sure  we do 
our work perfect but no one  sees that. Yes, we 
are volunteers but we need someone to say 

thank you for what we are doing.  – Home-Based Carer
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South Africa now has the largest HIV treatment programme  
in the world (two million people on treatment), our infection 
rate has stabilised and fewer South Africans are dying of 
AIDS-related illnesses. But TB is still the leading cause of 
death (11%)  and we still have the largest number of people 
living with HIV in the world. So there is still much to be 
done to “get to zero”. 

Is an AIDS-free generation in our sights? Early initiation 
on antiretroviral treatment (ART) can signifi cantly reduce 
HIV transmission to uninfected partners and modelling 
exercises suggest that universal HIV testing, coupled with 
immediate treatment, could virtually eliminate the HIV/
AIDS pandemic (MRC South Africa Policy Brief 2013). 
Treatment may hold the key which is why the theme of 
South Africa’s World AIDS Day celebrations on 1st December 
is home-based HIV counselling and testing (HBCT). 

COMMUNITY AT THE CENTRE
Home-based testing puts the community at the centre of 
the drive to get more people onto treatment, quicker, and 
has  had documented success. Among the various  testing 
strategies in sub-Saharan Africa, HBCT has been shown 
to be the most effective in improving testing uptake and 
the timely enrolment of people with HIV into care. A HBCT 
programme in western Kenya achieved 96% uptake of HIV 
testing. (SHARE October 2013)

The job of home-based testing falls largely on the shoulders 
of community and home-based carers – all of whom will 
need training and better recognition for the work they do. 
NACOSA’s advocacy activity over the coming months 
will therefore facilitate a consultative process to infl uence 
policy development on the status and treatment of Home-
Based Carers, who remain the backbone of our primary 
health care system. 

SHARED RESPONSIBILITY
USAID and PEPFAR’s World AIDS Day message is: Shared 
Responsibility: Strengthening Results for an AIDS-Free 
Generation.” We are proud to be working with them on the 
NACOSA Orphans and Vulnerable Children Community 
Systems Strengthening (OVC CSS) project to improve the 
wellbeing of families and their vulnerable children. 

Approximately 22% of the country’s 18.6 million children 
are affected by HIV and AIDS and two million children 
have been orphaned by HIV and AIDS. A large number 
of children – particularly girl children – are vulnerable and 
live in extremely diffi cult socio-economic circumstances. 
NACOSA is building on its existing community systems 
strengthening model to create integrated plans for service 
delivery to OVC and sustainable systems to support families 
and their vulnerable children.

GENDER
According to UNAIDS, 63% of all young people (15-24) living 
with HIV are young women so we must continue to make 
gender a key part of our work with organisations, communi-
ties and in the homes of people affected by HIV and AIDS. 
Until we can address the issues of gender-based violence 
and unequal power relations between genders, we will 
not be able to achieve an AIDS-free generation. NACOSA 
advocates for interventions that prevent HIV infection in 
women and girls, promote women’s right to exercise choice 
over their sexuality and skills development of women-led 
organisations on gender programming and budgeting. 
Phase II of our Global Fund programme will support 
organsiations and people who are doing just this and we 
look forward to a year of progress in reducing gender-
based violence in our communities.

I wish all our network members, friends, colleagues, support-
ers and partners a peaceful and happy festive season and 
a productive 2014 working towards an AIDS-free generation.

IS AN AIDS-FREE GENERATION POSSIBLE?

The fi rst 1,000 days of life is a sensitive and rapid period 
of development and lays the foundation for good health, 
social, emotional and intellectual development. Research 
shows that young children have “windows of opportunity” 
in which they develop an excess of connections between 
nerve cells in their brains – synapses. Any synapses that 
are not used are eliminated so infants and children who 
are rarely spoken to, have limited stimulation, and who 
have little opportunity to explore and experiment with their 
environment may fail to fully develop the neural connections 
and pathways that facilitate later learning. Maltreatment, 
abuse, neglect and toxic environments cause elevated 
stress hormones and can contribute to smaller brain vol-
umes. Poor nutrition can also damage brain development.

VULNERABLE CHILDREN
The structures that support mental, emotional and social 
development are created in early childhood and decrease 
over time. When a child reaches six, she or he has devel-
oped 95% of his or her adult capacity.

Children ages 0 to 5 affected by HIV and AIDS are the 
most vulnerable subgroup under the broad defi nition of 
Orphans and Vulnerable Children. Young children are 
especially vulnerable because these early years have life-
long effects and their survival and success depends on the 
quality of their early environment. 

Young children affected by HIV and AIDS are often cared 
for by families who are vulnerable themselves and live in 
deprived communities. These children may suffer from loss 
of family and identity, psycho-social stress, lack of essential 
care, loss of inheritance, forced migration, homelessness, 
malnutrition, and fewer opportunities for schooling, education 
and health care.  These factors make  young children more 
at risk for malnutrition, poor cognitive and social develop-
ment, childhood diseases and mortality, dropping out of 
school, becoming involved in crime, child labour, prostitution, 
and exposure to HIV infection later in life. 

EARLY CHILDHOOD DEVELOPMENT
It is no surprise, then, that the most impactful forms of care 
for younger children at community level are early childhood 
development programmes.

At a site visit to one of the organisations funded by the new 
NACOSA OVC CSS programme in partnership with USAID 
and PEPFAR, I visited a home where a three year-old child 
was living in a poverty-stricken area where the nearest 
crèche was 50 km away. The only way to get to the crèche 
was using a donkey cart and the family did not have the 
money to pay for it.  A Child and Youth Care worker visited 
the family, followed up on a child grant to help fund transport 
and was also able to provide a home programme of stimula-
tion activities for the child and her younger siblings. 

SUPPORTING CAREGIVERS
Supporting caregivers to play a central role, particularly 
in the fi rst 1,000 days of life (up to two years of age), is 
vital so that they respond to the child with love, warmth 
and consistency.  Community-based interventions that 
support this include:

 ● Promoting early antenatal care and postnatal care for 
mothers.

 ● Promoting the prevention of mother-to-child transmis-
sion and birth preparation by screening for develop-
mental delays.

 ● Developmentally appropriate programme planning to 
address the different needs at the different develop-
mental stages of growth.

 ● Programmes designed specifi cally for the needs of 
pre-primary school aged children.

 ● Linking adequate, accessible medical care and 
nutrition for expectant and new mothers and young 
children.

 ● Child and brain development education for expectant 
and new parents and caregivers so they understand 
the importance of interaction and stimulation.

 ● Parenting programmes and well-being support to 
primary caregivers. 

 ● Access to affordable child care, social grants and other 
social services.

 ● Quality education for children in the foundation phase.
 ● Child protection services and psychosocial support.
 ● Early birth registration and access to social grants.
 ● Promotion and support of exclusive breastfeeding until 

6 months.

There are many early childhood development organisations 
doing this in communities across the country. Some of the 
national networks of these organisations are:

 ● The Early Childhood Development Learning 
Community (ecdlc.org.za)

 ● The South African Congress for Early Childhood 
Development (sacecd.co.za)

 ● National Early Childhood Development Alliance
 ● The Resources and Training Organisations Forum

By working together, we can support parents and other 
caregivers to build stimulating and nurturing home environ-
ments for young children so they can grow to reach their 
full potential.

COMMUNITY CARE FOR YOUNGER CHILDREN
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DIRECTIONS

CHILDREN’S SECTOR UPDATE

SOURCES:
From Neurons to Neighborhoods: 
The Science of Early Childhood Development, JP Shonkoff, 
DA Phillips - 2000 
Child Gauge 2013:
Early Childhood Development Sector in South Africa
Early Childhood Development and HIV/AIDS
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TURNING POINT 
It did not take long for Anita to start asking, “What is HIV and 
AIDS?” and “What does it mean for me and my mentor?”. She 
realised that she needed to understand what was threatening  
the relationship she had with her mentor. With her friend 
suicidal, Anita decided that one of them needed to face HIV 
head on. 

Anita admits that although she does not live with HIV in her 
body, HIV is in her life because her mentor is living with it. 

REALITY
Anita is amazed at how much she has learnt about HIV as 
she watched her close friend start treatment and then default  
because of treatment fatigue. “I didn’t understand why my 
friend would stop taking the treatment when it’s supposed to 
help her live for longer,” but she tried not to be judgemental. 

Anita realised that she needed to give her friend everything 
she could: “Ndamnika uthando, yilonto qha eyandisebenze-
layo ukumkhuthaza (I gave her love that was the only thing 
that I could rely on for encouraging her)”. 

TREATMENT BUDDY
“Through learning about her condition, I realised that I can 
help her in practical ways. I realised that I can be more than 
just a young girl who is battling to understand the dynamics 
of living with HIV. I became someone that she valued and relied 
on, I became her Treatment Buddy. I feel positive about our 
journey with HIV. As long as we stick together, we will continue 
being there for each other.” 

“The special journey that we have taken together is more 
educational for me than any material that has ever been pub-
lished on HIV and AIDS,” says Anita. 

“I learned that I need to be there for my friend, to be her 
strength at her weakest point, to make sure she remains on 
her two feet because I need her to live for longer so that she 
can continue to play the positive role she has played throughout 
my teenage life.”

Anita believes she is a good Treatment Buddy because of the 
strength of her friendship with her mentor. “I would have even 
managed to do all that we do together if it was not because 
of who she is. HIV might be in her body, but it will never take 
over her mind. We will continue to fight together.”

Twenty-five year old Anita Lutya from Emfuleni in Cape Town felt blessed to have a special 
friend and role model to guide her in life. In 2003, her friend tested positive for HIV. An anxious 
Anita tried not to show how scared she was that she would no longer have someone to 
look up to and share her achievements with. But as she learned more about HIV, she  
realised that she could play an important part in helping her friend to live positively.

POSITIVE TO NEGATIVE TO

POSITIVE

It is vitally important for people 
living with HIV and/or TB to 
take their treatment every day 
but many people, particularly 
young people, can find it hard 
to stick to treatment. 

Treatment Buddies help and 
support those living with HIV 
to take their medication as 
and when they need to so 
that they can feel better and 
live longer.

What is a 
Treatment Buddy?

The story of a treatment buddy
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HIV and AIDS and migratory patterns in 
the Eastern Cape, particularly from the 
rural areas to urban centres in search of 
employment, have resulted in children 
being left alone and vulnerable. Many are 
left in the care of grannies or older siblings 
who are themselves isolated and trying to 
cope in extremely diffi cult circumstances.

As part of NACOSA’s OVC CSS pro-
gramme in partnership with USAID and 
PEPFAR, circles of support for the primary 
care givers of orphaned and vulnerable 
children in the King  Sabata  Dalindyebo  
Municipality have seen a huge response 

from care givers who meet once a month 
for an hour. Already there is evidence that 
through the circles of support, primary 
care givers get time to relax, share problems 
and fi nd solutions, acquire information or 
learn from each other.

UNDERSTANDING
One granny in the group had a problem 
with her grandchild who was accusing her 
of misusing her foster care grant (money 
paid to foster parents to help cater for the 
needs of an orphaned or vulnerable child). 
The child did not understand when granny 
told her that the money was fi nished. An-
other member of the group asked if she 
could talk to the child and help her under-
stand that her granny was not misusing 
the money. The support group member 
also advised the grandmother to involve 
her grandchild in budgeting so that the 
child felt part of the process. The group 
facilitator reports that the grandchild now 
understands about the money and is living 
happily with her granny.

SHARING CHALLENGES
“I always look forward to come and meet 
other care givers,” says one granny from 

Zimbane Valley, “that is the only time I get 
to relax and share my challenges.”     

A 16 year old who is the head of a household 
joined the circle of support. She spoke 
about how hard it is going to school and 
being head of a family but that being part 
of the group has helped her to gain parent-
ing skills from the grannies who are part of 
the group.

IT TAKES A VILLAGE
One granny shared that her four grandchil-
dren had left the village to become street 
children in Mthatha. The grannies in the 
group came together, went to town and 
looked for the children in the streets and 
safely brought them back. They are now 
living safely with their granny – and from 
time to time other primary care givers from 
the circle visit them. It surely takes a village 
to raise a child!
                                                                                                                               
It is encouraging to see the difference this 
programme brings in the lives of orphans 
and vulnerable children as it equips care 
givers to fulfi l a vital role in the lives of the 
children they care for.
Thokozani Nyawasha

Sometimes I think we underestimate the 
value that organisations bring to the com-
munities they serve. How often do we 
actually refl ect on the variety of services 
provided to nameless and faceless people, 
the impact they have on an individual’s life 
and what it means to the carers?

PASSION FOR CARING
I met two carers whose faces lit up when 
they spoke about the work they were 
doing. It made me think about how often we 
show gratitude to those who do the work 
for people who would otherwise have drifted 
hopelessly into an existence of nothing-
ness, slowly wasting away, until they 
would be a memory to someone or not be 
remembered at all.

At Maikakaeleo Home Based Care in 
Mothibistad, I spoke with Kgomotso 
Mmayimang, who is passionate about 
her work. She had a patient who was de-
faulting on her Highly Active Antiretroviral 
Treatment (HAART) and became seriously 

ill. She was incapable of doing anything 
for herself, extremely weak and all but 
ready to die. Kgomotso made sure that she 
received her MDR TB injections daily for 
three months by taking her to the local 
Kagisho clinic. But because the patient was 
so weak, she had to be taken in a wheel-
barrow. Kgomotso did this for a whole 
year until in January the clinic health staff 
noticed that that the patient had became 
stronger. She is now taking care of herself 
and adhering to treatment, monitored by 
the dedicated Kgomotso. Without her per-
sistence, this woman may have died.

NEVER GIVING UP
Another carer, John Bigosi, had a patient 
with no family in the district. The patient 
was diffi cult, refusing all help and not taking 
his medication. But John didn’t give up. He 
visited the patient twice a day, making sure 
he was kept clean, his house was tidy and 
he had something to eat. The patient had
recovered dramatically – from being bed-
ridden, on adult nappies, to being able to 

collect his pension himself. John became 
the family the patient didn’t have and so 
helped his healing process.

Where would the community’s forgotten 
people be without these angels of mercy? 
Community carers are truly our heroes. 
How can we pay tribute to their enormous 
contribution?

The impact of an organisation such as 
Free State Care in Action cannot be under-
estimated as it develops and capacitates 
the community of the small but infamous 
town of Brandfort – where Winnie Mandela 
was banished by the apartheid govern-
ment. The organisation has a variety of 
social services projects, of which Reak-
gathalla Foster Care is the most infl uential 
in terms of lives of children orphaned by 

AIDS. The project works to improve the 
lives of 88 children by caring, empowering 
and through development programmes 
such as parenting skills workshops and 
youth groups for young people with chal-
lenging behavior.  

CONTINUUM OF CARE
Free State Care in Action has also estab-
lished an Early Childhood Development 
Centre at Reakgathalla which accommo-
dates 30 pre-school children. The Centre 
also serves the children from the surrounding 
smaller towns. It aims to make a difference 
in the disrupted children’s lives in terms of 
their development; empowerment and better 
nutrition. 

As part of a continuum of care, Free State 
Care in Action helps women and children 
who are victims of domestic violence at the 
Victim Empowerment House. This project 
is spread throughout the neighbouring 
areas, reaching the much smaller towns. 

It is highly rewarding for the management 
and personnel of Free State Care in Action 
to see the difference that they are making 
in the lives of the local community through 
its services. 
 
JOBS OPPORTUNITIES 
In a small township called Tikwana in 
Hoopstad is Lesedi Youth Empowerment, 
which is making a difference with young 
people in the Free State. Established in 
2003, this vibrant organisation consists of 
12 young people between 23 and 30. Their 
main aim is to create job opportunities for 
unemployed youth in the area. By creating 
jobs, they hope to play a part in alleviating 
poverty in their community.

Tikwana Township has three wards, including 
farms so their activities are widespread. 
But the organisation only has 12 community 
health workers. Lesedi Youth Empower-
ment therefore intends to employ 10 young 
people per year – 70% young women and 

30% young men. By building on a sustain-
able plan and getting everybody talking 
about their impact within the community, 
this organisation is having a major impact. 
So much so, that they have just won a 
volunteering award from the Free State 
Department of Social Development. 

Onwards and upwards to organisations 
like these, providing care in Free State 
communities!

Population 6.5millionLife expectancy 55.7Child mortality rate 46.5
Maternal mortality ratio 115
Orphans 249,595TB cases 60,046HIV prevalence 29.3%

EASTERN CAPE AT A GLANCE *

Population 1.1 million

Life expectancy 61.4

Child mortality rate 25.5

Maternal mortality ratio 147.7

Orphans 20,986

TB cases 10,044

HIV prevalence 17%

NORTHERN CAPE

 AT A GLANCE *

Population 2.7 millionLife expectancy 56Child mortality rate 40.7
Maternal mortality ratio 199
Orphans 114,801 TB cases 22,772HIV prevalence 32.5%

FREE STATE AT A GLANCE *

Circle of support meeting.
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Eden district is known for its quiet, relatively 
crime-free towns where everyone knows 
everyone else’s business and the local 
police are on a fi rst-name basis with the 
community. But lately, sex crimes against 
children and high levels of teenage preg-
nancies have been making headlines. 

HEART-TO-HEART 
Heart-to-Heart Care Centre’s vision to 
“restore hope by uplifting and empower-
ing communities in all four areas of life” is 
being realised through its empowerment of 
young people to make informed decisions 
that will have a positive impact on their 
lives. The organisation has expanded from 
a pregnancy care centre into a holistic care 
centre, providing psychosocial support, 
home based care, after school care, Anti-
retroviral and TB treatment adherence 
support, food security, skills development 
and income generation projects and HIV 
and AIDS counseling and testing. 

Through its USAID and PEPFAR-funded 
orphans and vulnerable children commu-
nity systems strengthening project with 
NACOSA, Heart-to-Heart has spearhead-
ed the formation of the Mossel Bay Com-
munity Child Care Forum to address the 
vulnerability of children and their families.

STATUTORY RAPE &  TEENAGE PREGNANCY 
The Forum has been meeting monthly 
since July and identifi ed statutory rape 
and teenage pregnancy as the two burning 
issues amongst the youth of Mossel Bay. 
An intervention programme in the local 
high schools focused on providing the correct 
information on statutory rape and the pos-
sible consequences. 

The Forum visited four high schools in 
Mossel Bay and surrounding Great Brak 
River area where school assembly periods 
were used to run awareness programmes. 
An interactive drama showed a Grade 9 
student who already has a child and then 
learns that she is pregnant for the second 
time, with two potential fathers; a long-
term boyfriend in the same grade as her 
and a taxi driver who had been offering her 
free lifts and buying her gifts. The pregnant 
teen is the story’s narrator and she goes 
through all the stages she had to go 
through – from visiting the clinic nurse to 
the police and justice system through to 
social workers. 

At each stage, the relevant professional 
spoke to the school assembly about the 
facts and realities of the situation.

INACCURATE INFORMATION
Open questions to the learners such as 
“What is the legal age of consent to have 
sex?” showed that most had received 
some quite shocking and inaccurate infor-
mation on this topic. But now, more than 
3,000 high school learners have the cor-
rect information regarding statutory rape 
and teenage pregnancy.

This intervention helped the Forum to be-
come known to the community, establish-
ing strong relationships with school princi-
pals who asked for more such sessions. 

And with so many stakeholders taking part 
in the Mossel Bay Community Child Care 
Forum, the community systems strength-
ening program is bound to yield positive 
results for the children, families and com-
munities at large. 

Organisations providing care in the com-
munity fi nd that the process requires more 
than just ensuring that clients are seen 
on an agreed basis to meet targets. The 
move in KwaZulu-Natal is for care workers 
to focus on providing services for the entire 
family rather than the person that is ill. 
Ideally, the care worker should be able to 
respond to all the needs identifi ed in the 
family profi ling process. The care worker 
should get support from the “war-room” 
where all the diffi cult cases are reported 
and a response is developed to resolve 
the family’s issues. 

INCREASED WORKLOAD
This scenario means that the work load of 
the care workers is increasing and an exit 
from each family might take longer given 
the variety of needs of each family mem-
ber and some arising in the course of the 
care worker’s relationship with the family. 
While the burden of caring for bed-ridden 
clients has reduced with the increased 
uptake of treatment, the care worker now 
needs to be multi-skilled to identify problems 
and provide relevant referrals.

Organisations supporting care workers 
fi nd that while the expectation of service is 
standard for each care giver – as described 
in the job description guidelines of Sukuma 
Sakhe – there are challenges in ensuring 
standard remuneration for care workers. 
Organisations often have to negotiate 
different conditions for delivery of service 
with different groups, depending on the 
source of funding contributing to the stipend. 
There is a great need to educate the donor 
community about the importance of care 
workers in the community.

DISTINCT CHALLENGES
Caring in KwaZulu-Natal takes a distinct 
shape. The care worker has to have a 
thick skin to develop responses to the 
variety of challenges they come across. 
Zisize Education Trust in Jozini reports 
children born to illegal immigrants from 
Swaziland who cannot access the docu-
ments and grants because they are not 
recognised in South Africa. There is no 
real solution for these children other than 
possible deportation of entire families back
to Swaziland. Espondweni works in the 
Mboza area where it is the custom for 
families to bury their dead with all their 
possessions, including vital documents. 

The problem of people having unreported 
home births and living their entire lives with 
no identity documents while their children 
themselves have children that are also un-
registered is still rife in this part of the country.  
There are elderly people abusing alcohol to 
numb their feelings while being responsible 
for looking after children of school going age, 
making these families fertile ground for all 
kinds of abuses. The care giver must fi nd a 
way to provide help for these families. 

The wealth of experience of older care 
workers is needed to help the younger 
ones provide a meaningful response to 
families in these diffi cult circumstances. 

* Source for regional fi gures: Health Systems Trust (2011), South African Health Review 2012/13

Population 10.3 million
Life expectancy 53.8Child mortality rate 43.1

Maternal mortality ratio 192
Orphans 495,545TB cases 118,911HIV prevalence 37.4%
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SINGLE TABLET ANTIRETROVIRAL TREATMENT
The new fixed-dose, single antiretroviral treatment (ART) 
contains tenofovir (TDF), emtricitabine (FTC) and efavirenz 
(EFV) but instead of taking three tablets a day, a person 
can now just take one. The effectiveness and side-effects 
of the single-dose treatment are the same as the triple-
dose therapy.
 
The advantages of this development are easier stock 
management, better adherence and a lower risk of incor-
rect dosage. But the major advantage is cost: the South 
African Government negotiated a cost of just R89.37 per 
month for the single treatment. 

Initially, there will not be enough of the single-dose treat-
ment to provide for all suitable patients so the National 
Department of Health has recommended that the following 
patient groups be prioritised:

1. All HIV-positive patients newly initiating ART (regard-
less of CD4 count).

2. HIV-positive pregnant women and breastfeeding moth-
ers currently stable on lamivudine, TDF and EFV.

3. Virologically suppressed patients on a stavudine 
(d4T)-based regimen and who have normal renal 
function. 

4. Stable patients receiving individual TDF, 3TC and 
EFV and who have tuberculosis (TB).

5. Stable patients receiving individual TDF, 3TC and 
EFV and who have other diseases such as hyperten-
sion and diabetes.

6. Patients receiving individual TDF, 3TC and EFV and 
who request to switch to the FDC treatment.

7. Patients receiving individual TDF, 3TC and EFV and 
who, after counselling, agree to switch to the FDC 
treatment.

(From MARCH 2013, Vol. 41, No. 1 (Supplement) 
SAJHIVMED)

It is critical to adhere to your Anti-Retroviral Therapy no 
matter which dose you are on. Although the new dose has 
advantages, the triple-dose therapy is not a weaker or  
poorer option in the treatment of HIV and AIDS.

CHRONIC DISEASES
The burden of non-communicable or chronic diseases is 
a global problem and most health systems struggle with 
the cost of managing diseases that, in many cases, can 
be prevented. The majority of chronic diseases are born 
from poor life-style and eating habits. Leading the pack in 
South Africa are hypertension (high blood pressure) and 
diabetes.

Historically, more attention has been given to Opportunistic 
Infections and Sexually Transmitted Infections within the 
HIV framework. But chronic diseases place an enormous 
strain on an already-compromised immune system and, 
like HIV, have to be carefully managed for life. Adherence 
to chronic disease medication is as critical as ARV adherence.

If you are HIV positive or work with clients who are HIV 
positive, pay attention to factors that contribute to chronic 
disease such as family history, environmental factors, life-
style and eating habits. Regular checks of blood pressure, 
cholesterol, glucose levels and tests such as mammo-
grams, pap smears and prostate examinations can catch 
some of these diseases before they get out of control. 
Healthy eating, regular exercise, not smoking and drinking 
alcohol in moderation can help to prevent them.

 
HOME-BASED TESTING
Home-based HIV testing and counselling (HBHTC) refers 
to HIV testing and counselling services conducted by 
trained service providers in someone’s home. This kind 
of testing has been shown to improve access to testing 
and is believed to improve the rate of early initiation on 
ARV treatment, which scientists believe is key to prevent-
ing new infections. Using HBHTC can lead to decreased 
stigma in communities, facilitate early diagnosis and  
potentially reach more couples than other testing models. 
Home-based testing has also led to increased follow-up 
for HIV-exposed infants.

South Africa’s National Health Act (No. 61 of 2003) was 
recently amended to allow non-healthcare workers, such 
as HIV lay counsellors, to draw blood via finger-prick for 
HIV testing. The rationale for the new regulations is to  
address the critical shortage of healthcare workers and to 
expand access to HIV testing and it seems home-based 
testing and counselling will be on the agenda in the years 
to come. According to the National Strategic Plan on HIV, 
STIs and TB: 2012 – 2016: “The possibility of introducing 
home-based CD4 testing combined with HCT should be 
explored”. 

But for home-based testing to be effective, efficient measures 
must be in place to ensure easy and quick access to clinical 
care and support services for those who are identified as 
infected at home.

M
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Developments
in CARE

   6 | IN THE FIELD

The way we care for and support people living 
with HIV and AIDS has changed massively 
since the start of the pandemic – the more we 
discover about the virus and how it interacts 
with the body, the better we are able to deal 
with it. Developments in the care for people 
living with HIV and AIDS are helping to improve 
life expectancy and slow down the infection 
rate.

COMMON CHRONIC DISEASES 

Asthma

Bipolar mood disorder

Cardiac failure 

Coronary artery disease 

Diabetes mellitus (type 1 and type 2) 

Epilepsy

Glaucoma 

Haemophilia 

Hyperlipidaemia (high cholesterol) 

Hypertension (high blood pressure) 

Multiple sclerosis 

Parkinson’s disease 

Rheumatoid arthritis 

Schizophrenia
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Women and girls are disproportionately  
affected by HIV and AIDS, particularly in 
sub-Saharan Africa where 60% of people 
living with HIV are female. Crucially for 
South Africa, with its high levels of sexual 
violence, gender-based violence is clearly 
recognised as both a cause and a conse-
quence of HIV transmission. The Gender-
based Violence Programme (GBV) is one 
of the service delivery areas prioritised 
by NACOSA, aiming to provide a package 
of services to over 55,000 survivors attend-
ing Thuthuzela Care Centres countrywide.

Rape survivors in South Africa do not always understand 
what they are getting themselves into when they report 
the crime of rape to criminal justice system officials. Most 
are severely traumatised by the experience and anxious 
about the potential consequences of the rape, perhaps 
the most severe of which is the potential for HIV infection. 
The system they enter when they make an official report 
is complex and some officials are not skilled or sensitive 
enough in their handling of rape survivors. They are often 
not careful about the way they share information, ask for 
information or handle rape cases. 

SECONDARY TRAUMA
The result is that the very system that is supposed to help 
the survivor becomes a source of further trauma, referred 
to as “secondary trauma”. Vulnerable survivors such as 
people with disabilities, the elderly and members of the les-
bian, gay, bisexual, transgendered and intersex community 
face further barriers of ignorance and insensitivity, as do 
male rape survivors and sex workers. It is little wonder that 
conviction rates for rape are so low. But it is also remark-
able how resilient survivors are in their ability to overcome 
these obstacles and bring their attackers to justice. 

ONE STOP 
Thuthuzela Care Centres are one-stop facilities that have 
been introduced as a critical part of South Africa’s anti-rape 
strategy, aiming to reduce secondary trauma, improve 
conviction rates and reduce the amount of time it takes 
for cases to be finalised. Led by the National Prosecuting 
Authority’s Sexual Offences and Community Affairs Unit, 

in partnership with various departments and donors, the 
Thuthuzela project is a response to the urgent need for an 
integrated strategy for prevention, response and support 
for rape survivors. 

BEST PRACTICES
Thuthuzela’s integrated approach is one of respect, comfort, 
restoring dignity and ensuring justice for children, women 
and men who are victims of sexual violence. When reporting, 
the rape victim is removed from crowds and intimidating 
environments, such as at the police station, to a more 
victim-friendly environment before being transported by 
police or an ambulance to the Thuthuzela Care Centre at 
the local hospital. En route, the victim receives comfort and 
crisis counselling from a trained ambulance volunteer or 
police officer. There are 51 Centres across South Africa, 
with 35 fully operational and others at various stages of 
functioning.

The Rape Crisis Cape Town Trust is one of many organ-
isations in the country whose goal it is to offer services 
that minimise secondary trauma to the rape survivor. They 
believe that this will increase the effectiveness of various 
criminal justice system processes and also increase the 
conviction rate.  

SUPPORT AND CARE
A multi-disciplinary team at Thuthuzela Care Centres, includ-
ing trained lay counsellors, are on duty around the clock to 
greet the survivors and families who come in immediately  
after a rape. Survivors are usually still in shock and know very 
little about what to expect in the hours that follow. The counsellor  
talks them through that process, explaining everything to 
them, offering comfort, making sure family members know 
what is going on and making sure that survivors can link up 
with helpful services in the days and weeks that follow.

Making sure survivors know about the support available to 
them in taking medicines that prevent HIV infection is vital in 

improving survivors’ ability to stick to the difficult health regimen 
to prevent pregnancy, sexually transmitted infections and  
HIV. Counsellors are also of enormous help to the nurses, 
doctors, police constables and detectives that deal with 
these cases, as they are freed up to focus on the technical 
aspects of their highly specialised work, knowing that the 
survivor is being cared for appropriately. 

Barbara Williams, Counselling Coordinator for GF Jooste 
Hospital Thuthuzela Care Centre, says: “This early inter-
vention is vital in preventing secondary trauma in this, the 
most deeply traumatic part of the process of the criminal 
investigation, where the forensic examiner touches every 
place the rapist touched and asks questions that go into 
every detail of what took place.”

The good news is that, as part of NACOSA’s Gender-based 
Violence Programme, community organisations providing  
services such as these at Thuthuzela Centres will receive 
funding through Phase II of the Global Fund. 

Sharon Kouta
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Joyce counsels as rape survivor referred from the Thuthuzela Care Centre.

SOURCES:
National Prosecuting Authority Annual Report 2011-2012
ATHENA Network and HEARD, Framework for Women, Girls 
and Gender Equality in National Strategic Plans for HIV and 
AIDS

From Victims To Survivors
It’s wonderful to be able to witness 
her transformation. From the time a 
survivor comes in and goes through 

the entire process until she’s showered 
and changed. Being able to wash the smell 
of the perpetrator off… it’s as if survivors 
come in as victims and leave as survivors.  
– Carol Leech, a counselling  volunteer at a Thuthuzelz Centre

Rape Crisis Cape Town counsellors

THUTHUZELA: 
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RULE # 1
BE  PROFESSIONAL

Follow instructions! It’s amazing how many people  
ignore the guidance in requests for proposals. This 
gets on the nerves of the person reading your proposal 
and makes it look as if you can’t be bothered. If there 
are deadlines, word limits, referencing requirements – 
find out what they are and stick to them. If it says apply 
online, don’t fax it, if you need to hand deliver it, don’t 
email it. 

And don’t be sloppy. A lot of people think spelling and 
grammar aren’t important but if you have a pile of 600 
applications on your desk and you have to read the same 
sentence 12 times just to make sense of it, you’re prob-
ably going to reject the proposal. When we get proposals 
like this, we are already thinking about reporting – if this 
person doesn’t bother to check their spelling, can they be 
relied on to submit reports?

RULE #2
 DON’T BE BORING

Again, if I’m wading through a pile of applications, you 
need to grab my attention. Generic, vague language is 
boring and if you have sent the same application to 50 dif-
ferent funders, it usually shows. Quoting long passages 
of text is boring and also tells me that you’re too lazy to 
put things into your own words. Quoting long passages 
from the funder’s website is really, really boring. And a bit 
silly because the funder knows what’s there. If you met a 
potential funder at a party and you only had a few minutes 
to make an impression – would you start by telling them 
what they do? 

Statistics overload is boring. Use stats selectively to make 
a point: a black matriculant from a rural school only has a 
one in four chance of ever having a job. This is powerful. 
But use too many and they lose their power.

Aim to inspire! Focus on the solutions more than the 
problems. 

RULE #3
BE  REALISTIC

This is about how you frame your project. If you begin with 
a problem statement about poverty or the HIV pandemic 
on a national or global level, and your intervention is based 
in two schools in the Ndlambe municipality, you 1) sound 
disingenuous and 2) are setting yourself up for failure.

By all means show off about what you can do. But don’t 
over-claim. 

RULE #4
USE  PLAIN  ENGLISH

Our sector loves jargon. It’s a bad habit. Not everyone 
agrees on definitions and it can be really confusing. Just 
say what you mean in the simplest terms possible. That 
means: no “teaching children values” unless you explain 
which values, why they are important and how you are 
going to teach them. It means no “capacity building work-
shops” unless you explain exactly which capacity you are 
building, for whom, why and how. It means avoiding acro-
nyms like OVCs, HDIs, SMMEs, DoE, NDoH...

RULE#5
 BUILD YOUR  CASE 

The reason for doing what you do might be obvious to you 
but it may not be obvious to a funder. Say you are an or-
ganisation concerned with the abuse of children. You build 
a case to show that it is a problem in the community where 
you want to work and then you say “we work to fix this 
problem”. HOW? Give concrete examples and take the 
reader of your proposal from A to B without assuming they 
know about how you are getting there.

You might have a good idea to solve a social problem but 
development work is normally complex. For example, if 
you have decided that kids in a particular area need ex-
tra maths lessons on Saturdays, that’s only the beginning. 
Funders want to see that you have thought about the com-
plexity of the whole issue so that you’re not taken by sur-
prise by the challenge. 

RULE #6
THINK  ABOUT  THE  FUTURE

This is what people are talking about when they say sus-
tainability: the sustainability of your organisation and the 
sustainability of the work you are doing. When I look at 
proposals, there are really three places I look for red flags:

 ● Governance: I want to see that there is a board in 
place that meets legal requirements. Personally, one 
of the first things I look for is whether board members 
have the same surname.

 ● Financials: you should always submit audited state-
ments but you need to explain anything that might 
look strange or be misunderstood. Explain it as if you 
are talking to a financial illiterate, because chances 
are, you are. 

 ● Income: you need to show where your money comes
from. The red flag here is one or two key donors and/
or long term donors that have suddenly disappeared. 

Generally, what funders want to see are projects where 
there is a change that lasts after the activities have ended.  
So focus on RESULTS (outcomes and impact) not on 
ACTIVITIES (inputs and outputs). Answer this: what will 
change for people and the community as a result of your 
project?

RULE #7
BUDGET WISELY

Don’t cut corners but don’t inflate your budget either. Be 
realistic and make sure that the budget speaks to the 
project plan. Don’t put activities in your proposal that are 
not costed in your budget and be clear about how much of 
the budget you are asking for. Most funders prefer not to 
be the only funder so if you can show other income sources 
in your budget, you will be on the winning track. 

Not sure where you’re going wrong with your fundraising proposals? Having read through hundreds 
of proposals – good ones, bad ones and just plain weird ones – Dylan Edwards from GreaterCapital 
gives us his rules for giving proposals a fighting chance of success.

WINNING PROPOSAL

Dylan Edwards is a senior consultant at  
GreaterCapital

HOW TO WRITE A
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Question: Tell us about your background 
and how this influenced you.
Answer: I’m the youngest of seven children. 
My mother was a single parent – my father 
died when I was five. I was born in Stellen-
bosch but my upbringing was on a farm 
in Franschhoek. It was not easy for my 
mother, income was not enough and she 
was working as a housekeeper and did not 
have time to go to parents meetings and 
school sport days. I was really rebellious 
as a teenager and I fell pregnant at 14 and 
married at 17. 

  The right choices

I’m really proud to have been raised on a farm 
with a lot of space and outdoor games. Look-
ing back, I can say now I was a vulnerable 
child and when I got involved in community 
work I realised what made me vulnerable and 
why. It made me realise how important it is for 
a parent to be involved in a child’s life. 

At 24, I was widowed with two children and 
six months pregnant, living on a farm. I was 
a lay health worker and got training on HIV, 
AIDS and TB and realised I love what I’m 
doing – referrals out to the day clinic, help-

ing people adhere to their TB treatment, 
HIV prevention using a story-telling kit, 
taking the children to  youth camp. I told 
myself: “start making the right choices for 
yourself”. I went to the Franschhoek Adult 
Learning Centre – I was not even in high 
school before but I was very driven to get 
my Matric certificate and I got it! That was a  
journey on its own. 

Q: Who was your role model growing up?
A: I admired my mother’s characteristic of 
being a hard-working woman and caring for 
other people. Now that she has passed on, 
I still take these characteristics and make 
them my own.       

  Child and youth care work

Q:  What does it take to be a Child and 
Youth Care Worker?
A:  To have passion and love the field you 
work in; be committed, positive and always 
have a learning attitude. To work with people, 
you need to have communication skills, to  
believe in yourself and don’t be judgemental.  
We need to build bridges not break them down.
Q: Tell us a bit about how you got involved 
with Simondium Rural Development?

A:  The Simondium Rural Development 
Forum was one of five health committees 
in the Drakenstein and Stellenbosch area,  
established by community members with 
the help of the Cape Winelands District  
Municipality. Our focus was to do awareness 
campaigns around HIV, AIDS and TB and 
take the youth on camps. I started doing 
part time community work in Simondium 
and became one of the board members. We 
decided to register as a non-profit organisa-
tion and I started in 2010 as manager.

  Systems

It really was hard work but I believed in my-
self to start the organisation and at the end 
of 2010, we joined the NACOSA network. I 
learned a lot about governance, basic finance, 
HR policies and filing. NACOSA helped us 
to be a professional organisation and is still 
building our capacity. We realise now how  
important it is to get our systems in place. 

Q: What challenges does your organisation 
face being in a rural area?
A: Politics is a problem and low income 
and poverty; people are also facing farm 
evictions. Transport to go out to the field is 

a need as I’m using my own private motor 
car for the organisation. But what keeps me 
going is to have a positive attitude towards 
our community. 

Q: Describe your typical day at work in one 
word?
A: BUSY!

  Caring for the community

Q: If you were given R1 million to improve 
the lives of vulnerable children, how would 
you spend it?
A: Transport and a structure so that children 
can get to their activities for the afternoon. 

Q: What are your plans for the future? 
A: I need to study further for a degree but 
it must be in what I love to do: community 
development.

Q: What is your advice to those interested 
in community development?
A: Listen to people at grass roots level, we 
know our people. 

UNSUNG HEROES | 9

It takes a strong and passionate person to become a community worker like  
Nazely Valentyn from the Simondium Rural Development Forum who now 
manages over ten other Child and Youth Care Workers. She is our hero because 
not only does she act as a resource for vulnerable children and their families, 
she builds trusting and meaningful one-to-one relationships and goes the extra 
mile to provide support and care. 

Farm Favourites
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South Africa is a country of strange contrasts: more than half the population is living 
in hunger, while a huge percentage are overweight or obese and at risk of developing 
lifestyle-related illnesses like diabetes and high blood pressure. How can we be 
malnourished and fat at the same time? Sadly, fresh, nutritious food is more expensive 
than processed food which is normally high in fat, sugar and salt. A new booklet, 
EAT FOR R30 A DAY, provides menus in four languages for healthy eating on a budget. 

BREAKFAST 
Maize Porridge
½ cup of maize meal
2 teaspoons margarine
2 level teaspoons sugar
1 cup water
1 cup low-fat milk or maas
Pinch of salt

Put maize meal, salt and water in a pot and bring to the boil. 
Remove from heat. Add sugar and margarine. Drink 1 glass 
of low-fat milk or maas.

SNACK 
Bread and Jam
2 slices brown bread
2 teaspoons margarine
2 tablespoons mixed-fruit jam
1 glass low-fat milk or maas

Spread bread with the margarine and jam. 
Enjoy with 1 glass of low-fat milk or maas.

LUNCH
Beans on Bread
2 slices brown bread
2 teaspoons margarine
½ cup baked beans
1 tomato, sliced
1 fresh fruit
1 glass low fat milk or maas

Spread bread with margarine and top with the baked beans. 
Eat 1 orange or anyother fruit of choice. Drink 1 glass of 
lowfat milk or maas.

DINNER
Mild Lentil & Vegetable Curry or Stew
2 tablespoons rice, raw
2 tablespoons lentils, raw
2 slices onion
¾ cup green beans, chopped
¾ cup carrots, sliced
1-2 teaspoons curry powder or other 
spice of your choice
3 teaspoons sunfl ower oil
2 cups water
1 fresh fruit

Put rice, lentils and water in a pot and cook until soft. Heat 
oil in a pan and fry onion, green beans and carrots with 
curry powder (or other spices). Add to the cooked rice and 
lentils with a little salt and slowly boil until cooked. Enjoy a 
fruit of your choice for dessert.

Malnutrition rates are rising in both rural and urban areas 
of South Africa, despite the fact that we’re considered a 
food secure country and have a well-developed agricul-
tural sector. High food prices, unemployment and poverty 
mean that many households reduce the amount and 
range of foods they eat, substituting nutritious foods 
with cheaper, nutritionally inferior foods. 

Three of the four most commonly consumed foods have 
little or no nutritional value: Foods made with fats are 
consumed by 72% of households, sugar and honey is 
consumed by 83% and 88% consume other things, usually 
tea and coffee.

The consequences of diets high in fats, salt and sugar 
and low in nutrients are well-known: diabetes, heart 
disease, some cancers and other non-communicable 
diseases. Poorly nourished children don’t learn as well 
and malnourishment reduces productivity and the immune 
system’s ability to fi ght infection. Making food systems 
work for the poor can have signifi cant positive benefi ts
for South Africa’s economy, health and social and 
environmental sustainability. 

ADVICE AND MENUS
Western Cape-based organisation, CSI Coordination, 
has developed a 112-page booklet called Eat for R30 
a Day, together with the Nutrition Information Centre at 
Stellenbosch University. Produced in Xhosa, English, 
Afrikaans and Zulu, it provides advice and menus for 
healthy and nutritional eating on just R900 per month, or 
R30 a day. A section on healthy eating tips is particularly 
useful for people living with HIV and AIDS. 

The booklet is expected to launch in January 2014, with 
500,000 copies distributed free in the Western Province, 
Gauteng and the Eastern Cape to SASSA grant recipients, 
clinics, hospitals, and relevant NGOs. But CSI Coordi-
nation aims to distribute 1 million copies nationally over 
the course of next year.

The menus and recipes have been carefully developed 
to provide maximum nutrition at minimum cost and will 
no doubt make a vital contribution to improving the 
health and wellbeing of South Africans across the country.

EAT FOR R30 A DAY
MENU
DAY 1
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Plant an indigenous tree 
in someone’s name: 
trees.org.za

Notebooks and cards  
on recycled paper from 
Iziko Lo Lwazi: 
izikoll.co.za 

Vegetable seeds in a 
ready-to-plant strip: 
reelgardeningshop.com

Solar powered 
garden and fairy lights: 
thegreenshop.co.za

Adopt a penguin: 
sanccob.co.za

Soap made in  
Khayelitsha from  
recycled hotel soap bars: 
noah.org.za

 ● Turn off all the lights – you are going to be away for a long period.

 ● Switch off and unplug appliances such as microwave ovens,  
stoves, toasters in the office.

 ● Turn off and unplug computers and do not forget to put laptops  
in a safe place.

 ● Switch off all the air conditioners.

 ● If there is a geyser in the office, please switch it off as well.  
Geysers use between 30% and 50% of your electricity  
consumption.

 ● When you are spring cleaning the office before you leave,  
re-cycle paper and tins and all other re-cycleable items.  
This means work and income for people as well as being  
kinder to the environment.

 ● Check for, and fix, water leaks before you leave the office  
for the holiday. If you have the means, install water-saving  
devices on all taps and toilets. Also make sure they are all  
properly closed before you close the office.

 ● Buy items in bulk that you are able to store (stationery and  
groceries) to save time, energy and money. Reuse items such  
as bags and containers and try to buy products that can be reused.

 ● Do maintenance and repairs before closing the office, if you can.

 ● Buy rechargeable batteries for those devices you use often.

 ● Consider sustainable products for festive season gifts and recycled 
paper for printing greeting cards and other materials.

Aangesien die Desember vakansie op hande is en almal weer in ‘n partytjie-
gees is, wil ek tog ‘n dringende versoek aan almal doen om voor julle die 
vakansie geniet ook die kantoor omgewing groen en skoon te kry en hou. 

Verlede jaar hierdie tyd het ons genoem van die skoon hou van die strande  
en vakansie-plekke. Met hierdie artikel vra ek om asseblief die volgende in  
ag te hou terwyl julle weg is van die kantoor:

      GREAT GREEN GIFT IDEAS

Knip hierdie wenke uit en plak dit iewers in die kantoor op. Gebruik dit dan as ‘n “check 
list” voordat julle met vakansie gaan. Ek verstaan dat mens so opgewonde en moeg is 
en net wil wegkom, dat daar nie juis aandag aan hierdie dinge gegee word nie.

Geniet die vakansie maar los die kantoor met ‘n “skoon” gewete.



My light, bright twist on everyone’s favourite salad: tender 
baby potatoes combined with mayonnaise, creamy avo-
cado and nose-zapping wasabi paste, then topped with a 
shower of snipped chives and strips of seared tuna. This 
crowd-pleaser is a great way of stretching just a little tuna 
between many mouths, and you can leave it out entirely 
if you’re not in the mood for seafood, or you’re serving 
vegetarians. You can make the potato salad well in advance, 
but add the avocado cubes, and sear the tuna, just before 
you serve it.

1.5 kg new potatoes
1 Tbsp (15 ml) salt
4 ripe avocados
3 Tbsp (45 ml) olive or sunfl ower oil
4 fresh tuna steaks, weighing about 500 g
1⁄3 cup (80 ml) fi nely snipped fresh chives

For the dressing:
½  onion, peeled and very fi nely chopped or grated
Juice of 2 small lemons
1½ tsp (7.5 ml) white sugar
1 cup (250 ml) home-made mayonnaise or Hellman’s original
1 cup (250 ml) thick natural yoghurt
1 large clove garlic, peeled and crushed
3–4 tsp (15–20 ml) wasabi paste, or more, to taste
1 tsp (5 ml) Tabasco sauce
Salt and freshly milled black pepper

Cook the potatoes in plenty of rapidly boiling salted water 
for 10–15 minutes, or until quite tender when pierced with 
the tip of a sharp knife, but not splitting or falling apart. 
Drain in a colander, then cut each potato in half (leave the 
smallest ones whole). 

To make the dressing, combine the grated onion, lemon 
juice and sugar in a large mixing bowl and set aside for 
5 minutes (the lemon juice will take the sting out of the 
onions). Whisk in the mayonnaise, yoghurt, garlic, wasabi 
and Tabasco and season to taste with salt and pepper.

Peel the avocados, cut them into large cubes and immediately 
add them to the dressing. Tip in the warm cooked potatoes 
and toss very gently to combine.

Heat the oil in a large frying pan and, when it’s blazing 
hot but not smoking, fry the tuna steaks, in batches, for 
2–3 minutes on each side, or until nice and toasty on the 
outside but still rosy pink inside. Season with salt, pepper 
and a spritz of lemon juice.

Tip the potato salad into a large serving bowl and scatter 
over the chives. Slice the tuna and arrange the slices 
around the edge of the salad. Serve at room temperature.
Serves 8

Recipe courtesy of Random House Struik. 

By food blogger and author of the Scrumptious cookbook, Jane-Anne Hobbs

Photo: Michael Le Grange
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FESTIVE POTATO SALAD TO FEED A CROWD
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Facebook.com/NACOSANet

Linkedin.com/company/nacosa

Email your feedback to: Amanda Luyenge, 
Amanda@nacosa.org.za 

or fax her on 021 552 7742
and you could WIN a limited-edition 

NACOSA Annual General Meeting t-shirt.

FEEDBACK

AND WIN!

What do you think of the NACOSA Informer? 
Are the articles useful? 

How do you use it in your work and do you 
pass it on to others? 

What would you like to see more of? 
What don’t you fi nd so useful? 

Do you have any advice for others in the 
NACOSA network that you would like to share?

My hoof, Roselien is baie 
beindruk met NACOSA en is 

baie meer optimisties nie net oor 
die CBR program nie maar ook 
oor CBS. Dit was so lekker om 

jou te sien. Jy het net ‘n vermoë 
om my op te kicker. 

– Nadine, CBS co-ordinator for Central Karoo

Keep it up guys 
siyanithanda 
(we love you).
– Mxolisi Raymond 

on Facebook

YOUR SHOUT

I would like to share with you 
that there is a need for NACOSA 

in Gauteng. Since I relocated 
from the Western Cape, I feel 

the gap. I can’t wait for the day 
there are NACOSA offi ces here.

– Yolanda Nonkie-Mamjoli Ngubo
on Facebook

The NACOSA team in KwaZulu-Natal get behind the Thursdays 
in Black campaign, showing their support for a world without 
violence and rape. thursdaysinblack.co.za

BACK TO BLACK


