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Foreword
The HIV and AIDS pandemic is now considered a major health threat to
humanity and a human security concern, affecting the lives of millions
worldwide. There has also been, in the last few years, a growing
recognition of its impact on women’s health and lives. Of particular
concern is the high prevalence of HIV among young women in sub-
Saharan Africa.

Gender inequality, that is the unequal power relationships between
women and men in society, contributes enormously to the transmission
of HIV among women. It puts women at risk, affects their ability to
protect themselves and to receive care and treatment once infected. It
also means that the burden of care for those infected lies mostly on
women’s shoulders, while they themselves may not have anyone to care
for them when infected.

Violence against women is another, as yet unrecognised, pandemic with
a major impact on women’s health and lives, and that of their children.
The extreme manifestation of gender inequality – violence against women
– links dangerously with HIV. 

HIV and AIDS are related to and affected by violence against women.
Violence against women also contributes to the risk of HIV faced by
women, both by direct transmission through sexual violence and
indirectly by interfering with women’s ability to request safe sex. This
includes the use of condoms. Violence, particularly by an intimate
partner, also affects women’s ability to access services and use
medication properly. In addition, for some women, a diagnosis of HIV
may also lead to violence or make ongoing violence worse. While there is
a growing recognition of the connections between HIV and AIDS and
violence, few HIV programmes address these. WHO is working with
UNAIDS, and many others in the Global Coalition on Women and AIDS,
to support research and advocacy and to identify and promote good
practice in this area.

Health and Hope in our hands is an extremely valuable tool, providing very
practical and valuable advice on how to address HIV and AIDS treatment,
care and support in the aftermath of rape and in the context of abusive
partner relationships. It is aimed at health providers, but will no doubt be
useful to women themselves and others involved in providing care like
social workers and counsellors. It addresses the provision of anti-retrovirals
(ARVs) for the prevention of HIV – known as post-exposure prophylaxis
(PEP) – in the context of comprehensive care for victims of rape. Most
importantly it considers the provision of treatment and care in a
comprehensive way and in the context of women’s lives and realities. It
addresses not only their physical needs, but also their psychological and
emotional needs. While specifically developed for the South African context,
it will no doubt be useful to those in other settings wanting to develop
similar guidance. 

In short, this is a very valuable contribution to providing care and HIV
prophylaxis for women who have been raped or are in abusive relationships.
It will no doubt have an impact well beyond the setting for which it was
developed. 

C. Garcia-Moreno
Co-ordinator, Gender and Women’s Health Department
World Health Organization
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About 
this guide1
In this section you will find information about:

How to use this guide;

Who this guide is for;

Legal developments and responsibilities to clients.



1 About this guide

� immobilised
unable to move

� retaliated
reacted; got revenge

4

� integrate
include; add

� empower
help
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Introduction
Here are some stories about the lives of three women:

At seventeen, Thandeka* was disabled by her boyfriend when he stabbed her
in the neck. Some years later she met and married George.* George treated
Thandeka abusively from the beginning of their marriage. Some mornings he
would take her wheelchair and put it on top of the cupboard, knowing that
Thandeka would never be able to get it down. Then he would go to work, leaving
Thandeka immobilised in the bed. He hit her often and refused to provide her
with money for daily household expenses. Once he set her clothes on fire,
almost burning down the house. George also had many other sexual partners
throughout his marriage and, in 1998, discovered that he had HIV.

In January 2000, after being threatened yet again by George, Thandeka decided
to separate from him permanently. Later that year she discovered that she had
HIV. Thandeka died of AIDS-related illnesses in 2002. 

Lorna Mlosana, a member of the Treatment Action Campaign, was an activist
committed to making sure that people living with AIDS got access to the anti-
retroviral (ARV) drug treatment that would prolong their lives. In December 2003
she was attacked by five men. In an effort to stop the men from raping her, Lorna
told them she had HIV. They retaliated by beating her to death. 

In 2000, Susan Teffo discovered that she had HIV. When she told her husband
of her status, he grabbed her and burnt her face over a Primus stove. Her four-

year-old son was also burnt when he tried to stop
his father from hurting Susan. Susan laid

a charge of attempted murder against
her husband, but did not plan to

leave him. If she divorced him, she
would lose access to her
husband’s medical aid, which
provided life-prolonging ARVs. 

(*not their real names)

Thandeka, Susan and Lorna’s lives show how HIV and AIDS are changing the face
of violence against women. Their stories challenge all of us to start thinking and
working in ways that take account of these new difficulties which are affecting
women. That is why we wrote this guide to help you, the service provider, to:

understand the relationship between HIV and AIDS and gender-based violence; 

assist rape survivors to start and complete post-exposure prophylaxis (PEP)
treatment to try to prevent them contracting HIV from the rape;

integrate an understanding of rape and domestic violence into voluntary
counselling and testing (VCT);

support rape survivors who discover that they had HIV before the rape;

understand the problems related to living with HIV that women living in violent
relationships may deal with; 

pass information on to your clients in a way that they will understand, and that
will empower them to cope and heal. This includes information about their legal
rights;

get tips on caring for yourself, as a person who deals with other people’s trauma
every day.
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� battered
beaten; abused

� overlap
talk about similar issues

6

How to use this guide
This guide consists of six sections:

HIV and AIDS – an overview

This section provides a short background to HIV and AIDS, including the various
tests and treatments associated with HIV or AIDS. 

Rape

Here we look in detail at the relationship between HIV and AIDS and sexual
violence in all its forms. We provide a brief introduction to post-exposure
prophylaxis (PEP) and talk about the steps that need to be followed to obtain PEP.

Post-exposure prophylaxis (PEP)

This section explains the process of taking ARVs. This is from the time the rape
survivor arrives at the health facility to the last of the 28 days she needs to spend
taking the drugs. It also provides ideas on how to help rape survivors finish their
course of medication.

Domestic violence

In this part of the guide we outline how domestic violence makes it difficult for
women to protect themselves from being infected with HIV. It also covers the
violence women may have to deal with if they reveal their HIV status to their
partners.

Voluntary counselling and testing (VCT)

This describes the process of how VCT needs to be conducted to ensure the
safety of abused women.

Living with HIV or AIDS

This chapter looks at how rape survivors and battered women can be assisted
to live with HIV or AIDS.

Some of the sections overlap with each other. For example, rape survivors will
need to have VCT to know their HIV status, while some women in abusive
relationships may need PEP. Where there are overlaps, we refer you to another
section in the guide where you can get additional information or more detailed
explanations. 

We have tried to design this guide to help you get to the information you are looking
for easily. The divider pages between sections have tabs so you can find the
different sections quickly. We have also made space on the sides of each page for
you to write your own notes or add information.

Rape survivors and women living in abusive relationships face many other
challenges and difficulties over and above HIV and AIDS. This guide tries to give
you a sense of the many issues women must deal with when they go for VCT or
take PEP. 

Unfortunately, we have not been able to offer in-depth information on every issue
that we cover. We hope the Contacts and resources section on pages 121 – 141
will help you where this guide cannot.

1 About this guide



� reflects
shows
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� implement
put into action; make
it practical

� intimidate
make them nervous
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Who this guide is for
This guide is especially for healthcare workers, including traditional healers,
trauma counsellors, VCT counsellors, as well as other professionals who work
with sexual assault survivors, such as shelter workers, police officers and legal
officers. We hope that rape survivors’ friends, families and co-workers, as well
as people associated with survivors of domestic violence, will also find it useful. 

In South Africa, many more women than men are victims of sexual violence. So
this guide focuses mainly on women rape survivors, as well as women living in
violent relationships with men. It has information, guidelines, ideas and practical
tips to help prevent women rape survivors from contracting HIV. It also focuses
on supporting women living in violent relationships where HIV is either a concern

or a reality. 

However, the information in this guide is not
only valuable for women clients. Many of the
risks and issues we talk about apply to both
men and women and all types of
relationships. Much of what is written in this
guide can be used to help men and boys
who are survivors of sexual violence, people
living in violent same-sex relationships and
children who are survivors of sexual abuse.  

If you cannot find enough information in the
guide to help male rape survivors, people
living in violent same-sex relationships, and
abused children, we hope that the Contacts
and resources section on pages 121 – 141

will lead you to an organisation that can help you.

At some points in the guide we talk about people as victims and at other times
as survivors of violence. This is to acknowledge that moving from being a victim
of violence to becoming a survivor is a process. In the course of your
interactions with people, you will find that they are at different points in this
process and we have used language that reflects this. In a healthcare setting,
victims of violence may be patients, but in a counselling setting they may be
called clients. Because of this, we talk about both patients and clients. 

The guide is a practical tool to assist you in your work. We welcome your
feedback on what parts of this guide are useful and which ones are not. You can
send your comments to any of the publishers listed on the inside front cover.

When this guide was completed in July 2004, a new law dealing with rape and other
sexual offences was being debated in Parliament. There are also going to be
changes to the law relating to children. The National Department of Health’s policy
around treating rape survivors is still relatively new. There is also a range of other
legislative and policy developments that will, in time, have an effect on the legal
rights of survivors of sexual violence. This includes the legislation that gives rape
survivors the right to ask that their attacker have an HIV test. 

The Cabinet also announced in August 2003 that it would make anti-retroviral
treatment (ART) available in the public sector. The Department of Health was given
the task of developing an operational plan to implement this decision. These drugs
will improve the quality of life of people with HIV and AIDS and are available at
selected public hospitals. In sections of this guide where changes to policy and law
are likely to happen, we have said so. You can also visit the government’s website,
www.gov.za, to find the latest laws and policies. 

Legal developments and
responsibilities to clients

Laws are changing

Your clients have the legal right to proper information about everything to do with
their situation. This is very important so that they are able to make informed
decisions at all times. Remember that you will deal with clients in different phases
of trauma so it is especially important to focus on effective and caring
communication. 

Make sure that you provide information in a caring and client-centred way:

About everything that your clients can expect to happen. This includes
information about all the health and other risks they may face, and where they
will be able to get help with anything and everything to do with their healing.

In a language your client understands. You may have to arrange for an interpreter.

In everyday language. Medical and legal language will intimidate your clients.
It will probably stop them feeling that they can ask you questions.

In writing so your client can take it away. It is hard for any person to remember
everything, especially a person who is traumatised by abuse. In this guide we offer
Treatment checklists on pages 63 – 69 for both service providers and clients.
These can be photocopied and given to your client to read later.

Your clients’ legal right to information

1 About this guide
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HIV and AIDS – 
an overview

In this section you will find information about:

Women and men in South Africa living with HIV or AIDS;

HIV and AIDS: understanding the difference;

HIV tests (including clients’ legal rights) and voluntary
counselling and testing (VCT);

HIV medicines (called anti-retroviral drugs).

2
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A good

quality

condom

is the best

protection in

sex between

women and

men, and

between

men.

A dental dam

provides good

protection in

oral sex.

� consensual
both people have
agreed to it

� concentration
amount

� asymptomatic
no symptoms

� inaccessible
hard to get

� gender inequality
men and women not being
treated equally
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Women and men in South
Africa living with HIV or AIDS
An estimated 5.3 million South Africans are living with HIV or AIDS, making South
Africa the country with the highest officially recognised national total of people
with HIV and AIDS in the world. Women make up an estimated 57 per cent of all
cases of HIV and AIDS in people aged between 15 and 49. Young women are
particularly vulnerable. Almost four times as many young women between the
ages of 15 and 24 have HIV than males of the same age. AIDS is also the leading
cause of death among women between the ages of 15 – 39 years. 

There are a number of reasons why women and girls are more vulnerable to HIV
than men and boys.

A woman’s vagina exposes more mucous membrane to infection than a
man’s penis does. A woman’s vagina is soft. Even consensual sex will result
in tiny, microscopic tears to the woman’s genital tissue. This gives her a
higher risk of contracting HIV each time she has sexual intercourse with a
partner with HIV. Sperm remains in the vagina after sex and this also
increases the risk of contracting HIV after unprotected sex. Semen also
carries a higher concentration of HIV than vaginal fluids do. 

Having a sexually transmitted infection (STI) also increases the likelihood of
HIV transmission. STIs are often undetected in women because they are
usually hidden inside the genital
tract and are asymptomatic. As a
result they go unnoticed and
untreated. This problem is made
worse in areas where good
healthcare is inaccessible or
expensive. 

Forms of gender inequality, such as
rape and domestic violence also
play a role in making women more
vulnerable to HIV and AIDS. HIV is
not only transmitted to women and
girls through sexual violence, but
being HIV positive can also be a
cause of violence. We will explore
this relationship further in the
chapters on rape and domestic
violence.

HIV stands for the Human Immunodeficiency Virus.

HIV and AIDS: understanding
the difference 

What does HIV stand for?

The only way to know for sure if a person has HIV is through a blood test. If the test
shows that they have the HI virus or HIV antibodies in their blood, then they are
living with HIV. Antibodies are chemicals the immune system makes in the blood
when a person has HIV.

How do you know if a person has HIV?

Any person can get HIV:

By having certain kinds of unprotected sex with someone who has HIV.
Unprotected sex is sex without a condom or dental dam. A dental dam is a
plastic mouthpiece that protects your mouth during oral sex. The risk of
contracting HIV is higher for people who have regular, unprotected sex with
their partner with HIV, or who have multiple partners. Types of sex that can
result in the transmission of HIV include vaginal or anal sex and occasionally
oral sex (but just for the person performing oral sex, not for the person receiving
it). HIV is not transmitted by other types of sex, such as mutual masturbation.

By getting blood or other infectious body fluids  from someone who has HIV into
an open sore, cut or wound or mucous membrane like the eye, mouth or nasal
mucosa. Infectious body fluids include blood products, peritoneal or pleural
fluid or cerebro-spinal fluid (CSF). Sweat, tears, urine and faeces do not
transmit the virus.

By sharing needles when taking drugs.

By sharing a razor blade, or engaging in any other risky practice where there
could be exchange of blood, like ear- or body-piercing with the same needle.

By having a blood transfusion when the donor blood is infected with HIV. You
are unlikely to get HIV from a blood transfusion, because in South Africa donor
blood is carefully checked.

As a baby, if the mother has HIV. This can happen during pregnancy, childbirth
or when the baby is breastfeeding.

How does a person get HIV?



� fatigue
feeling very tired

� persistent
lasting a long time

� prolong
extend; make longer
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HIV lives in the body fluids of a person who has the virus. Blood

and semen are body fluids that have high levels of HIV. Fluids

from the vagina and the anus have much smaller levels of HIV

than blood and semen, but they still remain a clear source of

HIV infection. Research has shown that you cannot contract HIV

by coming into contact with saliva, tears, urine and sweat.

Every person has an immune system that protects the body against infections
and diseases. HIV slowly damages and weakens the immune system. When it is
weak, people are more likely to get infections and diseases.

HIV mainly attacks the T cells of the blood. These T cells have a receptor on their
surface called CD4+ that acts like a lock. If the HIV bumps into the ‘right’ place
on the surface of the T cells, it is able to fit into the CD4+ receptor on the T cells
like a key. When this happens, the HIV takes control of the T cells, infects the
cell and copies itself. The CD4+ cells are gradually destroyed. Instead of the
T cells protecting the body from infection, they begin to produce new viruses.

When a person is living with HIV it does not mean he or she has AIDS. HIV may
attack the cells of the immune system over a long period of time. Many people
do not know they are living with HIV because they look and feel healthy most of
the time. In fact, any person living with HIV may only become sick many years
after being infected. 

Over time HIV damages the immune system so much that the body cannot fight
off viruses and other organisms that cause infections. The diseases caused by
these organisms are called opportunistic infections (OIs). At this stage a person
may go from living with HIV to having AIDS.

14

What does HIV do to the body?

AIDS stands for Acquired Immunodeficiency Syndrome.

What does AIDS stand for?

There is no cure for AIDS. Vaccines to stop people getting HIV are being developed.
But we will have to wait for many years before we know if one works and is safe
and ready to use.

There are medicines that are available to treat AIDS,
called anti-retrovirals (ARVs), which prolong the
lives of people with AIDS and improve their quality
of life. These are explained in more detail later.

See Living with HIV on pages 101 – 115.

Is there a cure for AIDS?

A person has AIDS when his or her immune system cannot fight infections
anymore. People who have a CD4 count of less than 200 cells have very weak
immune systems. They get opportunistic infections easily and are often sick.
People who have AIDS are very ill and are unlikely to be able to work.

There are some common infections and illnesses that people with HIV may
experience. Most of these infections also occur occasionally in people who are
uninfected, but if they occur more often, it is important to have an HIV test. These
include:

fatigue; fevers that last for several days;

sore throat; tuberculosis (TB);

persistent coughing; shingles;

mouth sores; skin rashes;

swollen and painful glands; pneumonia.

How do you know if a person has AIDS?

2 HIV and AIDS – an overview



� capable
able

� consequences
results; know it will affect
their lives

� access
use
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� confidential
private; no one is told
his or her status

� unethical
morally wrong; not right

� regulates the conduct
watches/monitors
the behaviour

� disclose
tell

� guidelines
rules
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The rights of the client who decides to
have an HIV test
People being tested for HIV have legal rights. As a service provider helping rape survivors,
or helping women living in violent relationships, it is important that you and your clients know
these rights. They include:

A healthcare worker may not take blood from a client and have it tested for HIV, or disclose
his or her HIV status, without first getting informed consent from the client. Informed consent
means the client has to:

understand what HIV and AIDS are; 

understand what it means to have an HIV test; 

have counselling before (pre-test) and after the test (post-test). This is called voluntary

counselling and testing (VCT) and it helps your client understand the implications of having
an HIV test – whether the test shows the patient is HIV positive or HIV negative;

understand that she has the right to say ‘no’ to an HIV test. 

See Voluntary Counselling and Testing on pages 85 – 100. 

The South African Constitution gives every person a right to privacy. Every person has a right
to keep his or her HIV status confidential. People who are in relationships of trust – such as
healthcare workers, advice and legal office workers, police officers, and counsellors – may
not tell others, not even other healthcare workers, about their clients’ HIV status without the
clients’ informed consent. The Health Professions’ Council of South Africa, the statutory
body that regulates the conduct of healthcare workers, has guidelines that state that it is
unethical to reveal your clients’ HIV status without their permission.

If your client gives you consent, it does not have to be in writing. It can be spoken consent.
You have to tell your client who you want to disclose to, and why.

It is also your legal duty to keep information about your clients confidential. If you break
confidentiality by telling even one person about your client’s HIV status without their
permission, you can be reported to the Health Professions’ Council or the Nursing Council.

Service providers can be disciplined by these organisations and even lose their jobs. Your
client can sue you for damages.

For healthcare workers’ and counsellors’ professional bodies, see Contacts and resources
on pages 121 – 141.

Confidentiality – Every person’s right, every person’s responsibility 

What does informed consent mean?

The South African Medical Association (SAMA) has guidelines for healthcare workers around
HIV tests and informed consent. We have simplified them below:

Clients should not be forced to give consent.

Clients must be capable of giving consent, e.g. sober, of full mental capacity.

If clients are unable to give consent, then either their next of kin may do so, or the medical
superintendent can provide consent in urgent cases.

Clients must understand the risks and benefits of having the test and the consequences of
the test result, whether it is negative or positive. 

Clients must know why the healthcare worker needs the results of the HIV test.

Clients must be given enough information about: 

- what the healthcare worker thinks about their health;

- what treatment they could be given;

- what they can expect from that particular treatment;

- what risks, like side effects, there can be from the treatment;

- what other kind of treatment may work.

The client must understand the situation clearly. You might have to get an interpreter if the
language you speak is not a language that the client understands well.  Deaf clients may
require a sign language interpreter.

Guidelines on informed consent

Your client has the right to be treated with dignity (Section 10 of the Constitution). This means that
you must treat your client with respect, no matter what decision she makes.

Your client has the right to bodily and psychological integrity, which includes the right to make
decisions concerning reproduction (Section 12). This means that you may not force your client to
have an HIV test or take any medication that she decides not to.

Your client has the right to access healthcare services, including reproductive healthcare
services (Section 27). This means that your client has the right to get all necessary medical care.

Other legal rights

HIV tests
It is a big decision to have an HIV test, but it is important to know your HIV status.
The results could change your life in many different ways. That is why you should
go for Voluntary Counselling and Testing (VCT) to help you decide whether to
have a test and to prepare you for the results. 

See Voluntary Counselling and Testing on pages 85 – 92.

A woman who has just been raped is in a state of shock when being
asked to decide whether to have an HIV test. This has to be taken
into account when counselling her, and when getting her informed
consent. For information about rape trauma see pages 46 – 58.

2 HIV and AIDS – an overview
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When a person first gets HIV

When a person first gets HIV, the virus multiplies in the body for a few weeks.
During this time the body will begin to produce antibodies. The person may feel
like they have flu at this time, because they have so much virus in their body.
Sometimes it takes months before the body’s immune system responds and
produces the antibodies. During this time, common tests for HIV, like the ELISA
test, will not be able to pick up these antibodies in the blood. 

The window period is the period when blood won't test positive for HIV
antibodies even though a person has HIV. It is important to remember that
during the window period the person can infect other people with the virus. 

The polymerase chain reaction (PCR) tests can show HIV in the blood during the
window period. The government does not provide this test at public health
facilities because it is expensive.

The window period

The change from being HIV negative to HIV positive is known as sero-conversion. 

Sero-conversion

Different HIV tests

We use the following tests for HIV in South Africa’s clinics and hospitals.

This is the test that people most often have at a government healthcare facility. ELISA
stands for enzyme-linked immunosorbent assay and tests for HIV antibodies in the
blood. A healthcare worker takes a sample of blood from a vein in the arm, using a
test tube and a needle. The blood sample is sent to a laboratory. It takes between one
week and three weeks to get the ELISA test result. It tests for HIV antibodies and not
for the HI virus itself. This is why it may not always be completely accurate, and it is
necessary to do a second test called a confirmatory test.

The ELISA test

It is difficult waiting for HIV test results. Three weeks may feel like forever. People
may feel very anxious and irritable during this time. That is why it is so important
that they go for VCT. People should get counselling before the test, while they are
waiting for the result, and after they get the result. Even if the result of the test is
negative, a person needs counselling and advice to help them stay negative.

See Voluntary Counselling and Testing on pages 85 – 92.

Test result: HIV negative (HIV-)

A negative test result means that the client had no antibodies to HIV in the blood
when the test was done. This means that there is probably no HIV in the blood. But
there is a window period with HIV. It can take some time after getting HIV for the
body to make HIV antibodies. So to be sure that the result is negative, another test
should be done two to three months after an exposure, and finally six months later
for those few cases that take longer to detect. A VCT counsellor will advise the
client when to return for another test. 

Test result: HIV positive (HIV+)

A positive test result means that the client probably has HIV. To be sure, the
laboratory will do a second blood test on the blood sample. If the second blood test
is positive, then during the post-test counselling session, the counsellor will tell the
client that she or he has tested HIV positive. 

Test result: Indeterminate or discordant

In rare cases, the first ELISA test is positive but the second one is negative. This is
known as indeterminate or discordant. This means that it is not yet certain whether
the person is HIV positive or HIV negative. Another test will have to be done in a few
weeks’ time. It is not easy for the person to carry on with life normally during this time.
He or she will probably feel very anxious and frightened. That is why it is important
that the person gets counselling and support from family and friends.

Getting the results

Doctors measure the damage to the immune system by counting
the CD4+ cells that help control infection. They also call it a
CD4 count. Uninfected people have between 800 and 1 200
CD4+ cells in a millilitre of blood. People with AIDS usually have
less than 200 CD4+ cells in the same amount of blood.

2 HIV and AIDS – an overview
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The rapid HIV test is cheaper and quicker than the ELISA test. This is because
it does not have to be sent to a laboratory. The client waits less than half-an-hour
for the test result. There are two different kinds of rapid HIV tests. One uses a
blood sample, and the other a saliva sample.

The rapid HIV test

The healthcare worker will prick the tip of the client’s finger with a special kind
of needle. She will squeeze a drop of blood out of the prick. Using a thin glass
tube, she will put the drop of blood onto the test strip. The healthcare worker will
add drops of a special fluid to it. The test result will be ready in 15 minutes.

Test result: HIV positive (HIV+)

If the test shows positive, the healthcare worker will do a second rapid HIV test,
using a slightly different kind of test method. If the second test is also positive,
the VCT counsellor will tell the client that she or he is HIV positive. This news
may be difficult to deal with and the client will probably need ongoing
counselling to help plan for living positively with HIV. 

See Living with HIV on pages 101 – 115.

Test result: HIV negative (HIV-)

If the test shows that there are no HIV antibodies in the blood, the client will not
have another test right away. But the client could still be in the window period,
although this is more likely following multiple exposures than in the case of rape.
So the client will need to return for another test in three months and again at
six months.

The rapid HIV test using a blood sample

Some healthcare workers and VCT counsellors may use the rapid saliva test.
This test tells if there are any HIV antibodies in the saliva. It is just as quick and
reliable as the rapid HIV blood test.

The rapid HIV test using a saliva sample

PCR stands for polymerase chain reaction. The PCR test tests for the HI virus
itself, rather than antibodies. It can be used from two weeks after a person has
contracted the virus. It can also tell if children under the age of 18 months have
HIV. The PCR test in children is more accurate about two to four weeks after they
have contracted the virus. This is a more expensive test, and most people
cannot afford it unless they are on medical aid.

The PCR test

HIV medicines

Anti-retrovirals (ARVs) are medicines that:

stop the virus copying itself;

help reduce sickness in people living with HIV;

bring down the amount of virus (the viral load) in the body, allowing the immune
system time to recover and get stronger.

These drugs were very expensive when they were first introduced. As a result of
activism by groups like the Treatment Action Campaign, the price of the drugs has
been brought down. However, they are still too expensive for many people to afford.

The government only decided in August 2003 to make them available for free in
public hospitals. When they are freely and readily available to all South Africans
who need them, they will improve the quality of life of people living with HIV, and
they will also stop people dying prematurely of AIDS-related illnesses. Healthcare
workers will be able to offer these drugs to their patients who need them, including
rape survivors who already have HIV at the time of the rape.

What are anti-retroviral medicines?

There are different types of ARVs available in South Africa. The Medicines Control
Council (MCC) is the organisation responsible for making sure that all medicines we
use are safe and effective. The MCC has registered a number of different ARVs, and
more are going to be registered. This is important because it gives people living
with HIV more choices about which medicines to take.

ARVs are divided into different classes, depending on which part of
the HIV process they interrupt. The drugs registered
in South Africa belong to three groups:

1. Nucleoside Reverse Transcriptase Inhibitors
(NRTIs: Nukes, for short)

2. Non-Nucleoside Reverse Transcriptase
Inhibitors (NNRTIs: Non-nukes)

3. Protease Inhibitors (PIs)

The nukes and non-nukes both stop the Reverse
Transcriptase enzyme from helping the HIV to copy itself. The PIs stop
the protease enzyme from helping the HIV to become infectious after it has grown
from the CD4+ cell. When these processes are stopped, the HIV cannot multiply.

Different kinds of ARVs

ART
Anti-retroviral

Treatment

ART
Anti-retroviral
Treatment

2 HIV and AIDS – an overview
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Common ARVs in South Africa

NUKES

AZT: also called zidovudine (Retrovir)

3TC: also called lamivudine (Epivir)

ddI: also called didanosine (Videx)

d4T: also called stavudine (Zerit)

NON-NUKES

Nevirapine (Viramune)

Efavirenz (Stocrin)

PIs

Nelfinavir (Viracept)

Indinavir (Crixivan)

Ritonivir (Norvir)

ARVs are recommended for people who are: 

at risk of getting HIV in an emergency situation, such
as rape survivors;

at risk because they pricked themselves with a needle
or other sharp instrument while treating a patient. This
is called a needle stick injury;

pregnant and living with HIV and who want to try to prevent
their baby getting the virus;

living with HIV and whose CD4 count is less than 200.

There are different dosages and treatment programmes for different situations.
Certain ARVs are used by certain hospitals and clinics, depending on whether
they are public or private institutions. People with HIV whose CD4 counts are
below 200 or who have serious opportunistic infections can take ARVs, which
will keep them alive and healthy for much longer. These medicines help their
immune systems to stay stronger for longer. The government has promised to
provide these medicines in the public health system.

See pages 27 – 39 and 59 – 69 for more information on PEP, how to take the
medicines and possible side effects. Also see Anti-retroviral treatment on
pages 110 – 112.

For information about a healthy lifestyle, see Living with HIV on pages 101 – 115.

Rape and
post-exposure
prophylaxis

In this section you will find information about:

The risk of HIV from rape and other forms of forced sex;

Key issues confronting rape survivors in relation to HIV 
(i.e. access to ARVs); 

An introduction to post-exposure prophylaxis (PEP);

Starting rape survivors on PEP;

Treating rape survivors’ health concerns generally;

A rights-based approach to the treatment and care of
rape survivors.

3

The government has promised to make ARVs more available to
people with HIV. However, the medicines and treatments
described in this section may change. You may also find
differences in how they are used, or when and where they
are available. 



3 Rape and post-exposure prophylaxis

� consensual sex 
sex that is agreed
to by both partners

� penetration 
the penis entering
the vagina or anus

� ejaculates 
orgasm; cums

� key 
important
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� intimidated
scared

� coerced
forced

� negotiate
discuss; ask for
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These are some of the reasons why rape victims do not always report what
has happened to them to the police: 

They may feel too ashamed or believe they are to blame for the rape.

They fear that they will not be believed.

They believe that they are ‘damaged goods’, and lose hope and self-confidence.

They may have been intimidated or threatened by the rapist.

They have concerns about how the legal system will treat them.

They have concerns about how healthcare workers will treat them.

They have fears about how family and friends will react. 

They do not know their rights.

They do not know where to turn for help. 

They believe that nothing will be done if they ask for help. 

Many people also still believe that forcing sex with someone you know is not
rape and that rape only happens between strangers. For example, some men
abuse their power or authority over girls or women to get them to have sex with
them. An ex-husband might exert his economic power by threatening to stop
paying child maintenance if his ex-wife does not have sex with him. Some male
school teachers abuse their authority by exerting sexual pressure over girl
learners, or offering better marks for sex. In some workplaces women are

expected to trade sex for jobs or promotions. In South
Africa this type of coerced sex is very common

and it brings with it the risk of HIV infection,
especially if the girl or woman is unable to
negotiate the use of condoms. Because
these situations often happen between

people who know each other, they are not
always seen as rape. 

We do not have any statistics on how many
rape survivors get HIV after being raped. But we

do know that unless they are already HIV positive, anyone who is
forced or coerced into sex is at risk of being exposed to HIV.

A rape survivor can only contract HIV from the rapist if he has HIV. The risk of
contracting HIV from the rape may be higher if:

the rapist cuts her and semen gets into the cut area;

the rapist has a sexually transmitted infection (STI);

the woman has an STI, either with open sores or with inflammation;

the woman is raped by a gang of men, some of whom may have HIV and STIs,
because there is more chance of injury and she is exposed to more semen
which may be infected.

The victim is raped anally. Anal rape causes more tearing of mucosal tissue.

When is there a higher risk of getting HIV from rape?

This risk of contracting HIV from the rape may be lower if:

the victim manages to persuade the rapist to wear a condom. When condoms
don’t break or fall off, they are extremely effective, so there is almost no risk.

there is no penetration or exposure to mucous membranes. For example, if the
rapist does not penetrate and he ejaculates on her skin in an area where there
are no cuts.

Three key issues confront rape survivors in relation to HIV or AIDS:

getting access to ARVs within 72 hours of the rape; 

taking all their medicines in the way the doctor prescribed for a full 28 days; 

and lastly, if women (or men) are already HIV positive at the time of the rape they
will need information and help around living with HIV or AIDS.

In the rest of this chapter we will look at issues of access to ARVs. To find out more
about living with HIV or AIDS, please turn to pages 101 – 115. 

When is there a lower risk of getting HIV from rape?

Risk from rapeRape in South Africa
A woman is probably more at risk of getting HIV after being raped than she would
be after an episode of consensual sex. This is because rape is a violent act. When
a man rapes or sexually abuses a woman, her vagina and anus may get cut and torn,
even if the tears are not visible. When a boy or man is abused, most often his anus
will also be hurt and torn. If the rapist has HIV, there is a risk that the rape survivor
will contract HIV through his semen and/or blood entering her body. The risk is
higher if she is wounded in an area that comes into contact with his semen. 

It is also extremely rare for any rapist to wear a condom.

In 2000, 52 550 women and girls reported being raped. In the
same year 2 934 men and boys reported being sexually assaulted.
But many victims do not report being raped, so the real number is
much higher. 
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“In many

hospitals

there are

staff

shortages.

Survivors

sometimes

have to wait

a long time

to see the

doctor and

this adds to

their

trauma.”
– service provider,

Eastern Cape

� prioritise
make it the most
important

� prompt
early
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Access to ARVs
ARVs will only help to prevent HIV if they are taken within 72 hours of the rape.
If the virus has been in the body for longer than 72 hours, the drugs will not work.
For anyone who has been raped, it is extremely important that they try to get to
a health facility that provides these drugs as soon as possible.

During apartheid, limited health facilities were established in townships, the former
homelands and informal settlements. Although the government has taken steps to
address these inequalities in healthcare, many women, particularly in rural areas,
still do not have easy access to good healthcare close to where they live. They
may have to travel long distances to get to a hospital or clinic. Public transport to
health services is not always easily available. And even when women do get to
health facilities, they may find that the hospital or clinic does not stock ARVs.

As mentioned earlier, not all victims want to report being raped to the police. But
they are still concerned about their health and would like to be treated for any
health concerns resulting from the rape. Unfortunately, some healthcare workers
refuse to provide ARVs if women do not report the case to the police. This is
against the Department of Health’s National Management Guidelines for Sexual
Assault. It states that rape survivors should be treated for any physical injuries,
STIs and HIV prevention, whether they choose to report the rape or not.

Problems with accessing ARVs

Find out which health facilities in your area provide post-
exposure prophylaxis (PEP) to rape survivors. This will
prepare you to know where to send someone who needs
ARVs. There is a list at the back of this guide that can help
you make links with the appropriate health facilities.

Prioritise the care and treatment of rape survivors. The
National Management Guidelines for Sexual Assault, put out
by the National Department of Health, state that sexual
assault patients should be moved to the front of queues,
whether they have physical injuries or not.

Find out who are the service providers in your area dealing
with rape survivors. Do they know that ARVs must be provided
within 72 hours? Do they know where to take rape survivors to
get ARVs? You can help people understand how important it
is to provide prompt, immediate attention to rape survivors.

Some ideas to improve access

Post-exposure prophylaxis (PEP)
PEP stands for post-exposure prophylaxis

• Post = after

• Exposure = potentially being exposed to HIV

• Prophylaxis = prevention

PEP is the name given to the ARVs that may help rape survivors prevent HIV
infection after rape or sexual assault. It involves taking medicine according to strict
rules. The South African government has approved PEP for survivors of rape and
other sexual assaults, and it is now provided for free in many government hospitals. 

Hospitals that provide PEP are listed on pages 122 – 134.

PEP must be started within 72 hours (about three days) of the rape (the sooner the
better) and continued as prescribed for 28 days. If rape survivors follow the
treatment, it may reduce their risk of getting the virus from a rapist with HIV. PEP
cannot be given to those who already have HIV at the time they are raped.

Some healthcare workers say PEP should not be used too often to reduce the risk
of women getting HIV because frequent use of PEP may compromise the later
treatment of HIV. So women who are in ongoing sexually abusive relationships may
not always be candidates for PEP. Children who are chronically sexually abused
may also not be candidates for PEP.

However, just because a client is in such a relationship is not a reason for
immediately stopping her from getting PEP. It is important to understand your
client’s situation. For example, is sexual abuse a regular part of the relationship?
Does she have or has she had STIs? Is she able
to convince her partner to use condoms
sometimes? Is she intending to continue with
the relationship? These and other factors will
have an influence on whether or not she should
take PEP.

If PEP is an option for your client, you
should follow the steps set out in the
section dealing with PEP after rape.

PEP in violent relationships 

3 Rape and post-exposure prophylaxis
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Common ARVs used for PEP are:

Combivir – a combination of AZT and 3TC. Because treatment with Combivir
consists of only one pill, it is the least complicated choice for patients. It is
not always available, especially in public hospitals and clinics. It cannot be
given to children because the dosage strength cannot be reduced. It is
usually taken twice a day for 28 days.

D4T + 3TC.

AZT + 3TC – this is the most common combination given to rape survivors.
200 mg of AZT should be taken every 8 hours (or three times per day) for 28
days. 150 mg of 3TC is taken every 12 hours (or twice a day) for 28 days. 

D4T + ddI – a combination of Zerit and Videx. 

Zidovudine and lamivudine – are usually given in syrup form to children.

ARVs used as PEP after rape 

PEP may not work if:

your client does not take all the medicine as prescribed for 28 days.

PEP will not be prescribed if:

your client already has HIV before the rape;

she or he is brought to the health facility more than 72 hours after the rape.

When PEP is unlikely to work

Administering PEP – the process 
Before you can provide someone with the drugs used in PEP, you need to know
their HIV status. This means that your client will have to have an HIV test before a
final decision about PEP can be made. This can be a very difficult decision for a
woman to make shortly after she has been raped, and it is important that you
understand that she may be scared and feel unable to make the
decision. The fear of getting HIV through the rape or finding out
that they already had HIV before the rape, adds more trauma to
their lives. For many women, this may be the first time that they
think about whether they have HIV. They will not have had time
to think about the consequences of having HIV before this.
Counselling can play a very important role in helping your
client make the right decision about the HIV test. 

With so much stigma attached to being HIV positive, some
women may not want to know their HIV status. As
service providers, you must support the survivor’s
decisions, even if you disagree with them.

You will need to get your client’s informed consent for an HIV test. This is not easy
because she may be in a traumatised state. Try to make sure she understands
everything about the test. If you are not sure whether your client is able to give her
informed consent, it may be better to wait for two or three days before testing her.
Give your patient a three-day starter pack in the meantime, and then get her
consent to an HIV test when she comes back for the rest of the pills. 

See Treatment checklists on pages 63 – 69.

HIV counselling and testing

In April 2003, a woman in her sixties was brought to Sinawe
Rape Crisis Centre in Umtata, which administered PEP as part
of its affiliation to Umtata General Hospital. The woman was
taken to the police two days after having been raped, but the
police had no vehicle to take her to the hospital. She was
brought to Sinawe the fourth day after the rape, by which time
it was too late for her to get PEP according to the official protocol.
– from Human Rights Watch: ‘Deadly Delay: South Africa’s Efforts to Prevent HIV in Survivors of

Sexual Violence.’ 
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If the HIV test comes back positive, PEP cannot be given to the victim, or it must
be stopped if it has already been started. In this case the treatment will not prevent
HIV because the client already has HIV. PEP may do more harm than good in this
situation by creating resistance to the medication and making future treatment of
HIV infection more difficult. 

Refer clients for appropriate counselling and to support groups. They will be
able to find out more about ARVs and treatment plans for living positively.

Tell clients that the government is providing ART to people with HIV, and explain
where they can go to get more information about this.

Remember that the client is already traumatised by the rape and that it is
important to make sure that she receives proper support when she finds out her
HIV status.

See Living with HIV on pages 101 – 115.

If HIV test result is positive – stop PEP

As part of getting informed consent, survivors need to understand about the
ARVs that are given as PEP.

Informed consent to PEP means survivors know the following:

There is a risk of contracting HIV as a result of the sexual assault, even
though it is quite small.

It is in their interests to have an HIV test as part of an effective treatment plan,
both within 72 hours of the sexual assault and in the long-term.

Having the HIV test involves pre- and post-test counselling.

They may discover they had HIV before the sexual assault.

They should know what the window period is so that they understand the
reason for having several tests. See the section on HIV and AIDS – an
overview on pages 11 – 22.

They should know how many HIV tests they will need to have and when.

Survivors should be told how effective the ARVs are likely to be. There is no
hundred per cent guarantee that PEP will work.

They should know about the possible side-effects of the medicines.

Survivors need to understand how important it is to comply with the
instructions about how many pills to take and exactly when to take them.
PEP will not be effective if survivors do not take the pills when they are
supposed to. 

If the test comes back HIV positive, it shows that they were living with HIV
before the rape. If this happens, PEP will be stopped because it will not be
effective and may do more harm than good. 

They will be assisted to plan for ongoing counselling and support around
living positively. For information on what to do if your client is already HIV
positive see page 31. See also Living
with HIV on pages 101 – 115. 

They can refuse to have an
HIV test.

Informed consent

Consent form
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If you do not provide the PEP starter pack, give your client
a one-week supply of AZT and 3TC and a date to return for
an assessment in one week. Depending on what is easiest,
either give her the rest of the PEP at the next appointment
or set up appointments for her every week to return to the
health facility to get her next week’s supply of PEP. These
weekly return visits provide a good opportunity to monitor
your patient’s health and emotional state, as well as to
provide encouragement and support. 

Give a one-month supply of PEP to those survivors who
cannot return for an assessment one week later. They may
not be able to return because it is too far away, or because they do not have
the money. This may especially apply to clients living in rural areas. Explain
to your client that the medicine will not be effective if she does not follow the
instructions of when and how to take it.

Repeat HIV testing at two to three months and six months after the sexual
assault.

The PEP plan
Survivors need information about PEP medicines and where to get them. The
treatment they get will depend on what process is followed at respective healthcare
facilities. These are some of the procedures being followed at healthcare facilities. 

PEP starter pack
The starter pack consists of tablets that will work for three to five out of the
28 days required for the treatment. The first tablet must be taken as soon
after the rape as possible. 

The starter pack makes it possible for survivors to begin PEP before
getting their first set of HIV test results. Some healthcare facilities, and
particularly government ones, use the ELISA test for HIV. With this blood
test, survivors may have to wait between one and three weeks before
they get their results. Other facilities use the rapid HIV tests and these
results are available immediately.

The starter pack can also be useful when you do not think that the rape
survivor is able to give her informed consent to an HIV test. She can start
PEP and come back for an HIV test in three days’ time when she may be
in a better position to give consent.

See HIV tests on pages 16 and 17 for information on clients’ rights. See
Different HIV tests on pages 19 – 20.

PEP: what if?
PEP treatment is not always easy. In this section we look at some of the difficult
questions, issues and situations that healthcare workers may face with PEP for
rape survivors.

All rape cases should be considered high risk, and therefore PEP should be offered.

What if you are not sure whether to administer PEP?

Inform survivors that PEP will not work in this case. Recommend that they go for
VCT, as well as rape survivor counselling.

What if the rape survivor presents more than 72 hours
after the assault?

Age range Zidodovudine dose 
(given on a 12-hourly basis)

Lamivudine dose 
(given on a 12-hourly basis)

6 months – 3 years

4 – 8 years

8 – 12 years

9mg/kg/dose

7.5mg/kg/dose

7mg/kg/dose

4mg/kg/dose up to a

maximum dose of 12.5ml

(125mg) for children

10 – 11 years

Children 12 years and older

receive the adult dose of

1 tablet of 150mg

All dosages can be varied approximately 1mg/kg and still

fall within the recommended dosage range.

Children 12 years and younger are given doses of ARVs based on their weight. The
dosages are:

What if your client is a child?
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� consent
permission

� interfere
try to
influence/change
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results; how it
will affect his or
her life
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pregnancy
abortion
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The Child Care Act 74 of 1983 states that ‘minors of 14 years and older may
consent to their own medical examination and treatment without the
assistance of parents/guardians.’  

This means that rape survivors who are 14 years or older should receive
professional treatment from any health facility. They have the right to be told
about PEP, make informed choices and receive the full range of care and
treatments available to rape survivors. Service providers may not break
confidentiality without the survivor’s consent. Parents or guardians of survivors
who are 14 years or older may not interfere with their choices.

What if your client is over 14 years old and you need her consent? 

Children under 14 years of age need the consent of their
parents/guardians before being examined or supplied with any
medication. It is also recommended that consultation with
paediatricians is included. Where a child is involved, the best

interests of the child is the most important consideration in all
matters. If the parent or legal guardian is not available to give
consent to the HIV test and PEP, the medical superintendent
can give his or her consent. It may be too urgent to wait for

the parent or legal guardian to arrive.

The new Children’s Act lowers the age of consent to HIV
testing and medical treatment to 12 years, provided they
have the maturity to understand the risks and benefits of the
test and treatment. This Act will soon be made law.

Where parental consent is refused, it is necessary to approach the High
Court to get permission to conduct the HIV test and provide PEP. It is also
possible that if the child is able to give consent, even if below the age of 14
years, this would be legally acceptable. It will be important to make a proper
assessment of whether the child has the necessary maturity to understand
the risks, benefits and consequences of the HIV test.

The Children’s Act now gives caregivers who are not parents or legally
appointed guardians the power to consent to HIV testing and treatment. This
Act will soon become law.

A girl child may consent to a termination of pregnancy at any time. She does
not need the consent of her parents or legal guardian. The Choice on
Termination of Pregnancy Act (1996) recommends that healthcare workers
discuss with the girl child the issue of getting her parents’ or guardians’
consent. But it says that if the girl does not want to get her parents’ consent
(or is unable to), this should not prevent her from getting the termination.

What if your client is under 14 years old and you need her consent?

If children over the age of 14 years decide that they do not wish to have an HIV test
or receive PEP, their decision must not be interfered with. As long as the child
makes an informed decision and understands the consequences of the decision,
the decision must be respected.

What if the child does not give consent?

Getting PEP for an unconscious rape survivor is an emergency situation. If there is
an urgent need that your client starts PEP, then healthcare workers should get
consent from the next-of-kin. Where this is not possible, the medical
superintendent or attending doctor may consent to the HIV test and to the client
starting the PEP treatment. 

What if your client is unconscious when you treat her?

If your client is a child incest survivor, you still have to get consent to conduct an
HIV test and begin PEP. If the person accused of the incest is a parent, then the law
is not clear whether they are able to give consent. In such cases, try to get consent
from the other parent. If this is not possible, and it is an urgent situation, then the
doctor or the medical superintendent can consent.

Find out whether your client is at risk of further sexual assault. If she is, it may not
be advisable to prescribe PEP. Rather develop another treatment plan. In cases of
child abuse, healthcare workers, indeed all service providers and citizens, have a
legal duty to report it to the South African Police Services (SAPS). The SAPS Child
Protection Unit can make arrangements to ensure the safety of your client.

What if your client is an incest survivor?

It is possible to argue that a same-sex partner can be regarded as next-of-kin, but
it may happen that a healthcare worker refuses to recognise a same-sex partner.
The partner would then have to apply to court to have the relationship recognised
in order to give consent for PEP and the HIV test. People can also make a
declaration that says who they want to have regarded as the next-of-kin in
decisions about healthcare.

Same-sex couples
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� own behalf
for themselves
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containing one idea
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If a person cannot give consent on their own behalf because of mental illness or
mental disability, the same principles apply as with a person who is unconscious
(see previous page). Get consent from her next-of-kin or a person who has the
legal right to do so. 

If the patient has a mental impairment, change the way you communicate with
the patient depending on their level of disability. Use simple language and
single-concept sentences.

What if your client is mentally incapable of giving consent?

If your client is seriously injured, first make sure she is medically stabilised. Wait
until she is able to give her consent for PEP and HIV testing. If you are worried
about whether she is actually able to give her consent within 72 hours of the
rape, then get consent from her next-of-kin, and go ahead with a starter pack.
You can get her consent to HIV testing and the rest of the treatment later. But if
she is not able to give consent, even when she has finished her starter pack, you
will have to get consent from her next-of-kin or a medical superintendent to
continue with treatment.

What if your client is seriously injured?

You do not have to get written consent for PEP treatment from
your client. But you must record:

how you got the consent;

what information you gave your client;

what your client’s state of mind appeared to be at the time;

any other information to show that you got your client’s
consent.

What if you are not able to get written consent for PEP?

Your client has been raped and is at risk of contracting HIV. You see her within
72 hours of the rape incident, but you cannot get her consent for an HIV test. If
you feel sure that your client will return for the HIV test and the rest of the
medicines, then give her the PEP starter pack, and explain how to take it. Make
sure that she understands how important it is for her to come back within three
days. Try to find out, for example:

if she can afford the transport to come back;

whether she intends to tell her family and friends what happened to her;

whether she is prepared to have an HIV test at the next visit.

What if you cannot get consent for an HIV test?

The National Management Guidelines for Sexual Assault issued by the Department
of Health say that PEP treatment must be stopped after three days for patients who
refuse an HIV test. This is because if the patient is already positive, there is a risk
that she may develop resistance to ARVs.

What if your client refuses to have an HIV test?

Ask yourself whether you have been able to give your client enough clear information
for her to give informed consent. If your client is Deaf, you will have to find a sign-
language interpreter to help, or write things down for her. In an emergency, the
attending doctor or medical superintendent can give consent on her behalf.

What if your client has a disability?

For Deaf patients:

•  Use written communication if the person is literate and no interpreter is
available. Provide a paper and pen if necessary for communication.

•  Speak with your face clearly visible to facilitate lip reading (1 – 3 metres
away from the person).

•  Raise your voice and speak more slowly. Do not shout or talk too slowly,
however.

•  It helps to face a light source with the person in front of you, so they can
see your face clearly.

•  Only one person at a time should speak. Try to reduce all background noises.

•  Always make an effort to have a sign-language interpreter present if available.

•  Get the attention of the individual by touch or visual sign.

For blind patients:

•  Orientate the patient to their environment.

•  Offer the patient the option to touch the examination equipment so that
they are familiar with it.

•  Explain to the patient what you are going to do.

•  Guide and assist the blind person to find their way to different services like
the pharmacy or examination room. 

•  Speak directly to the person and not through the third person.

•  Allow guide dogs into the facility to assist their owners.

•  Never touch a blind person or make sudden noises before introducing
yourself or informing him or her of your presence.
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You will need to get an interpreter to help you. Again, you must be sure before
doing an HIV test that you have given clients enough information for them to be
able to give informed consent.

What if your client does not speak in any language you or your
hospital or clinic can offer?

The Constitution says that everyone has a right to healthcare services. You
cannot refuse to treat rape survivors because they are not South African citizens.
You also cannot refuse to treat rape survivors who are illegally in the country.  

What if your client is an illegal immigrant?

Sex workers must be given the same treatment as any other client. 

What if your client is a sex worker?

All rape survivors have the right to treatment, even if they have not reported the
incident to the police. The National Management Guidelines for Sexual Assault
say the patient’s right to decide should always be respected and honoured, and
they should never be forced or pressurised into laying charges. Rape victims do
not have to report the rape to the police if they do not want to. Also, if the rape
survivor is an adult, there is no law that says healthcare workers must report the
rape to the police.

What if your client has not reported the rape to the police? 

If your client is in an abusive relationship and is regularly raped by her partner,
then PEP may not be appropriate. PEP can have a bad effect on your client’s
health if taken too often. However, the fact that your client is in an ongoing,
abusive relationship should not stop her from getting PEP. Judge each case
individually and make a decision based on the client’s situation.

What if your client is regularly raped by her partner?

Clients who are drunk or drugged must get the same high level of service you
would give to others. You will have to decide whether it is possible to get their
informed consent for the PEP treatment. If they are too intoxicated or high, they
may not be able to understand what is being asked of them. They will not be in a
position to give consent. In such cases, if possible, you should wait until clients are
sober enough to give consent. If this is not possible, then you can get consent from
their next-of-kin, or from the attending doctor or medical superintendent.

What if your client is drunk or drugged?

Prisoners have the same constitutional rights to
healthcare and emergency treatment as other people.
The Department of Correctional Services has to make
sure that all prisoners are able to exercise those rights.
Prisoners awaiting trial and sentenced prisoners
have the right to get PEP after a rape in prison.
The prisoner would have to give informed
consent to HIV testing, and she or he must be
provided with PEP if appropriate.

What if your client is an awaiting trial or sentenced prisoner?

Clients can sue you if you test them for HIV without their consent or the consent of
a legal guardian, or authorised person, such as a doctor or medical superintendent
in an emergency situation. The court could make you pay damages to a client for
testing without consent.

What if you test your client without consent?
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Women in their reproductive years who have been raped are at risk of becoming
pregnant from the rape. Give your client a pregnancy test unless:

she is over 50 years of age; or

knew she was pregnant before the rape.

Managing the risks with pregnancy 

Use emergency contraception to try to prevent a pregnancy. 

Give PEP first, let the stomach settle and then give emergency contraception
and STI treatment a bit later with some food.

For women who you assist less than 72 hours after rape, you can give the
following emergency contraception:

Oestrogen and progesterone contraceptive pill (e.g. Ovral 28)

Give two tablets immediately, and two tablets 12 hours later.

Always give an anti-emetic for side effects such as nausea
and vomiting. Anti-emetics are particularly important
if your patient is also taking PEP. Emergency
contraception can make the nausea that sometimes
comes with PEP worse.

Some research is starting to suggest that
emergency contraception can be effective up
to five days later.

If your client was not pregnant before the rape and you
are treating her within 72 hours of the rape:

If the woman presents more than 72 hours but less than five days after the rape,
then an inter-uterine contraceptive device (IUD) can be inserted to prevent
pregnancy. This is a medical procedure and should only be done by a doctor or
registered midwife. The IUD creates an irritation in the uterus and helps to prevent
a fertilised egg from settling onto the wall of the uterus.

This procedure is likely to traumatise the survivor, especially because the IUD is
inserted into her vagina. Handle the situation with care and sensitivity. Explain to
her exactly what the procedure involves, why she is having it, and talk her through
it as you insert the IUD. Reassure her afterwards, and make sure she knows where
to get counselling if she wants it. For information on rape trauma see pages 46 – 58.

Make an appointment for your client to return in one month for another pregnancy
test. If the pregnancy test is positive, she should go to an appropriate counsellor to
discuss her options. It is the rape survivor’s life, her body and her decision whether
to continue or terminate the pregnancy. Support her decision even if you do not
agree with it.

If your client was not pregnant before the rape and you treat
her between 72 hours and five days after the rape:

Women who present more than five days after rape should be offered a pregnancy
test. If it is positive, they may need counselling about terminating the pregnancy
and their other options. 

Survivors presenting more than five days after the rape:

Other health risks and
concerns after rape
Although PEP is a very important part of the treatment of rape survivors, it is
important to remember that rape survivors have to deal with several other tests
and treatments. It will help a lot if your client has a trusted friend or relative with
her when going through all these procedures.

These include:

internal and external examinations;

medication for STIs;

‘the morning-after pill’ for unwanted pregnancy.

Please note: The Department of Health does not recommend the use of the
IUD as an emergency contraceptive method. If there is semen in the vagina,
putting in an IUD may increase the risk of HIV transmission. 

Checking if emergency contraception has worked:
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Inform your client that:

it is best to take tablets after meals;

it is best not to drink alcohol when taking metronidazole.

All immediate treatment, testing and dispensing of medication must be
performed by a registered physician. 

Write down clear instructions about when, how, and for how long to take the
medicines to prevent STIs and pregnancy, if you think this will help. 

Make sure that the name of the
medicine is written on the pill containers
and packages that you give survivors,
along with clear instructions.

Remember that these are just some of
the many medicines clients may have to
take. This may be overwhelming for
them. Explain that it is important for
them to take the medicines correctly
and to complete the full course if they
want the treatment to work.

Offer clients any advice that will
encourage them to finish the full
treatment.

Upholding rape survivors’ rights
It is your duty as a service provider to help your clients in a way that respects their
rights and upholds their dignity, and does not cause further harm. Whether you are a
doctor, a nurse, a police officer, a prosecutor, a counsellor or a social worker you must:

treat clients with respect and dignity at all times;

assume that the client’s story is true, and make clients feel that you believe them;

not blame clients in any way – either by what you say or by your body language
and facial expressions;

treat clients in a holistic way, and focus on clients’ needs first;

encourage your clients to make their own informed decisions about various
things, including what treatment they want to take and whether to report the
rape to the police;

respect your clients’ decisions.

Your clients have the right to be given full and accurate information about their
health. You must explain:

every medical examination and treatment that the survivor needs;

any medical reports that will be written, why they are
needed and what will be done with the reports;

any costs that are involved;

what the client’s legal rights are;

where they can get other rape survivor
services, such as counselling or legal advice;

what is known and what is not known
about certain treatments.

The right to be given full information

While clients are getting treatment for all other rape survivor health-related
issues, they also need to get treatment to prevent STIs. 

The prophylaxis for STIs should be given in the form of azithromycin (dose
1g STAT).

Sexually transmitted infections (STIs)

Syndromic management

Non-pregnant women

doxycycline 100mg b.d. for 7 days

ciprofloxacin 500mg after a meal stat

metronidazole 2g after a meal stat

Pregnant women

ceftriaxone 125mg imi stat

erythromycin 500mg q.i.d for 7 days

metronidazole 2g
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All people have the right to keep their HIV status private. No healthcare worker
is allowed to tell anybody else if a client is HIV positive or negative without the
client’s permission.

Finally, a law may be passed in the future which will give rape survivors the
power to ask that the alleged rapist be tested for HIV. You need to follow the law-
making process so that you can tell your patients or clients about this option, if
it becomes law.

The right to confidentiality

Always uphold these rights in all your dealings with those who have
experienced sexual violence. 
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When rape
survivors take PEP

In this section you will find information about:

How trauma and the emotional consequences of rape affect
victims’ ability to take PEP;

Providing emotional and practical support to rape survivors
taking PEP.

4

In South Africa all rape survivors, including prisoners and people who are not
South Africans, have a right to get PEP within 72 hours of the rape.

If the government healthcare facility does not have PEP, the healthcare
workers there must tell survivors where they can get it, or get it for them.
There is no charge for PEP in government hospitals and clinics.

If rape survivors go to a private doctor, hospital or clinic, they must be told
where they can get PEP. Some private hospitals and clinics will treat medical
aid clients (or those who can afford it) for both injuries and PEP. 

Rape survivors must not be turned away or denied treatment because they
have not reported the rape to police. 

Rape survivors have the right to access any other medical services that they
need after the rape, including emergency medical treatment.

Under the Termination of Pregnancy Act (1996), your client has the right to
end an unwanted pregnancy if she is in her first or second trimester. 

The right to access healthcare services
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For PEP to work, rape survivors have to take it strictly as
prescribed. If they are taking Combivir, this needs to be
taken twice a day, with a gap of between 10 – 14 hours
between each dose. If they are taking a combination of
AZT and 3TC, they will need to take the AZT three times a
day and the 3TC twice a day. When someone takes their
medication exactly as they are told, it is called compliance or adherence. 

Taking a course of medication is difficult for anybody at the best of times. For
rape survivors, who have just been through a traumatising and life-changing
experience, it may be even more challenging. They have to deal with both
psychological and practical challenges that make it difficult to stick to their
medication schedules. 

Counsellors and healthcare workers can play an important role in encouraging
women and girls to finish their medication. To provide effective support you need
to understand all the many things that a rape survivor may be going through, all
of which could affect taking the medication.

The emotional
consequences of rape
This section looks at the trauma of rape and how it affects rape survivors. Rape
not only affects the victim but her family and friends too. How others respond to
the rape not only influences whether or not the survivor is able to tell others, but
also whether she can hope for their support during this difficult time. Poor
counselling and support to survivors, whether from family, friends, workmates,
counsellors or healthcare workers, will all interfere with survivors’ ability to
recover from the rape and take their medication.

What is trauma?

Finishing medication

In a traumatic situation a person experiences or witnesses an event that involves
death, or the threat of death, or serious injury. A traumatic situation:

involves great danger and the person feels powerless;

is when the person either knows or believes that she or he, or someone else
may be killed or injured;

is when the person may feel intense fear, helplessness and horror. 

Post-traumatic stress
reactions: a normal response
to an abnormal event
People who have been victims of trauma may develop some signs of post-
traumatic stress (PTS). PTS symptoms are normal reactions to a horrific, abnormal
event or events. Rape Trauma Syndrome (RTS) is a type of PTS and may be
experienced by rape survivors. Most rape survivors experience some, or all, RTS
symptoms after a rape. These are similar to those of PTS. Survivors are
experiencing RTS if they have many of the RTS symptoms intensely, and at the
same time. If these symptoms persist for longer than one month, it is likely that the
survivor is developing post-traumatic stress disorder (PTSD).

When you are dealing with a traumatised person it is helpful to think about the
process of trauma as having three main phases. These phases do not follow any
strict time pattern.

Your client may go into shock (the impact phase) during or immediately after the
rape. This period may last for up to three days. A trauma survivor may return to the
impact phase even months later if something, like a television show or newspaper
report, reminds her of her ordeal.

Survivors appear emotionally numb, disoriented, confused, irrational, and
disorganised. 

They are in a state of shock, and may not be entirely aware of the reality of what
has happened to them. 

Some survivors show a lot of emotion while others are completely calm as
though nothing has happened. Because of the terrible experience they have
been through, their emotions ‘ freeze’ . This is a way of coping with something
unbearable. 

Some survivors remain calm after being raped because they are relieved to be
alive. This feeling usually does not last very long, because the emotional trauma
of having been raped takes over from the sense of relief. 

Other survivors appear calm because they are determined to carry on with their
lives as usual. Rapists take away survivors’ control over their lives and bodies.

1. Impact phase 

Phases of RTS
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� lessen the impact
make it feel not so bad
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affected by it
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importance; how big it is

� vary
are different

� patterns
routines

It is healthy for survivors to want to take back that control as quickly as possible.
They know that rape can have serious emotional and practical effects on their
lives. By trying to carry on with their lives as usual, they try to lessen the impact. 

Because victims often feel like they cannot use their usual coping methods,
they may seek reassurance and direction from others. This may make them
very vulnerable to others’ judgements and opinions.

Survivors may be temporarily helpless in this phase and their low level of
functioning can be compared to that of a very young child. They may have
difficulty remembering addresses and telephone numbers.

Most survivors seek assistance from the police during this phase.

At this point, it is most helpful to take steps to ensure the victim feels safe. Be
careful not to give victims too much information, or too many instructions. They
may be having difficulty even remembering their own phone numbers.
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During this phase the shock and sense of unreality start to wear off. Survivors
begin to realise the enormity of what they have gone through and try to get their
lives back to normal. They may express emotions such as anger, sadness and
guilt. This phase may last for months or even years.

Most of the rape trauma symptoms begin to develop at this time, and many
survivors begin to want to talk about their experiences. 

Counselling is appropriate at this stage, and a referral to a counselling
agency may be necessary.

During this phase, survivors experience intrusive ideas and very often ‘re-
live’ the event. As a result, they may recall information that they left out in
their original statement.

2. Recoil phase

(Guideline – from around six months)

During this phase survivors begin to re-establish themselves in the patterns
of life they had before. They begin to re-connect with family and friends.

The rape is no longer the central reference point in their lives.

They begin to feel they can do things reasonably well, have more power over
their lives, and feel some pleasure in daily activities.

Each survivor is different, and their responses vary. Survivors often move back
and forward between phases. If something reminds them of the rape, even
months or years later, they may start to re-experience some symptoms of the
impact or recoil phases.

3. Reorganisation phase

The emotional effects of rape 
We have to remember that:

Different survivors respond to the trauma of rape in different ways. 

Some survivors may experience many symptoms of RTS. Others may experience
only one or two. 

We should not make assumptions about how seriously affected rape survivors
are, just from watching their reactions.

If survivors claim to have been raped, but experience only a few, if any, RTS
symptoms, it does not mean that that they have not been raped. 

Many rape survivors are afraid to tell anyone that they have been raped. It is
therefore important to believe people who claim to have been raped, and follow
all the steps for the treatment for rape survivors.

“We run weekly workshops for
survivors, which serve as a
support group for them. It gives
them a chance to share their
experiences with others. All
women who visit our offices and
trauma centres complaining of
any kind of violence are invited to
attend these workshops and to
bring a friend or relative with
them. They are given free bus
tickets to further encourage
them to attend.”
– service provider, Limpopo.
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What influences a survivor’s
reaction to rape?
The experience of rape is different for each survivor, and each must be treated as
an individual. A survivor’s religion, culture, class, race, sexual orientation and
gender all have an impact on how she or he reacts to being raped. 

The impact of rape may be more severe if:

the survivor is physically or mentally handicapped;

the survivor was raped by more than one person, or on more than one occasion; 

the survivor was raped by someone she knows or trusts;

the survivor’s family, friends and colleagues are not supportive, and/or blame
her for the rape.

Other factors that affect an individual’s reaction to rape include:

age, previous life experiences, and emotional state before the rape took place;

support structure (family and friends may be sympathetic and tolerant or
blaming and unhelpful);

how the survivor is treated by the police, healthcare and justice systems;

the extent of violence inflicted by the rapist;

injuries, illnesses or disabilities that may result from the rape;

past trauma the survivor may have experienced;

the survivor’s practical and material resources.

RTS responses
There are three main groups of RTS responses. Your clients may have some of
these responses at the same time. Or they may have them at different times.

These are repeated, unwanted, and uncontrollable thoughts of the rape. They
can include:

nightmares;

flashbacks to the rape.

Intrusive symptoms 

This is when survivors try to stop seeing people or places that remind them of the
rape. For example, they may not want to come back to the clinic or hospital
because of the memories it brings back. Some rape survivors may feel very fearful
and move out of the area where the rape happened or where they were staying. If
they have moved it may be difficult for them to return to the clinic for all their pills.

They may also:

withdraw socially;

feel emotionally numb;

lose pleasure in things they previously enjoyed;

have memory loss. Survivors may lose their
memory of all, or part, of the rape, as a result of
their extreme fear at the time of the rape.

Symptoms of avoidance 
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Hyper-arousal is also a response to the traumatic event. Survivors may have
trouble focussing their minds on one thing because memories of the rape, and
the effects of the rape, keep interfering with their thoughts. They may be easily
distracted and unable to concentrate for very long. They may also complain of
frequent forgetfulness. So they may either forget to take their pills or take too
many doses because they can’t remember if they took them. 

Other signs of hyper-arousal include:

keeping a careful check of everything around them all the time;

being very easily startled;

feeling very anxious and fearful;

being angry;

being aggressive;

not being able to concentrate.

Hyper-arousal 

Depression and feelings of great sadness are also common. Rape survivors may
lose interest in life. They may have no interest in people or things that they
enjoyed before the rape. Feelings of worthlessness, hopelessness and
frustration are common for rape survivors. These develop out of an experience
of loss and anger. Sometimes depressed feelings can last for a long time.
Depressed survivors may even think of killing themselves. When people feel so
badly about themselves, they may stop caring about whether or not they get HIV.
It may not matter to them whether they take their pills or not. 

Other strong feelings may include:

grief;

shame, guilt and self-blame;

helplessness;

feeling ‘dirty’ or contaminated, leading some survivors to bath or clean
themselves as often as possible to try and scrub away any smells or
memories of the rape.

Other signs of RTS 

RTS can also produce changes in behaviour such as the following:

There may be changes in sleeping patterns.

There may be changes in eating patterns. Survivors may have eating problems after
rape. They may eat too little and lose weight, or eat more than usual and put on
weight. Not eating can affect taking PEP as taking the pills with food may reduce
feelings of nausea. But if rape survivors feel unable to eat anything, the side effects
of the pills may be worsened.

Some victims may abuse drugs and other substances, like alcohol, sleeping tablets
or painkillers as a way of trying to cope.

Sometimes, as a result of all these powerful feelings, rape survivors make dramatic
changes in their lives. They may stop work or drop out of school. They may decide to
move house, especially if they have been raped in their homes or neighbourhoods. If
these changes happen during the first month after the rape, you may then lose contact
with the survivor.

Another way that some rape survivors cope is by trying to carry on with their lives as if
the rape never happened. During the first few days after the rape, rape survivors usually
experience shock. After this has passed, they may try to act as if nothing has happened
and it may appear as if the rape has not affected them. This is their way of trying to
forget the rape, because they are afraid of not being able to cope with their feelings and
memories. Because taking PEP may be a painful reminder of the rape, survivors may
stop taking it. 

Most rape survivors will be going through the impact and recoil phases at the time they
are taking PEP, a time when many of these feelings may be at their most overwhelming.
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Building support systems for
rape survivors

Rape survivors’ best chance of
completing the whole course of
medication is if they have a good support
system. Family and close, trusted friends
can help survivors through the period of
treatment. Unfortunately, the rape and
the feelings that arise from it can often
leave survivors feeling very different to
others. They may be worried that people
will never understand what they are going

through. They may start feeling very cut off from other people – particularly when
they cannot tell the people around them what has happened. They may have to
hide or keep secret the fact that they have been raped. Because they have to
hide the fact that they are taking pills, it may be difficult to fit the medication into
their daily routines or take medication in front of others.

Rape survivors may experience problems in their relationships with family,
friends, lover or spouse. They may become irritable and quarrel with others more
easily. Or they may withdraw and feel emotionally separate from people they
were close to before the rape. Survivors may become highly dependent on
others. Or they may become overly independent, after being raped.

Feelings of shame are common and can make it difficult for rape survivors to talk
about being raped. They may try to keep their feelings to themselves and try to
get over them without any support from friends or family. Rape survivors
themselves are the only people who can decide if they want to tell others. But it
is often more difficult to recover from a bad experience without any support.
Unfortunately, feelings of shame may get worse if survivors talk about the rape
and people do not show care and understanding.

If survivors choose not to tell family or friends about the rape, offer them
support or refer them to a service provider who will give support and
encouragement during the time they are taking their medicines.

Contact clients if they don’t come to appointments. Find out why they are not
coming and offer support.

Rape survivors in unsupported or abusive home environments need special
support. Survivors may have to keep medication hidden or explain the side-
effects of the medication without revealing their situation. 

When rape survivors have to deal with their experiences alone without any
emotional or social support from others, they are less likely to be able to take PEP.
In the absence of family and friends, healthcare workers and counsellors may need
to play that important support role. Right from the start, counsellors and health-
care workers need to show that they can be trusted. 

One of the most important things they can do to build this trust is to believe the
rape survivor and not blame her for the rape. In this next section, we discuss false
beliefs, or myths, about rape. Many of them try to put the blame for rape on the
survivors. As service providers you have to make sure that you reject myths about
rape. If you don’t, you are in danger of further harming and traumatising rape
survivors when you treat them. Blaming rape victims for what happened to them,
or ill-treating them because you believe they ‘asked for it’ is called secondary
victimisation. For many rape survivors, this experience of being abused by those
who are supposed to help them can cause as much trauma as the rape.

How to help
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Myths about rape 
Myth: Rape is a crime of uncontrollable passion and lust.

Fact: Rape has little to do with sexual desire and is often an opportunistic act
of violence. Sex is used to dominate, humiliate and degrade a victim.
Many rapes are also planned. In a majority of cases, rapists know their
victims and are familiar with their surroundings. The 1998 national Victims
of Crime by StatsSA showed that in 60% of all rapes the woman knew
the rapist, and that 64% of all rapes took place in or near the woman’s
home. Because rape is planned, many attacks involve the use of
weapons. The same survey found that in 56% of rape cases, the rapist
used a knife or gun to threaten the victim.

Myth: Rape occurs between strangers.

Fact: Most rapes in South Africa are perpetrated by men known to the rape
victim. The Victims of Crime Survey found that most rapists were either
relatives or an intimate partner (34%), or acquaintances (26%) of the
women. This included husbands/boyfriends, uncles, grandfathers,
friends, colleagues, teachers and principals. Only 24% of rapes involved
strangers.

Myth: Women ask to be raped by the way they dress or behave.

Fact: Rape, like murder or hijacking, is a crime, and the way women dress or
behave is irrelevant. Rapists look for victims they think are vulnerable, not
women who dress in a particular way. Rape victims range in age from two
months to 93 years – the very young and very old do not dress or behave
in ways that may be called ‘provocative’ but still are raped. Neither
dressing sexily nor behaving in a sexually ‘provocative’ way is cause for
sexual violence. The rapist chooses to commit rape and is responsible for
his criminal actions.

Myth: Women who use alcohol or drugs are asking to be raped.

Fact: Being under the influence of alcohol or drugs is not cause to be raped.
Women who take drugs or alcohol do not cause rapists to rape them;
rapists choose to take advantage of women’s vulnerability. South African
law states clearly that a woman is not able to give consent when drugs or
alcohol impair her mental functioning. Anyone who takes advantage of a
woman’s impaired mental state is guilty of rape. A person who
deliberately uses alcohol or drugs to subdue a woman in order to have
sex with her is also guilty of rape.

Myth: If a rapist did not use a weapon, then it was not rape because a woman
can fight back.

Fact: The Victims of Crime Survey found that 44% of rapes did not involve
weapons. Rapists often use a combination of physical strength, physical
violence, threats or a combination of these tactics to overpower victims.
There are many other reasons that a woman will not fight or resist the
rapists. She may believe that fighting back or resisting would make the
rapist angry and result in her being seriously injured or even being killed. The
woman may not be able to fight back or scream because she is paralysed
by fear. Many girls and women are taught not to be aggressive and get into
physical fights. Not being as physically strong as their attackers may be one
of the reasons they do not fight back.

When the victim knows her attacker, he often takes advantage of her trust to
commit the crime and isolate her from support.

Myth: Sex workers cannot be raped.

Fact: Forcing sex with a woman against her will is rape regardless of her
occupation. Sex workers are vulnerable to rape because of the work they do.

Myth: Husbands cannot rape their wives. It is a wife’s duty to have sex with
her husband even if she does not want to.

Fact: Women have rights, which include the right to dignity, freedom
and security. The Prevention of Family Violence Act (no 133
of 1993) and the Domestic Violence Act (no 116 of
1998) both state that rape in marriage is a crime
because it violates a woman’s right to dignity,
freedom and security.

Myth: Rape is not a big deal. It is only sex and not
that serious for the survivor.

Fact: Rape is a crime and an extreme violation of
a woman’s body and mind. It is a life-
threatening experience that has serious
consequences, including STIs and HIV
infection, unwanted pregnancy and
psychological difficulties.
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Supporting a rape survivor:
Checklist for friends, family and other support people
You can play a large part in helping rape survivors to heal and to gain control
over their lives. Here are some basic tips on how best to help:

✔ Listen to the survivor’s story without interrupting, whenever she wants to
talk about her experience.

✔ Believe the survivor’s story and do not interrogate her by asking what she
was wearing, or what she was doing to cause the rape. 

✔ Do not make the survivor feel blamed or guilty for the rape. The rapist is
responsible for the rape. Nobody ever asks to be raped. 

✔ Make sure the survivor has a safe place to stay where there are supportive
and caring people. 

✔ Help survivors attend all the appointments and take all the medical tests
that they may need.

✔ Support survivors who choose to take PEP, but don’t pressure them to
make the decision; it is an individual choice.  The medicines are very
strong and can make survivors feel very sick. Go with them to the clinic
to get advice on dealing with the side-effects. Help them to finish the
treatment process, because it will not be effective if they do not.

✔ Be caring and comforting. Be understanding. 

✔ Be patient with survivors. They are traumatised and in shock. Because
rape is not something you can get over in a few weeks, do not put
pressure on victims to forget about the experience immediately. They may
take a long time to recover. 

✔ Help survivors to take control of their lives. For example, encourage them
to speak to a rape counsellor. Do not try to do everything for survivors.

✔ Do not pressure survivors to do things they do not want to do. To feel
more pressure will not help them.

✔ Remember, it is the survivor’s decision whether to lay charges with the
police or not.  

✔ Listen and respond to the support that survivors may ask for. It may be
different from what you think they need.

✔ Do not make any assumptions about how survivors feel. Let them tell you.

✔ Get counselling for yourself if you are also affected by the trauma. A rape
counsellor will be able to help you work through your feelings. A
counsellor can also give you ideas on how best to help the survivor.

Overcoming practical
difficulties around taking PEP
As well as the psychological challenges facing rape survivors, there are also
practical problems that may stop them finishing the pills. If you are a healthcare
worker, it is helpful to develop a relationship with your local rape counselling
service. They can provide important follow-up support to rape survivors, which may
help them to finish their pills.

Survivors may be unable to return for further appointments, for PEP or for HIV test
results. They may live far away from healthcare facilities and may not have money for
transport, or have difficulty taking time off work. Read the box for some of the ideas
organisations have started using to help rape survivors attend their appointments:

Keeping follow-up appointments

“If the client has a phone at home, we make a time that is
convenient for us to call them to remind them of the follow-up
appointments. If they are living with a violent partner, we make
sure we call at a time when the partner will not be at home.”
– service provider, Western Cape.

“We give them bus tickets to come for follow-up appointments
(by special arrangement with the bus companies).”
– service provider, Limpopo.

“Most of our clients do not have telephones. So we have field
workers who will collect survivors to bring them to
appointments.”
– service provider, Mpumalanga.

Patients may also have difficulty taking their medication if health facility staff have
not clearly explained to them what they are taking, why they are taking it, and how
and when they should take it. Survivors may be confused about what the pills are
for. As we saw in the earlier section, rape patients are not only getting PEP but they
are also being given pills to prevent pregnancy and STIs, as well as painkillers. So
many different pills, all of which may need to be taken in different ways and at
different times of the day, can be confusing. 

Providing good education around PEP to rape victims
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In discussing PEP compliance with clients, be sensitive to their emotional,
mental and physical state. They may not be thinking clearly. When you
discuss PEP and how it needs to be taken, remember you are probably
treating clients when they are in the impact phase of trauma. For more
information on rape trauma, see pages 46 – 58. 

It is also important that you give patients written instructions on how and
when to take all their pills, preferably in the language of their choice. With so
much happening during the medical and legal examinations, it may be
difficult for rape survivors to remember everything. Written instructions are a
useful reminder. Also label the different pills clearly.

Patients need to understand how important it is that they take all their pills
for the full 28 days.

Taking PEP needs to fit into the rape survivor’s life. Help your patients or
clients to make a plan to take their pills in a way that is convenient for them.
For example, if patients are going away for the weekend, they need to take
their pills with them. 

To remind themselves to take their pills, patients can set an alarm clock or
the alarm on their cellphone to go off at the time they need to take their next
dose of tablets.

If patients forget a pill, they should take it as soon as they remember if less
than an hour has passed since they were supposed to take it. If they forget
a pill, they should not take a double dose the next time. It is strongly
recommended that they do not miss any of their pills.

If patients vomit up their pills immediately after taking them, they must take
their pills again. They can take a new dose from the pack given to them. 

Work out a plan with clients about taking the medication and how to deal
with side-effects. Make sure clients understand that if they do not finish the
whole course of medicines, the PEP will not be effective.

It is helpful to plan the best times to take the medicine. Try to take them at
the same time every day, possibly with breakfast and again with a meal at
midday and again in the evening.

General side-effects of AZT
Survivors taking AZT and other post-assault medication may experience one or
more of these symptoms. Usually they are mild and improve over a few days.
For some survivors, however, these side-effects can be severe. Healthcare
workers should be able to give advice on how to manage them. Stress due to
the rape and the risks of HIV infection may also contribute to these side-effects.

Tiredness

If this is severe and survivors’ work or studies are affected, discuss taking time
off work or school. If they agree to this, give them the necessary medical
certificate. Be sensitive not to reveal your client’s circumstances.

Nausea and vomiting

Make sure that your client has a supply of the appropriate anti-emetic tablets.
Valoid is a brand they can use which is also available from public health facilities.

Headaches

Make sure that your client has a supply of the appropriate analgesics (pain
killers like paracetomol).

Skin rashes 

Inform your client where to get the appropriate treatment from the healthcare
facility. Skin rashes should not occur when taking AZT or 3TC.

Taking AZT can also produce two more serious specific side-effects:

Liver disease, which is known as medication-induced hepatitis. Note that
AZT rarely causes liver disease.

Bone marrow suppression that can reduce the amount of red and/or white
blood cells in the body. A decrease of red blood cells results in anaemia.
This causes tiredness and shortness of breath. For survivors who are
anaemic, different medicine must be prescribed. A decrease of white blood
cells is called neutropenia. This affects the body’s ability to fight certain
infections. Although these side effects are unusual during a 28-day course
of treatment of PEP, it is important to know that there is no guarantee that
they will not occur. If they do occur, they will probably stop after the 28-day
course of medication. So far there have been no reports of lasting side-
effects from a 28-day course of PEP.

“We provide anti-emetics routinely with our prescriptions. Why
give people R650 worth of medicines that they may stop taking
due to bad side-effects? Rather invest R30 more to help them
finish the full course.”
– service provider, Mpumalanga.

ARVs can make some people feel very unwell, so it is important to tell patients
that they may get side-effects from the medicine. 

Explain what side-effects they may get. 

Tell clients that the side-effects may be unpleasant but they often improve
with time. 

If the side-effects are really bad, clients should consult a healthcare worker.
They should NOT stop taking the medication until they consult with the
healthcare worker.

Healthcare workers should address all the side-effects together, as the rape
survivor will not know which drug is causing which side-effect.

Dealing with side-effects 
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Side-effects of Combivir
Combivir has the same side-effects of AZT and 3TC as it contains these two
drugs. It should not be given to children under 12 years since it has fixed
doses of AZT and 3TC that cannot be reduced.

It is not recommended for survivors with impaired renal function since the
doses of AZT and 3TC cannot be reduced. In survivors with liver disease,
monitor liver function tests.
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� holistic
includes everything
necessary
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Side-effects of 3TC
3TC should be used with caution in women with impaired renal function
(kidney disease). Reducing the dose of 3TC is required in survivors with renal
impairment. Survivor checklist

This checklist is to help you remember all of the things you need to do after your
rape experience. This may not be an easy time for you, and writing things down will
help you focus on healing yourself in all ways.

You can ask your service provider to help you fill in this form.

PILLS AND MEDICINES

PEP treatment to prevent
HIV infection
You have to start PEP within 72
hours of being raped for the
medication to work.  The full course
of PEP treatment lasts for 28 days.

You will receive either AZT and
3TC or a combination of these
two drugs called Combivir.  AZT
(zidovudine) is a small white
capsule with a blue band around
the middle. 3TC (lamivudine) is a
small, white, diamond-shaped
tablet. These medicines are
available in syrup-form for
children. Combivir is an off-white
capsule-type, foam-coated tablet.
You must take the PEP at the
times your health worker tells you
to.  Ask your health worker to fill
in how many of each medicine
you need to take in the timetable
alongside.  This treatment plan
will help you complete the full
treatment to ensure that the
medicines work. 
The PEP medicines can make
you feel ill (side-effects), like
vomiting or nausea, runny or sore
tummy, loss of appetite,
headaches or nightmares. Tell
your health worker if you have
any side-effects so that she can
help you (e.g. give you Valoid to
stop you vomiting).
If you vomit any of your PEP
medicines, you have to take them
again.
It is important to eat when taking
PEP. Ask your health worker
where you can get a food hamper
or ‘e’ pap, if you need help to
access food.

Treatment Plan
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Checklists

(Continued on the following page.)
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The following checklists will help you to treat your client in a holistic
way. There is one for your client to use. You can photocopy the

checklist and help her to fill it in. This will help your client understand
and remember all the treatment issues that she is likely to face. It should

help her to get control of her life again. If your client is too traumatised to
understand what you explain to her, try to make sure she has a trusted

support person, like a friend, who can help her.

Morning Midday Evening
“If the survivor has side-effects during the process of
taking the tablets, you emphasise during counselling that
she must not stop the treatment, but that she must
come to the hospital immediately. This is to allow the
doctor to prescribe medication for her to counteract the
side-effects.” 
– public sector service provider, Eastern Cape



Written schedule of follow-up
appointments

You can write down the
dates for all your follow-up
appointments and note them in
the boxes alongside. This will
help you remember when you
have appointments at the health
facility, for counselling or with the
police/court.
Find out from the nurse if you can
send a friend or family member to
fetch your pills for you if you
cannot get time off work or
school. Remember that you must
take all your pills for 28 days.

Appointment Date and
Time

Appointment Date and
Time
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YOUR HEALTH

Voluntary counselling and
testing (VCT) for HIV
You can only take PEP if you are HIV
negative.  To find out your HIV status
you will have to have HIV counselling
and an HIV test.

If you choose to have an HIV test,
you will need counselling before
and after the HIV test to get your
consent and prepare you for the
test results.
If you test HIV negative, you will
have to have two more tests to
check whether the medicines
have worked. You will have a
second test 3 months after you
begin taking PEP treatment, and
a final test 6 months after you
start taking PEP.
If you test HIV positive, you may
want to join a support group and
get counselling on living
positively.

Treatment Plan

First HIV Test 3-month HIV Test 6-month HIV Test

Name of HIV
counsellor:

Name of HIV
counsellor:

Name of HIV
counsellor:

Medical certificate
You can ask your healthcare
worker for a medical certificate
for sick leave/time off school.

Prevention of pregnancy
treatment

You will receive pills that will stop
you getting pregnant from the
rape. Usually you will have to
take them twice, the first as soon
after the rape as possible and the
second about 12 hours later.
These pills can make you feel
sick, but this will wear off quite
quickly.  
You will also have follow-up
pregnancy tests to make sure the
pills have worked.

PILLS AND MEDICINES

Treatment for sexually transmitted
infections (STIs)
You will receive 3 kinds of antibiotics
that prevent you developing an STI:

One 500mg Ciprofloxacin tablet
(a white, rounded-rectangular
shaped tablet) will be given to
you to take immediately.
Doxycyclin (orange and blue
capsules).  If you are pregnant or
under 14, Erythromycin (red and
cream capsules or a white tablet)
will be provided in place of the
Doxycyclin.  
Five 400mg or ten 200mg Flagyl
or Metronidazole tablets (round
white tablets) to be taken
together as a single dose
immediately.

Treatment Plan
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� unethical
not doing their job properly

� press charges
have the rapist arrested
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EMOTIONAL SUPPORT

A friend or someone you trust to
support you
You will be able to talk to this
trusted person when you are feeling
frightened or angry.

Counselling
This will help you to recover faster.
You may need counselling over
many months. 

Rape counselling
Counselling for domestic violence
Preparation and support for your
court case and dealing with the
police

Stop Women Abuse Helpline: 0800 150 150 (call this number free of
charge for confidential help)

Name of counsellor/organisation:

Tel number: Fax number:

Address:

REPORTING RAPE TO THE POLICE

Reporting the rape is important to
do even if you do not think you
want to press charges.  However,
you do not have to report the rape,
and nobody can force you to do so. 
If you decide to report the rape: 

You will have to make a
statement to the police.  You can
ask for a copy of your statement.
You will have to have a medical
examination to collect evidence
of the rape. You can ask the
doctor/health worker to explain
what will happen during the
medical exam.
The doctor/forensic nurse will
complete a J88 form recording
your injuries, and give this to the
police.
Write down the case number and
the name of the investigating
officer so that you can follow up
your case.

Case number: 

Investigating officer’s name and number:

Copy of statement:

COMPLAINING ABOUT POOR TREATMENT FROM SERVICE PROVIDERS

If service providers treat your case
of sexual or domestic violence in an
unethical or dissatisfactory manner,
you may complain to the relevant
authority to investigate the matter. 

To make a complaint about the:

Police:
Independent Complaints Directorate
Tel: (012) 392-0400 Fax: (012) 320-3116
Postal address: Private Bag X941, Pretoria, 0001

Department of Safety and Security
Tel: (012) 393-1000 Fax: (012) 393-1530     
Postal address: Private Bag X463, Pretoria, 0001

Nurse/doctor/psychologist/psychiatrist:
Health Professionals Council of South Africa
Tel: (012) 338-6680/9300 Fax: (012) 328-5120      
Postal address: PO Box 205, Pretoria, 0001

Social worker/auxiliary social worker:
South African Council for Social Service Professions 
Tel: (012) 329-9164 Fax: (012) 329-9160                
Postal address: Private Bag X12, Gezina, 0031

Public servants (anyone employed by the State):
Public Protector
Tel: (012) 322-2915/6 Fax: (012) 322-5093                
Postal address: Private Bag X677, Pretoria, 0001
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Voluntary counselling and testing (VCT) within 72 hours of rape
Obtain informed consent before conducting an HIV test. If the client is too
traumatised to give consent, provide a starter pack and arrange for her to
come back for the HIV test.
If negative, refer for full 28-day course of PEP.
If positive, refer to HIV support group and counselling.

Follow-up HIV testing:
6 weeks 3 months 6 months

Voluntary counselling and testing (VCT) after 72 hours of rape
Obtain informed consent before conducting an HIV test.
If negative, conduct follow-up testing at regular intervals.
If positive, refer to HIV support group and counselling.

Follow-up HIV testing:
6 weeks 3 months 6 months

Sexually transmitted infections (STIs)
Provide information on her STI risk.
Ensure she is provided with STI treatment and understands when the
treatment must be taken.

Pregnancy test
Ensure she is offered emergency contraception (according to protocol), if the
pregnancy test is negative.
If the test is positive, reassure the client that the pregnancy is not the result
of this rape. Should the client want to, discuss her options regarding keeping
or terminating the pregnancy.

If your client has severe injuries that require medical attention, get her
medical help first.

Protection from further harm
If the rapist(s) is known, e.g. a family member or neighbour, make sure that
your client is protected from further abuse. Call the police, and advise her
to get an emergency protection order.

Emotional support
Call a friend or relative who she trusts to support her immediately and
through all her treatments (if she wants to).
Listen to your client and allow her to speak or be silent. If she is crying and
distressed, calm her down by providing her with a safe place to sit and
something to cover herself with.

Reporting to the police 
Call the police and help her to lay a rape charge (if she wants to).
If she is a minor (under 18), you are obliged to call the police and report
the rape in terms of the Child Care Act 74 of 1983 and the Child Care
Amendment Act 96 of 1996.
Ensure that she has a copy of her statement, the case number and the
contact details of the investigating officer written down.

Forensic examination
Make sure that your client has a rape examination, even if she chooses not
to lay rape charges. 

Her story must be taken down just as she tells it. Avoid questioning her in
a way that blames her for what has happened.
Make sure the documentation is kept confidential, and the originals are
kept in the client’s records, so that they can be found when needed. 
If rape charges are laid, make sure that the J88 form is completed by the
doctor or forensic nurse, a copy is made and kept in her records, and the
original returned to the police.

Things that need to be done or considered Done Things that need to be done or considered Done

Service provider checklist

Post-exposure prophylaxis (PEP)
Serve as an educator and explain the health risks of rape. Give her
information pamphlets on rape and PEP.
Explain all the medical procedures that will take place, and allow your
client to ask questions. Answer them as simply as possible so that she
understands. 
Educate her about PEP, and explain that the medication is to reduce her
risk of contracting HIV. Label the pills and write down how many pills she
has to take and at what time. 
Tell her to take the medicines at the same time every day for 28 days.
Explain that the medicines may not work if she does not keep to the time.
Help her draw up a treatment plan to take the PEP.
Inform her about the possible side-effects of taking PEP. If she vomits up
the pills, tell her to take the pills again and come back to you for more
medication and an anti-emetic.
Tell her to take the medication with food – put her in touch with
organisations or churches that provide food parcels or ‘e’ pap if she does
not have access to regular meals.
Establish a trusting relationship, and tell her that she may come back to
you if she needs any help.
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Medical certificate/written schedule of appointments
Provide a medical certificate for sick leave, based on psychological impact as
well as physical injuries.
Give her a written schedule of follow-up appointments for the range of
treatments. Remember that she is traumatised, and may not remember the
information you give her if you do not write it down.

Referral to further counselling
Refer for rape and/or domestic violence counselling, and provide contact
details. Give her the Stop Women Abuse toll-free helpline number, 0800 150
150, that provides confidential counselling and referral.

Rape survivor counselling
Support her through HIV testing process and dealing with test results.
Support her through PEP treatment regimen (monitor side-effects, provide
encouragement and support).
Refer her to specialist organisations for counselling and further assistance.
Help follow-up criminal case investigation with the police.
Help with court preparation and support, if the rape charge is at the court stage.

Domestic violence counselling
Referral for a protection order (see pages 95 – 98).
Referral for a maintenance order, child support grant (see pages 100 and 115).
Referral to a shelter (see Contacts and resources section pages 121 – 141).
Referral for legal assistance e.g. divorce, maintenance referral for psychological
counselling e.g. psychologist, social worker, psychiatrist (see Contacts and
resources section).
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Domestic 
violence

In this section you will find information about:

The risk of HIV for abused women;

Different kinds of abuse;

Why women stay in abusive relationships;

Trauma of domestic violence;

Myths about domestic violence.
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� interdict
court order

� deteriorated further
got even worse
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Grace’s Story
Grace is a 37-year-old mother of four children. Ten years ago she married
‘Thomas’, the father of the three younger children. 

Thomas abused Grace throughout their marriage, and in 1995 she obtained an
interdict against him in terms of the Prevention of Family Violence Act. The
relationship deteriorated further when Grace discovered that Thomas was
involved in an extra-marital affair. He moved out for a while and then returned,
promising never to repeat his behaviour. But it was only a matter of time before
Thomas started hitting Grace again – even threatening to shoot her. In 1999,
Grace applied for a protection order in terms of the Domestic Violence Act.

Thomas was diagnosed with HIV in 1997, but kept his status secret from Grace.
In 1999 Grace was told by one of Thomas’ colleagues that Thomas was infected
with HIV. She then contacted a service organisation to arrange for an HIV test.
The counsellors advised her to bring Thomas so that they could both be tested.
They were both diagnosed with HIV.

Grace did not consider leaving Thomas. She was unemployed at the time and
also had four children to look after. She worried that if she left Thomas no-one
else would want her now that she had HIV. She also hoped that they would be
able to support one another. But Thomas left Grace again in 1999, saying that
he had found accommodation closer to his place of employment. He moved in
with his girlfriend instead. 

Thomas continued visiting the children but stopped paying maintenance for a
while. Grace saw Thomas for the last time in November 2000 when she traced
him to his new girlfriend’s home to ask for money for one of the children who
was ill in hospital. Grace also asked the woman if she was aware of Thomas’s
HIV status. The angry Thomas then assaulted Grace for disclosing his status.
Soon after this incident Thomas stopped paying both the rent and electricity
bills, forcing Grace to leave the house. She then lived in a garage with the
youngest child, while the older three children lived with her sister.

Thomas decided to remain with his girlfriend. He felt responsible for the fact that
she was now also HIV positive. But he did pay a total of R600 a month
maintenance towards the three children who also remained on his medical aid.
He justified his abandonment of Grace on the grounds that she disclosed his HIV
status to his girlfriend.

As Grace’s story shows, women who reveal their HIV status may be thrown out of
their homes, or abandoned. Women may also be at risk of violence if they even
suggest one or both of them goes for HIV tests. If the woman does go for a test,
and discovers she is living with HIV, she is faced with a terrible choice of whether
to disclose this to her partner or not.

Using condoms and practising
safer sex

Women who live in abusive relationships are often
too scared to ask their male partners to use

condoms when they have sex. They are afraid
that this will cause more abuse, including

violence against them. A woman who
is unable to negotiate with her
partner to use a condom is at high
risk of getting HIV if her partner has
the virus. She is also at high risk if he

has more than one sexual partner and
does not use condoms.

“A high school teacher [Motloung] shot his wife [Mpho] and

mother-in-law dead, and critically wounded his father-in-law

before killing himself ... a note written on a piece of brown

paper which read: ‘HIV Positive AIDS’ was found on top of

Mpho’s body ... According to a relative, the couple ... went for

an HIV test some two weeks ago ... She [the relative] suspected

that Motloung had blamed his wife for contracting the virus.” 
– The Sowetan, 23 August 2000

Disclosure of HIV status

Being in an abusive or controlling relationship puts women at
risk of becoming HIV positive. At the same time, living with HIV
can lead to violence against women. Grace’s story shows how
HIV and domestic violence can become linked in women’s lives.



� prior to
before

� alert to
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“Once you

raise the

issue of your

husband

using a

condom,

there will no

longer be

peace in the

house.”
– urban woman

from Worcester,
Western Cape.
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Domestic violence and
HIV – the evidence
Research is starting to show that experiences like Grace’s are not unusual.
Some studies provide strong evidence of these links between domestic violence
and HIV. 

The Population Council in Tanzania contacted 245 women three months after
they received their HIV test results. They found that a few of the women who
told their partners that they had gone for an HIV test were beaten up and/or
told to leave the house or abandoned. The study also found that women
wanted to be tested for HIV, but were too frightened of their partners’
reactions to go for the test. 

The study found that women under 30 who were living with HIV were ten
times more likely to report violence in their relationships than their HIV-
negative peers of the same age. 

A study by the Medical Research Council (MRC) conducted with 1 366
women at Chris Hani Baragwaneth Hospital in Soweto also found that
women with violent or controlling male partners were at increased risk of HIV
infection. The researchers said that women who were beaten or dominated
by their partners were nearly 50% more likely to become infected with HIV
than women who lived in non-violent homes.

Both of these studies suggest that abusive men may be more likely to have HIV
than non-abusive men. This may be because abusive men may have more
sexual partners than other men. They may also force risky sexual practices on
their partners, like sex without condoms. 

These studies suggest that many women involved in prevention of mother-to-child
transmission (PMTCT) programmes, as well as women coming for voluntary
counselling and testing (VCT), are also very likely to be abused. However, clients in
abusive relationships often do not think how they are treated is abuse. They live
in an ongoing state of trauma caused by fear, and hope that things will improve.
They may also be too embarrassed or ashamed to admit that they are living in
a violent relationship.

For these reasons counsellors need to be alert to signs – physical, medical,
emotional and psychological – that violence may be present in clients’ lives. By
recognising the presence of violence in clients’ lives, counsellors can refer women
for help with the violence, as well as not expose them to further violence. 

Domestic violence in South Africa – how many women might be at risk?

According to research by the MRC, perhaps as many as one out of every two
women will experience some form of abuse in their lifetimes. This study
found that 26.8% of women in the Eastern Cape, 28.4% of women in
Mpumalanga and 19.1% of women in Limpopo had been physically abused
in their lifetimes by a current or ex-partner. The same study also asked about
women’s experiences of emotional and financial abuse experienced in the
year prior to the study. Such forms of abuse affected 51.4% of women in the
Eastern Cape, 50% in Mpumalanga and 39.6% in Limpopo. 

In another MRC study of 1 394 men working for three Cape Town
municipalities, approximately 44% admitted to abusing their female partners. 

Research by the MRC, the Centre for the Study of Violence and
Reconciliation (CSVR) and the University of Cape Town found that in 1999
one woman was killed every six hours by her intimate partner.
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� against her will
when she doesn’t want to
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“I sometimes

tell him that I

am going to

leave him if

he beats me

again. He

says I will

never leave

him because

if I do he’ll

track me

down … he’ll

find me and

he’ll kill me.”
– woman living

in a violent
relationship,
Northern Cape.

� monitor
watch; control
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What is domestic violence?
Domestic violence occurs in many different ways. Such abuse can be physical,
sexual, emotional, psychological and economic. As Grace’s story shows, having
HIV can also lead to some of these forms of abuse.

Examples of physical abuse include pushing, slapping, punching, kicking,
burning, biting and stabbing.

Physical abuse 

Examples of verbal abuse include the abuser putting his partner down by saying
nasty things about her (in private or public), name-calling, yelling, and
humiliating her.

Verbal abuse 

People who control their partners’ movements may: 

lock their partner in the house;

lock their partner out of the house but in the yard;

isolate their partner from family and friends;

monitor phone calls.

Controlling behaviour, a form of abuse 

An abuser may take away his partner’s money,
or refuse to provide enough money for
household expenses. He may not pay
maintenance for the children even when
he can afford to. The abuser may also
abandon or threaten to abandon his
partner when he finds out  her HIV status.

Economic abuse  

An abuser claims to be always right, tells their partner what to do, and makes
decisions without talking about them with her first.

Abusing power 

An abuser may threaten his partner with weapons, and attempt to scare or kill her
or her children.

Threats with guns or knives 

The abuser may make uninvited calls and visits to his partner’s home or place of
work, and refuse to leave when asked.

Forced entry

The abuser may follow his partner wherever she goes, and/or phone her all the time
to check where she is.

Stalking

The abuser may deny that he hurt his partner, and blame all his problems on her. 

Blaming

The abuser may use verbal, physical and sexual abuse against his partner’s
children. The abuser may force the children to monitor telephone calls and visitors.
He may force his partner’s children to steal.

Abusing her children 

The abuser may tear his partner’s clothes, burn her belongings, or destroy
important documents, like ID books or passports.

Damaging her property

An abusive partner may have sex with his partner against her will. He may make her
do sexual things she does not like and does not want to do. This is sexual assault.
In this type of abusive situation there is the risk of your client getting HIV. There is
also the ongoing risk of her getting HIV during consensual sex between herself and
the abusive partner. 

Sexual abuse  
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looking after; providing for
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� alternative
other
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Why women stay in
abusive relationships
People often ask why women stay with partners who abuse them, and it is
important for you as a service provider to understand why some women make
the choice to stay or why they feel that they are not able to leave.

There are many reasons why women remain in abusive relationships. Most often,
women stay with abusive partners because they are trapped by socio-cultural
beliefs and/or economic structures.

Attitudes, values and economic realities in our society that can make women
stay in abusive relationships include:

lack of alternative accommodation – they may have nowhere else to go;

lack of emotional support from family and friends, or being cut off from support;

family pressure to make the relationship work;

religious or cultural beliefs about marriage and divorce.

Women may stay because society pushes them to

“My mother says that I must accept that my husband is sometimes
violent. She says men are just that way. I would like to get away
from him, but I know I would not get any support from my family.
They would feel shamed.” 
– woman living in a violent relationship, KwaZulu-Natal.

5 Domestic violence

Some personal reasons why a woman may stay in a violent relationship
include:

love for her partner;

hope that the partner will change;

pity or sorrow for her partner;

wanting to protect her partner and family from public humiliation;

low self-esteem or feeling worthless;

shame;

embarrassment;

fear

- fear of her partner killing her or himself;

- fear of her partner harming family members;

- fear of losing custody of the children;

- fear of the unknown if she were to leave her partner; 

- fear of not being believed;

- fear of not being helped;

- fear that no-one else would ever want to have a relationship with her –
particularly if she has HIV;

- fear that she would not have her family’s support.

financial dependency because her partner controls her money;

lack of employment skills;  

for the sake of the children 

- difficulty with maintaining her children;

- belief that the children need their father, even if he is abusive.

Women may stay for personal reasons



� cycle
the same series of things
happens over and over

� battered
beaten
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� amnesia
forgetting

� myths
stories that are
not true

� flashbacks
suddenly
remembering

� pacing
walking

� misconceptions
wrong ideas; 
false beliefs
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Trauma of domestic violence
In violent relationships there is a power imbalance. The woman who is being
abused sees herself as being dominated. The abuse does not usually go on all
the time. There are breaks in it. There may be relative periods of happiness and
hope during this time. 

Psychologist Lenore Walker developed the idea that violent relationships follow
a cycle. She talks about three stages:

a tension-building phase (where there is minor abuse);

an explosion or major abusive episode;

a ‘honeymoon’ or apologetic phase. 

After they have battered their partner, abusers may become extremely sorry and
apologetic. They may promise they will never repeat their behaviour again. They
may give their partners a lot of gifts and attention to show how sorry they are.
They are most likely to do this if the abused partner attempts to leave. Not all
abusive relationships follow the cycle pattern. Some men for example, never
apologise. They do not believe that their behaviour is wrong. 

Very strong bonds are often formed between the abuser and his partner. This is
because the abuser can be kind and loving, as well as violent. Women get trapped
into hoping that the abuser will change – that he will stop being violent. In many
cases, the women do feel love for their partners. This complicated situation shows
why it can take many years for the abused partner to finally decide to leave.

Repeatedly being the victim of trauma, or witnessing a traumatic event, produces
serious changes in a person’s thinking or behaviour. These thinking or behavioural
changes are made worse when the traumatic events are repeated over a long
period of time. In the case of domestic violence victims may: 

Think about – or even attempt – suicide. They may also hurt or injure
themselves. People who have been abused also have difficulty in dealing
with their own, as well as others’, anger. They may become aggressive as a
way of protecting themselves or they may hide their anger. They have learnt
that showing anger at being mistreated can often lead to further violence
from their partners.

Changes in consciousness. This may include amnesia and/or flashbacks of
violent episodes.

Abuse can also leave victims feeling helpless and powerless, paralysed with
self-doubt, guilt and a sense of being alone.

Being abused also produces changes in victims’ relationships with others. This
may include isolation or withdrawal, the disruption of close relationships and
the hope that someone or something will rescue them from the abuser. 

Changes in religious beliefs, like a loss of faith or a sense of despair, can also
result from domestic violence. 

For information on rape trauma see pages 46 – 58.

Complex post-traumatic stress disorder (PTSD)

“We have a lot of women who may disclose their problem but
realise they are not willing to take any action because they are
still living in the cycle of abuse. They can see no way out.”
– service provider, North West.

A high percentage of people who are abused through domestic violence may
develop depression. Depression can go together with many of the symptoms of
PTSD. Depression is a serious mood disorder. It may lead a person to
attempt suicide. These are some signs of depression to watch out for: 

loss of interest or pleasure in life and people;

increased or decreased appetite;

weight loss or weight gain;

unable to fall asleep or sleeping most of the time;

fatigue – feeling extremely tired;

moving or thinking as in slow motion, or pacing up and down
and not able to sit still;

feelings of worthlessness, self-hatred or hopelessness;

inability to concentrate;

suicidal thoughts or behaviour.

Women often hide the fact that they are being abused out of embarrassment,
shame, or fear of the consequences of disclosing what is happening to them. They
may also find it difficult to trust others. Abusers constantly violate survivors’ trust
and make them believe they will always be let down. This can make it difficult for
women to believe that anyone will help them. 

In the next section we look at common misconceptions about domestic violence.
As a counsellor, it is important that you do not believe these myths. If you do, it is
unlikely that women will trust you enough to tell you what is going on in the
relationship, or to want your help. 

See: Treatment checklists on pages 63 – 69; information on rape trauma on pages
46 – 58; Voluntary Counselling and Testing (VCT) on pages 85 – 100; When rape
survivors take PEP on pages 45 – 69; PEP: what if? on pages 33 – 39; Trauma of
domestic violence on pages 80 – 83.

Depression
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� reconciliation
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done

83

� evade
escape

� conflict
disagreement
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Myths about domestic violence
A myth is a belief, idea or explanation that is not true. There are many myths
about domestic violence. These myths try to put the blame for domestic
violence on the survivor. They make excuses for the abuser’s behaviour. Myths
like this stop us seeing domestic violence for what it is – a crime.

Myth: Domestic violence occurs more in some racial groups than others.

Fact: Women from all racial and cultural backgrounds, income and educational
levels are at risk of domestic violence whenever there is inequality
between women and men. Women who have a higher income may have
more resources available to them and may be less likely to use public
health and shelter services. In South Africa, black women have the
highest rate of unemployment and the lowest income, and as a result,
make greater use of public services when their lives are affected by
abuse. This may lead to the false idea that domestic violence happens
more often in some racial groups then others.

Myth: Alcohol is the main cause of domestic violence. 

Fact: Many men who drink are not violent to their partners, and many men who
are violent do not drink. Drinking alcohol may start violent incidents in the
home, but it is not the major cause of domestic violence and is often
used as an excuse to evade responsibility for violent behaviour. Just as
drunk drivers are not allowed to escape responsibility for their actions, so
abusers who use alcohol cannot be excused for the damage they cause
women and children. Alcohol abuse and domestic violence are two
separate problems. Treating one will not cure the other – which is why
completing an alcohol rehabilitation programme does not guarantee an
end to abuse.

Myth: Abused women must have done something to deserve a beating.

Fact: Violence is never an acceptable way to solve conflict in relationships.
While anger is a normal human emotion, violence is a learned behaviour.
The decision to be violent has more to do with the man’s behaviour than
with the woman’s behavior. Abusive men learn that by threatening to use
violence or using a scary tone of voice they can force women to do what
they want them to. Nobody asks for, or deserves, to be abused. The
abuser is responsible for his violence.  

Myth: Abused women stay with the abuser because they enjoy the abuse.

Fact: It can be difficult for many people to understand why abused women don’t
‘just leave’. There are many practical, social and emotional factors that can
make leaving extremely difficult, but pleasure and acceptance of the abuse
are not among them.  Many women stay for the following reasons: fear of
the abuser; fear that the violence will increase or that she will be killed;
economic dependence; love for the violent partner; the belief that children
need a father; or having nowhere else to go.

Myth: Once an abused woman, always an abused woman.

Fact: Most women who have successfully managed to escape a violent
relationship alive are very careful to choose a different type of relationship
the next time. Some may choose to remain alone rather than risk that their
next relationship may also be violent.

Myth: Violent men cannot control their violence.

Fact: Violent men are often very reasonable and respectable in public. They are not
usually violent outside the home, and are able to control their tempers around
their employers and workmates. Abusers choose to be violent with their
wives/girlfriends/children. They are adults and can control their behaviour.

Myth: It is best to keep the family together to work on the problem.

Fact: Separation may be necessary for the woman (and children) to be safe.
Keeping the family together or encouraging reconciliation may increase the
risk of harm or even death of the woman and her children. Just seeing abuse
can be detrimental to a child’s mental and emotional health. 

Myth: If the abuser shows regret, and says and shows that he feels bad about
being violent, it means he has changed.

Fact: A violent man often does feel bad about using violence to get what he
wants. But this is not a sign that he has changed. It also does not mean he
is prepared to give up the power he has within the relationship.  After a
while, abusers use remorse and begging for forgiveness as manipulative
methods to control women, especially when women are at the point of
leaving a relationship or seeking help.
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Voluntary
counselling and
testing (VCT)

In this section you will find information about:

The voluntary counselling and testing (VCT) process;

Disclosing to a violent partner;

Developing safety plans with abused women;

Using the Domestic Violence Act;

Maintenance and medical aid.

6
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� critical
very important
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� once-off
should not be 
done only once

� motivates
inspires; encourages
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The decision to have an HIV test is a difficult one for many people, and may be
even more difficult for someone in a violent relationship. Sometimes they may
have to consider having an HIV test because they have been raped by their
partner, or they may be unable to practise safer sex. Clients living in violent
relationships may have partners who:

have multiple relationships that they may or may not admit to;

do not practise safer sex in any relationship and may become violent if asked to;

could have HIV, or even have AIDS, but never talk about it, or become
aggressive whenever the issue is raised. They may even deny that AIDS exists;

would become abusive if asked to take an HIV test;

would become violent if your client disclosed her HIV status – whether
positive or negative;

would abandon your client if she has HIV and discloses this to him.

For these reasons, counselling is a very important part of the process of having
an HIV test, and it is important that the issues relating to violence in the
relationship are fully explored during the counselling process, before your client
finally decides whether or not to have an HIV test.

For rape survivors and people living in violent relationships, counselling is not a
once-off thing. Counselling needs to be an important part of your clients’ way of
life. It is there to help with healing, and dealing with problems on a long-term basis
where necessary. It can help clients to make informed choices about whether to
have an HIV test. It would be unwise for people to have HIV tests without first
having information about the test and test results. People also need to think about
how they will feel and what they will do if the test is positive. Counselling also
motivates people who discover they do not have HIV to plan to stay that way.

As a VCT counsellor, you need to know what is
involved in the post-exposure prophylaxis (PEP)
treatment when you are counselling rape and
domestic violence survivors. It is also important to
understand the trauma and treatments related
to being a survivor. During the counselling
process, also make sure that you reinforce
and support other service provisions that
your clients may be receiving.

The process of VCTVoluntary counselling
and testing (VCT) HIV testing may not take place without pre- and post-test counselling. This means

that before an HIV test can take place, a client must undergo a counselling session
to discuss the risks and benefits of the HIV test.  

There are three main phases to the VCT process:

pre-test counselling;

post test counselling;

ongoing HIV and AIDS counselling.

Pre-test counselling is important because it offers clients a critical opportunity to
decide, after counselling, whether to have an HIV test. Below we outline the
process in a number of steps. Different counsellors will obviously have different
styles and approaches, but the following may serve as a guide:

Pre-test counselling

In the dialogue, you, the VCT counsellor, explain what counselling is and what your
role is. You may ask your clients to respond to questions like:

“Why did you decide to come for counselling?” 

This will help you to begin to assess your client’s risk and vulnerability to infection. 

“Could you talk a bit about your personal history?” 

Key questions to ask here about domestic violence include:

- Has your current partner or any other partner ever threatened to hurt you?

- Has he or any other partner ever pushed or shoved you?

- Has he or any other partner ever slapped you or thrown something at you that
could hurt you?

- Has he or any other partner ever physically forced you to have sex when you
did not want to?  

“Do you have any health problems?” “If yes, could you tell me about them?” 

If your client talks about having sexually transmitted infections (STIs), then there
could be a greater risk of your client testing HIV positive.

“Tell me what you know about HIV and AIDS?” 

“What do you think your risk of having contracted HIV is?”

Questions to ask 



� concrete
definite; solid; 
well thought out

89

� prioritise
make it the most
important
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As a VCT counsellor you should then do the following:

Offer information about HIV and AIDS that clients do not seem to know already.

Inform clients about the test, how it happens and what to expect. Inform
them that the testing process can involve about three or four tests over a
period of six months to be sure about the result.

Discuss how people living with HIV and AIDS can live positively.

Discuss different ways clients can solve problems. Help them to prioritise
which problem to deal with first. 

Discuss the advantages and disadvantages of having the HIV test.

Ask clients to think about what effect it would have on their lives to receive
these different results: 

(a) HIV positive

(b) HIV negative

(c) indeterminate

See HIV tests on pages 16 – 20. 

Ask clients to talk about what kind of support systems they have. Do they
have people they can trust and disclose to? Are they living in a violent
relationship? Do they have family or friends who will support them? 

Ask clients how they have coped with problems in the past.

Do not give your clients the HIV test without being completely
sure that you have their informed consent. See The rights of the
client who decides to have an HIV test on pages 16 – 17 for
more information on informed consent.

Tell your clients that they are free to decide whether to have
the HIV test or not.

Tell your clients that their test results are
confidential. See Confidentiality on page 16.

If clients decide to go ahead with the test,
explain which test you are giving them and
what it involves. Explain that HIV test results
are never given over the phone. Set an
appointment for them to return for their test
results and explain that you will give them
post-test counselling along with the result,
whether it is HIV positive or negative.

Post-test counselling is required by law. If your client has been raped or is in a
violent relationship, it is important to read the sections on these issues, to make
sure that your counselling is appropriate to their circumstances.

See Treatment checklists on pages 63 – 69; information on rape trauma on pages
46 – 58; Trauma of domestic violence on pages 80 – 81.

When clients return for their test results, you will:

Give them the test result.

Encourage them to tell you their feelings about being HIV positive, negative or
indeterminate.

Help them to talk about the issues you spoke of during the pre-test counselling
session, including any plans they may have made.

Discuss any immediate problems, and help them to decide on a plan of action.

Find out whether they can discuss the test and its result with their partners and
whether their partners will undergo VCT. If they are in a violent relationship, refer
them to organisations that support people in that situation. See Contacts and
resources on pages 121 – 141.

Discuss issues to do with negotiating safer sex in the future to help prevent STIs
including HIV, and unwanted pregnancy. Refer them to support organisations.
See Contacts and resources on pages 121 – 141.

Answer any questions they may have, and provide them with useful information
in writing if this will help them to remember.

Discuss positive living, whatever the test results are. If they do not have HIV, it
is important to talk about ways that they can remain that way. If they do have
HIV, they need to think about ways of living healthily. See Living with HIV on
pages 101 – 115.

Share information on what resources are available in their communities, such as
readings, organisations, counsellors, and support groups. See Contacts and
resources on pages 121 – 141.

Make sure that clients who have discovered that they have HIV do not leave in
despair. They must leave the counselling session with a concrete plan of what
they are going to do next. Be alert to any sign that they may want to commit
suicide. If you think there is this danger, refer them immediately to a support
organisation. See Contacts and resources on pages 121 – 141.

Make another appointment for your clients to see you. Write the date and time
on an appointment card or paper to help clients remember. If they are afraid of
a violent partner seeing the card, then discuss another way of reminding them
to keep the appointment.

Post-test counsellingWhat to do next

6 Voluntary counselling and testing (VCT)
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continuous; 
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Clients need to understand that HIV and AIDS counselling does not stop with a
test or a test result. Counselling is an ongoing process.

Depending on the result of the test and the particular circumstances that
clients are living in, ongoing counselling can help them to: 

manage the impact that living with HIV has on their lives and on those
around them;

help them to accept the result and to approach life in a positive way;

explore the advantages and disadvantages of telling other people about their
HIV status, including whether and how to disclose to a violent partner. See
Disclosing to a violent partner on pages 91 – 92;

feel that they have emotional and psychological support from you as a
counsellor.

identify who else can be of support;

plan for the future, and for those they are responsible for, such as children
or siblings;

understand that stress and anxiety will add to their health problems;

learn how to deal with opportunistic infections if they have HIV;

explore issues around death and dying, when appropriate;

identify resources that will help them to cope, including any government grants
that they may be able to receive. See Living with HIV on pages 101 – 115;

work out the best way of healing, both physically and psychologically, from
rape or from living in a violent relationship.

Ongoing HIV and AIDS counselling

This guide does not focus on VCT for children. Children who have survived
rape can be given PEP, but they need special doses of medicine and should
be supervised by people trained in child healthcare. They also need help
from counsellors who are trained to work with children and trauma. The
issue of informed consent with children is complicated. For more
information contact The Children’s Rights Centre (031) 307-6075 or e-mail
info@childrensrightscentre.co.za

VCT and children

Section 42 of the Child Care Act says that people who suspect that a child is
being abused must report it to the Director General of the Department of Social
Development. You can be charged in court for ignoring child abuse.

Reporting child abuse

Disclosing to a violent partner
There are many difficult circumstances to consider around disclosing to violent
partners. There are no easy answers to any of these problems, and you will have to
be sensitive to the individual situations of your clients.

There are benefits to disclosing HIV-positive status that you and your clients can
explore. These should always be considered in the context of what your clients are
feeling and their particular living circumstances. Disclosing HIV-positive status may
be helpful because:

It can be difficult to hide the HIV medicines that need to be taken when living
with HIV.

Your client’s partner could also be living with HIV. If they do not practise safer
sex and avoid having sex during menstruation, there is the risk of re-infection
with HIV and getting sick more quickly.

It is best if both partners know their HIV status so they can both get
treatment and follow a positive living plan.

It can be very stressful keeping a secret about having HIV. It may stop
clients getting the emotional, practical, medical and other support
they need.

Clients have to plan for the future, especially if they have
dependants.

Why disclosure?

“We do not encourage disclosure to a violent partner. It
is just not healthy for any woman because there is no
guarantee of her safety. The risks far outweigh the benefits
because women really have no power in such relationships.
However, we always give the woman the choice to decide.
If she wants to disclose, then we accept that decision and
help her the best we can through the process.” 
– service provider, Mpumalanga
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ask for
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Your clients will have to consider their own state of mind and safety, and also
consider what might happen to them and their families if they disclose their HIV
status to their violent partners. 

Clients living in violent relationships, who disclose that they have HIV, run the
risk that their partners will become more violent and abusive. It will be much
harder for clients to negotiate safer sex, for example. This increases the chance
of other kinds of infection, and the possibility of HIV re-infection.

If clients do not disclose that their HIV-positive status to their partners, but try to
negotiate safer sex, using condoms, for example, this might make their partners
suspicious and lead to more violence.

You will need to help clients in abusive relationships think through if, and how,
they will disclose their HIV status. In some situations, it may be safest for your
clients not to disclose until their situation improves. But they will still need to
think through how to continue their sexual relations in as safe a way as possible,
to avoid re-infection and infecting their sexual partners. It is important to support
your client in whatever decision she makes.

Things to consider

The following are ways that you might open discussion with clients about
disclosure:

“Does your partner ever talk about HIV and AIDS?” If yes, “Can you talk
about the kinds of things he says?”

“Have you ever talked about the possibility of one of you having HIV?” If yes,
“What was his response?”

“How do you think he may respond to your disclosing to him that you are
living with HIV?” 

Here you may find your clients saying things like:

-  “He will be violent towards me, even kill me.”

-  “He will abandon me.”

-  “He will divorce me – and this means I will no longer have help with his
income, or his medical aid.”

-  “He will accuse me of sleeping around.”

-  “He will humiliate me in front of my children, my family, my community.”

-  “He will say there is no such sickness as HIV or AIDS.”

-  “He will refuse to go for a test – for different reasons.”

“Let’s go through all the difficulties and see if we can find ways of dealing
with them.”

“How can we help you to develop a safety plan for your disclosure?”

Suggestions on how you could discuss issues with clients 

Practical help for
abused women

It is very difficult to practise safer sex in a violent relationship. Women who want to
try to protect themselves from HIV infection may consider:

telling their partners that their contraceptive method does not agree with them,
and that they need to use condoms instead;

suggesting that they use the female condom.

Safer sex

A safety plan serves two purposes:

1. It can help clients plan how to protect themselves when the next violent
incident occurs.

2. It can assist clients to leave their violent partners, if this is what they choose
to do.

Developing a safety plan

How to develop a safety plan
Here are issues to discuss:

1. Do clients need immediate medical or psychiatric help? If they seem suicidal,
refer your client immediately to a helping organisation
for counselling assistance. In extreme
cases, you may need to help someone
book into a psychiatric facility. 

2. If they feel that they are in danger,
do they have trusted friends or
family they can stay with? 

3. Do they want to go to a shelter
immediately?

4. If there is no space in a
shelter, or a shelter is not
available, is there anywhere
else they can go or be
referred to?
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5. If they do not want to go to a shelter, give them written information about
shelters and other resources. Strongly recommend that they keep this
information in a safe place where their partner will not find it. This could be
at a trusted family member or friend’s house, or at work. 

6. Clients should also hide important documents and things, such as identity
documents, passports, children’s birth certificates, bank details, and some
money, in case they need to leave home in a hurry. 

7. Clients should know a place in the house where they can hide and have a
plan of how to get out of the house quickly and unnoticed in the case of an
emergency.

8. Clients should have a suitcase for themselves and their children with clothes
and other essentials ready if they need to leave suddenly and quickly.

9. Do they want counselling immediately to help deal with the stress and
psychological effects of the abuse?

10. Do they want to return to their partner, with a follow-up appointment for
counselling at a later date? Who will they call if they need urgent help? 

11. Do they need a referral to local organisations that help people in violent
relationships? Such organisations can provide them with counselling, and
information about their legal rights. 

12. Are there any emergency grants that clients can get from the government?
For example, emergency food parcels through the Department of Social
Development. They can find out about this through local child and family
welfare societies.

13. Are your clients aware of the protection offered by the Domestic Violence
Act? Outline the steps involved in applying for a protection order, exploring
the suitability of this option with regard to your clients’ circumstances.

A protection order in terms of the Domestic Violence Act can help stop any form of
domestic violence. (See What is domestic violence? on pages 76 – 77 for a list of
behaviours considered to be domestic violence.) It is an order from the court telling
abusers that they must stop the behaviour or face the legal consequences. Clients
who are being abused can apply for a protection order to protect them from further
abuse from their partner, ex-partner or other relative.

Clients who have HIV and live in violent relationships can
also use a protection order to protect themselves from
abuse.  Many partners threaten to tell other people about
their partner’s HIV status, or they assault and threaten
their partners once they know about their HIV status, or
they simply abandon them.  All these behaviours can be
dealt with through a protection order.

Protection orders and HIV

The Domestic Violence Act (no 116 of 1998)

A protection order can protect:

married, divorced or separated couples;

couples living together (including gay or lesbian couples) who are not married;

parents of a child;

family members (including the extended family);

people who are engaged or dating one another;

children;

people who share the same house or flat (flatmates, housemates).

Who does a protection order protect?
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Clients can apply for a protection order by going to the court either:

where they live, work or own a business; or 

where the abuser lives, works or owns a business; or

where the abuse happens.

Clients can apply for a protection order:

during ordinary court hours;

after hours;

over weekends.

It is important to know that it is often very difficult to apply for a protection order
after hours or over weekends, so if it is possible, advise your client to do so
during weekday court hours.

If clients need to apply for a protection order after hours, you can help them by
contacting the nearest police station and asking for the name and contact
details of the magistrate on after-hours duty in the area. 

Your clients can apply for a court order this way:

1. Fill out an application form for the protection order. The clerk at the court can
help them. Clients can also ask friends, legal consultants or other service
providers to help them fill out the form.

2. The clerk will take your client’s application to the magistrate.

3. The magistrate will prepare a notice to the abuser telling him about the
protection order. The abuser will be told to come to court on a particular day
for the hearing.

4. This notice is delivered (or served) to the abuser by the sheriff, or the police.

Applying for a protection order

Both your client and the abuser must go to the hearing.

If the abuser does not appear in court on the day of the hearing, the protection
order is granted.

If the abuser does appear in court on the day of the hearing, the court hears
evidence from both your client and the abuser. Witnesses can also be called.

When the magistrate has heard all the evidence she will decide whether or not
to issue a protection order.

If the protection order is granted, a copy is served on the abuser.

Your client will also receive a copy of the protection order and a suspended
warrant for the abuser’s arrest. It is important to keep the warrant in a safe place.

A copy of the order is also sent to the police station of the client’s choice.

What happens in court?

A protection order can tell the abuser:

to stop abusing his partner and to order others not to abuse her either;

not to enter the family home or his partner’s workplace;

to pay the rent or bond;

to stop having contact with a child;

to provide money for food and other household expenses.

A protection order can tell the police to:

take away the abuser’s guns or other dangerous weapons;

provide an escort for your client so that she can fetch her things.

How does a protection order help?

Your client must call the police and give them the warrant for arrest. She may be
asked to make an affidavit stating what the abuser has done to breach the
protection order. 

The abuser should then be arrested or given a notice to appear in court. It is
important to remind clients that, once one arrest warrant has been used, they must
go back to court to get another one. Clients must always have warrants in case the
abuser harms them again.

What if the protection order is broken?

Your client must tell this to the court. The government will provide your client with
financial assistance.

What if your client cannot pay the sheriff’s fees to
deliver the notice?

Your client must ask the court for an interim protection order. This order will give
emergency protection until the hearing.

What if the client needs protection urgently?
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How can the police help?
If your client reports a case of domestic violence to the police:

They must tell her about her rights and her options.

They can send a police officer to her home to protect her from further abuse.
They can also take away the abuser’s weapons if he is threatening her.

They can help her find a shelter and a counselling service.

They can help her get medical care, if she needs it.

They must arrest the abuser if he does not
obey the protection order.

If a police officer does not help your client,
she can report him or her to the station
commander. She can also contact her
local police area commissioner, or the
offices of the Independent Complaints
Directorate (ICD).

“We contacted the magistrates’ court in our district and
requested a list of  the magistrates who do after-hours duty. We
sometimes need a magistrate to issue an urgent court order or
protection order and we can’t always rely on the police to give us
correct or timeous information.” 
– service provider, Mpumalanga

If clients need more information or help with a problem of domestic violence,
they can:

talk to a healthcare worker at the clinic;

talk to a counsellor from the local non-governmental organisation or the
Department of Social Development office;

phone the national toll-free Stop Women Abuse Hotline: 0800 150 150.

More information

The abuser can be sent to prison for up to
five years.

The abuser can be fined.

The abuser can be fined and imprisoned.

What will happen to the abuser?
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Maintenance and medical aid
If your client is married, by law her husband has to support her. This support
includes paying her medical expenses. Your client needs to understand that the
duty of support is based on two factors:

1. her own needs;

2. her husband’s ability to pay.  

If your client’s husband:

is unemployed, the court will not order him to support her until he is employed.

does not earn enough to pay for your client’s medical expenses, the court
will not order him to do so.  

is a member of a medical aid, and can afford to pay the contributions for your
client, she should make sure that he does. She will be able to get treatment
paid for through the medical aid. 

Advise your client that she will not be able to claim any financial support once
she is divorced.

If your client is married and living with HIV, she has the right – even if she is
separated from her partner – to receive financial support from him.  This means
that if she is unable to pay for medical treatment, he is legally obliged to help
her, if he can afford to do so. If she gets divorced, she will lose this right.

If your client is not married, but is living with a partner, she cannot demand to have
access to his medical aid. This is because South African law does not recognise
a duty of support between people who live together, but are not married.

People married under customary law have the same rights as people married
under civil law since the Recognition of Customary Marriages Act was passed
in 1999.

In many cases the law will recognise same-sex
relationships in the same way that marriages are
recognised and protected. In a same-sex
relationship, a partner can be included on
the medical aid of the other.

The right to have access to her partner’s medical aid

Living 
with HIV

In this section you will find information about:

Women’s shelters;

Suggestions for living positively;

Anti-retroviral treatment (ART);

Grants.
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Women’s shelters 
Shelter workers cannot legally turn women away if they have HIV. It is against
the Constitution to do so. But shelters do need to consider how they will provide
care and support for women with HIV, particularly when they become ill. Shelters
will also have to work out ways of dealing with discrimination against women
who are living with HIV within the shelter.

Confidentiality in shelters works the same way as in other environments. The
resident’s HIV status may not be disclosed without her consent. In shelters
specifically for people living with HIV and AIDS, residents may be open about
their status. However, the rules around confidentiality should be followed anyway.

See Confidentiality on page 16.

Confidentiality

For abused women and rape survivors living with HIV and AIDS, living in a
shelter can add to their stress and trauma. Clients may live in crowded
conditions, with many other people that they do not know, in a home that is not
familiar. If they have children with them, the circumstances can be even more
difficult. The children may be traumatised because they have witnessed violence
against their mother. They may feel confused and angry because they have had
to leave their homes, sometimes without warning, and are now in a strange
environment, away from the people and things they know. It is important that
everyone working and living in shelters keeps these realities in mind.

Shelter living

In many shelters, living conditions may be crowded. Clients may find themselves
sharing a home with up to 30 other people. Some residents may have HIV, some
may be sick with AIDS. Whatever the circumstances it is important for all
residents and shelter workers to stay as healthy as possible.

Staying healthy

Food in shelters is usually bought and prepared in bulk. Residents are usually
responsible for sharing in the preparation of food. It is important that all food be
kept and prepared in sanitary conditions so that germs do not spread and cause
people to get ill. Residents with HIV or those who are sick with AIDS can usually
eat the same foods as everyone else. In fact the more they eat the better. People
with HIV and AIDS can also prepare food for other people. 

Preparing food 

Some tips to make sure everyone stays healthy include:

Keep fresh food well refrigerated.

Wash all fresh vegetables and fruits thoroughly. 

Cook all meat to well done. Eating meat cooked
rare is not healthy for most people and
particularly not for people with HIV or those who
are sick with AIDS.

Wash hands before handling food, and wash
them again between handling different foods.

People with diarrhoea should not prepare food.

Germs can spread easily in a shelter. This is especially dangerous for people with
HIV or AIDS because their immune systems are not as strong to fight off infections.
To avoid getting or spreading infections:

Wash your hands often with warm, soapy water.

Wear disposable latex gloves if you may come into contact with blood or other
infectious body fluids while you are caring for anyone who is sick. Use each pair
of gloves only once.

Wear gloves when you are changing bed linen that has any body fluids that may
have infected blood, vomit, semen, vaginal fluids, urine or faeces.

Cover any cuts or sores you have, especially on your hands in case you come
into contact with blood or other infectious body fluids.

Flush all liquid waste (vomit, urine, blood) down the toilet. Be careful not to
splash anything when you pour the liquids into the toilet. Wear disposable
gloves when getting rid of any liquid waste. 

Wastes that cannot be flushed down the toilet, such as paper towels, sanitary
pads, wound dressings, bandages, nappies and other items with blood, semen or
vaginal fluid should be put carefully in a plastic bag and tightly sealed or knotted
so that nothing can fall out of the bag. The bag can be thrown in the dustbin, but
make sure that the bin is out of the reach of children and is emptied regularly.

Make sure the shelter is kept clean and dusted. Clean bathrooms often and use
bleach or a strong household disinfectant to clean toilets, sinks and bathtubs.

Guarding against infections
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Suggestions on living positively
This guide does not offer extensive advice on living positively. You will find
organisations and websites that focus on this in Contacts and resources on
pages 121 – 141.

Every service provider, partner, family member, friend, co-worker and community
member can play a role in helping people live positively. 

Stress has a destructive effect on the body’s immune system. It can cause
depression. People living with HIV need to live in a supportive environment
where they are treated with respect. The words we use can hurt, so we
encourage you to use and promote concepts like ‘living positively’. It is not
helpful to speak about people living with HIV as having a ‘death sentence’. 

Use “living with HIV” instead of “she is HIV positive” – which can make a
person feel bad.

Use “he has contracted HIV” rather than “he has been infected by HIV”.

Everyone can help

People who have contracted HIV have to find ways of accepting this. If they
make an enemy of something that is in their body, they will:

find their stress gets worse;

have negative emotions;

have low energy levels. 

People living with HIV need to be mentally and physically strong. They need to
develop a way of life that will keep them stronger for longer. 

Here we offer some suggestions on living positively.
You might like to consider photocopying this
information for your clients, or writing it out for them.
It is hard for people living with trauma, like surviving
rape or being in a violent relationship, to remember
a lot of information.

Positive living

When people find out that they have contracted HIV they may feel a whole range
of emotions, like anger, sadness, disbelief, fear, being overwhelmed, shocked – or
they may feel emotionally frozen. Each person is different, and is likely to have
different feelings at different times. Dealing with the news may be a lot worse for
rape survivors and women living in violent relationships.

When your client finds out that she has contracted HIV, it is a crisis. Encourage her
to talk herself through a process of accepting her feelings. Reassure her that what
she is feeling is a normal response to her crisis. 

In the beginning she may feel tearful and not able to sleep well. She may not want
to eat, or be able to think about anything else. If she survived rape, she will also be
dealing with the news and her response to the rape at the same time. Living in a
violent relationship and getting the news about having contracted HIV is likely to
deepen and intensify the trauma she experiences from domestic violence.

Your client’s very intense feelings will lessen over time as she takes control of her
life as a person living positively with HIV. But if after about three weeks she feels
unable to cope at all, then she must seek counselling urgently.

Accept feelings and express them

Suggest to your client that she find ways of being good to herself emotionally and in
other ways. She could try to set personal goals, however small or big. If she lives with
other people at home, encourage her to make sure that the housework is shared. This
will help to create time for relaxation and rest.

Suggest to your client that she plans time to relax and do the things that give her
pleasure, meaning and fulfilment in life. This may be going on a picnic, listening to
music, baking, reading, playing games, exercising, writing in a journal or walking –
whatever helps her to relax.

Be good to yourself

Encourage your client to make it one of her projects to keep well informed about
HIV and AIDS. There are many places and people she can go to, to get good
information. These include NGOs, the AIDS Helpline, books, brochures, healthcare
workers, clinics, hospitals, websites and local libraries.

Keep well informed
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Explain to your client that other people may find it hard to really understand what
she is going through – especially if she has been raped or is living in a violent
relationship and also having to come to terms with having contracted HIV.
Encourage her to try to be patient with them. They have not experienced what
she has. She can try to explain her feelings and problems so that they can help
support her through all the different things she has to do. This way she will be
able to try and educate them and help them to be able to support her in a more
effective way. Different people can help her in different ways. She can:

talk to someone when she feels lonely, sad or angry;

get help on working out how to disclose that she is living with HIV;

join a support group of people living with HIV and AIDS;

join an organisation that is working towards a better life for people living with
HIV and AIDS;

go for ongoing counselling around healing from rape;

go for ongoing counselling around living in a violent relationship. 

See Contacts and resources on pages 121 – 141.

Get support 

Remind your client that the people around her are also affected by what has
happened to her, and by her health. Children especially need affirmation and a
sense of being loved and of being secure. Finding ways, however small, to offer
this will help your client to take control of her life. This is very important both for
rape survivors and for abused women.

Give support

Your client will find that if she tries to take things slowly and deal with her
problems one at a time, it will help her to have the energy and focus to deal with
each one. In the first few weeks after surviving rape, there are so many things
your client has to remember to do – appointments to keep, medicines to take –
that it will really help her a lot if she is able to write things down on a calendar.
This may be difficult for someone who does not want to talk about her rape or
her HIV status. Talk with her how she can plan what needs to be done when, and
how she can make sure it is all done.

Deal with one problem at a time

Healthy food will not cure HIV. But eating a healthy diet can help to keep your
client’s immune system strong. Here are some suggestions for foods that will help
to do this. You might like to write it down for your client. It will be hard for her to
remember all your advice!

The skin of carrots, sweet potatoes and potatoes are good for you. Wash them
thoroughly before cooking, and then cook these with the skins on.

If you clean the peeled skins of vegetables well, you can use them to make
soup.

Try to steam rather than boil vegetables. When you boil vegetables in a lot of
water, you lose nutrients like vitamins and minerals. When you steam them, you
will keep more of the natural goodness.

You can eat the leaves of the following plants: beans, pumpkin, sweet potato
and beetroot. They are good for you.

Raw fruit and vegetables are also good for you.

If you are not a vegetarian, eat chicken and fish if you can afford to. 

Other foods or drinks that are good to have every day include:

- fresh food like fruit and vegetables;

- raw carrots;

- pumpkin, sesame, and sunflower seeds;

- nuts;

- grains;

- sunflower or olive oil;

- raw garlic – a couple of cloves a day
can help with sores in the mouth or
running stomachs;

- clean drinking water;

- ‘e’ pap (see following page).

Eat nutritious food

7 Living with HIV



� heterosexual
between a man
and woman

109108

‘E’ pap is a cereal that is enriched with the minerals and vitamins your body
needs. You do not have to cook it. You can mix it with clean cold water, milk,
maas, or yoghurt. It is soft and easy to eat. It will help you to keep strong.
Find out how to get ‘e’ pap from your local clinic, school, or pharmacy. ‘E’
pap is also good for when you have to take medicines with food.

Avoid eating sugar.

Try to grow your own fruit, vegetables and herbs.

Good supplements are selenium, Vitamin A, zinc, Vitamins C and B12. Get
advice on taking supplements from your healthcare facility. Pharmacies may
just want to sell you as many products as they can. But it is important to get
advice from someone who does not benefit from selling products.

Try to protect yourself from being exposed to infections that you might pick
up through dirty utensils or from other people who are sick.

If your client is living with HIV, she must visit her clinic for a check-up every three
or four months. Her healthcare worker will give her advice, and will help her to deal
with any problems she may have. She or he has a professional responsibility to
treat your client with compassion and respect. The healthcare worker can also refer
your client to other organisations that can help with problems that he or she is
unable to.

Go for regular medical check-ups

People living with HIV can get sick very easily. Every sickness makes their body
weaker. It becomes harder for the body to prevent the HIV virus from further
weakening their immune system. Recommend that your client:

goes to a healthcare facility, like a clinic, if she is sick;

makes sure that if the clinic finds that she has any new sicknesses or problems
that they treat them. If these sicknesses are not treated quickly, they may get
worse and make your client very sick.

Whether your client is in a same-sex or heterosexual relationship, using protection
like condoms and dental dams will help them to have a much greater chance of
avoiding:

transmitting HIV to their sexual partner;

getting or transmitting other sexually transmitted infections (STIs) – they will
weaken your client’s immune system.

Treat new infections and problems quickly

Encourage your client to take up or continue regular
exercising – for at least 20 minutes three times
a week. The exercise helps to release natural
body chemicals that make a person’s body and mind
feel better.

Exercise

Smoking cigarettes and dagga, and drinking alcohol do not help the body stay
strong. In combination with HIV, smoking and drinking can further weaken the
immune system and bring on AIDS sooner.

Cut down or stop smoking and drinking

Practise safer sex

Your client must follow through with all medicines, treatments and diets that she is
given. If she has very bad side-effects, she should go back to her healthcare worker
straight away. Sometimes her sexual partner may need treating too.

Be disciplined about treatments 
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Anti-retroviral treatment (ART)
There are ARVs that the government has promised to make available to people
living with HIV. The medicines help to keep a person’s immune system stronger
for longer. ART is good for the patient and the family because it allows a person
to live a longer and healthier life. If the patient is a breadwinner or parent, they
can continue to provide and care for their family.

Also see Overcoming practical difficulties around taking PEP on pages 59 – 69.

Anti-retroviral treatment (ART) is a combination of medicines that are given
to someone who is sick with AIDS. ART is not a cure for HIV, but it will help your
patient live a longer and healthier life. It helps make the immune system stronger
so that the body can fight off and prevent illnesses like pneumonia, TB and
diarrhoea.

What is ART?

Most people do not need ART when they find out they have HIV because they
still have a high CD4 count. They can still live for a long time before they start
treatment. A person should only start taking ART when their CD4 count drops
to 200 or below. 

Who should take ART?

Government has promised to make ART available to people living with AIDS. At
selected hospitals in all provinces, ART is already available to people living with
AIDS. People who are on medical aid and can afford to pay for the medicines,
can get them from private hospitals and pharmacies.

Where can you get ART?

Advise your client to do the following:

Have a treatment helper.

Before your client starts taking ART, advise her to have a treatment helper. This
could be a friend, family member or a counsellor (initially), who will remind him or
her to take the medicines at the same time every day. The treatment helper can also
assist if the client has side-effects.

Take the treatment at the same time every day.

If your client forgets to take the medicine at the same time every day, the HI virus
gets stronger, and after a while the treatment may not work. You can help your client
make a timetable of when she needs to take the medicines. This timetable can be
shown to the treatment helper who can remind the client to take the medicines.  

The medicines should not be shared with anyone. 

Your client may live in a household where other people besides her need treatment.
ART medicines cannot be shared because taking less than the prescribed dose
means that the treatment will not work for the client or those she shares it with. Not
taking the right dose of medicines could make the HIV stronger. So even if the client
does take the treatment properly the next time, it might not work.

Stop drinking alcohol before starting ART. 

Alcohol weakens the immune system. It may also lead to forgetting to take the
medication. If your client drinks alcohol, advise her to stop.

Have regular check-ups. 

Advise your client to have regular health checks at her healthcare facility. This will
allow the healthcare worker to treat any new illnesses or problems. He or she will
also make sure the treatment is working well.

Tell the healthcare worker if she is taking any other treatment. 

It is important to advise your client to inform the healthcare worker if she is taking
any other medicines, including vitamins or traditional medicines from an inyanga. If
these medicines are taken with ART, the treatment may not work, may have side-
effects or make the client sick. Advise your clients to write down the names of the
medicines they are taking or take them along when visiting the healthcare worker.
This will help the healthcare worker give the client the best care possible.

Use condoms when having sex. 

ART does not cure HIV, and having unprotected sex could spread the HI virus to a
partner who is HIV negative. Having unprotected sex could also increase the HIV in
your client’s body if she is HIV positive and has sex with someone who is also HIV
positive. If this happens, the treatment may not work.

How to make ART work for your client
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The medicines used for ART are very strong and can have side-effects.

The side-effects often go away after a few
weeks and the patient starts to feel better.
You need to educate your patient about the
side-effects so that she understands what is
happening to her. Many of the side-effects can be
treated if found early, so it important for your
client to inform the healthcare worker about
any side-effects immediately. It is important
not to stop treatment without consulting the
healthcare worker first.  

See HIV medicines on pages 21 – 22.

Problems with ART

These include:

nausea and vomiting; painful stomach;

painful legs; bad dreams;

headaches; feeling very tired;

skin rash; diarrhoea.

not sleeping well;

What are the side-effects of ART?

Grants
Here we look at some of the grants that may be available to your clients. 

The South African Government accepts that it has a responsibility to
care for people who cannot care for themselves. When people
are too young, sick, old or injured to look after themselves,
then government will provide social support where
possible. Section 27(1)(c) of the Bill of Rights in the
Constitution says: “everyone has the right to have access
to social security, including, if they are unable to support
themselves and their dependants, appropriate social
assistance.” 

There is a possibility that if your clients get very ill with AIDS, they can get a monthly
disability grant. 

To receive a disability grant, your clients must have a physical or mental disability
that prevents them from earning a living or getting employment. If they are too ill to
apply for the grant themselves, they can ask someone else to apply on their behalf.
This person will need to fill in the client’s details on the form.

Disability grant

7 Living with HIV

Clients must be South African citizens.

Clients must be 18 years of age or older.

Clients must have a medical report from a government doctor that shows that
they are medically unable to work and support themselves.

Clients must have an illness or disability that is permanent, or that is expected
to last for over six months.

The client’s spouse (if he or she has one) cannot afford to support him or her.
Spouses will have to pass a means test to show how much they earn.

Clients cannot be living in a government institution, like a prison or psychiatric
hospital.

Clients cannot be receiving any other social grant.

Who can get a disability grant?
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People cannot automatically get a grant because they are living with HIV.

HIV and AIDS are not in themselves disabilities, but illnesses caused by HIV
can lead to incapacity.

A disability grant is only given to someone who is unable to work. If a
person has HIV and is still fit to work, she cannot get a disability grant.

Things to remember about disability grants and HIV

Clients must go to the nearest Department of Social Development and take
with them: a bar-coded ID; proof of income or assets; proof of marital status;
a letter from their doctor; any other medical records they have.

The official will take these documents and give clients a medical report form
that must be filled in by a government medical official.

The medical report must explain that the client’s disability will last for more
than six months.

Clients must make a copy of the medical report and keep it.

Clients must take the medical report to the Pension Office and get a receipt
as proof that they have applied.

The stamp on the receipt should have the date of application and the
official’s signature.

Applications usually take three months to process.

How to apply for a disability grant

If clients do get a grant and they move to another place, they can get their
grant transferred to the new area.

If clients are too sick or old to collect their grant, they can get someone else
to collect it for them.

Other points about grants

Even if they qualify for a grant, clients will not automatically receive the full
amount available.

The department uses the ‘means test’ to work out how much a person
should receive. The more income clients get, the less they will get as a grant
amount. Richer people will not qualify for a grant.

Means test

A child support grant is given to a person who is caring for a child who is under 11
years old. In 2005, the grant will be extended to children under the age of 14 years. 

The grant is meant to support poor children. If your clients have children they are
responsible for, then tell them about this grant:

The main caregiver of the child or children qualifies for a child support grant.

The caregiver does not have to be the mother of the child.

If the child is in a home or special institution, your client cannot apply for a child
support grant.

Clients need these documents to apply for the grant:

- bar-coded ID (their own and their spouse’s, if they are married); 

- bar-coded birth certificate of the child;

- proof that the person making the application is the main caregiver. This must
be sworn in an affidavit;

- proof of marital status;

- proof of income (for themselves and their spouse, if they are married).

Other grants for children include:

Foster care grant;

Care dependency grant;

Social relief of distress;

Grant in aid.

To find out more about these grants and how to apply for them, contact the nearest
Child and Family Welfare Society office. The welfare officials will be able to explain
the grants to your clients, and also help with applying for a grant. Clients can also
find out more about government grants by calling their provincial Department of

Social Development or visiting the
department’s website on www.gov.za

Child support grant

7 Living with HIV
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8 Self-care for service providers

� debriefings
meetings where you talk
about your feelings

119

� perpetrators
the people committing
the crimes

� impact on
affect

118

Warning!
Being a service provider for rape survivors and women living in violent
relationships is not easy. You listen to survivors’ stories and take in their suffering.
You see evidence of terrible violence that perpetrators have inflicted on clients,
and try to help as best you can, but often without all the resources you need.
Because these stories impact on you too, you need to protect yourself from
getting sick, emotionally, mentally and physically, from your work. If not, you may
have periods of:

sadness and depression;

sleeplessness;

a general feeling of anxiety; 

other forms of suffering that are linked to
trauma work.

You may also:

look at the world in a negative way;

find it hard to deal with life;

feel hopeless about life;

feel physically exhausted;

get depressed.

Your home and work relationships
may also be negatively affected.

Get regular exercise.

Get enough sleep.

Eat healthy food.

Have a good balance of work and play in your life.

Set time aside for relaxation – do whatever helps to soothe and relax you.

Have contact with nature – walks in the countryside, picnics in a park.

Find ways to express your creativity – dancing, sewing, drawing, acting, poetry
writing, craft-work – anything that allows you to express yourself in a creative way.

Strengthen your skills in areas like assertiveness, interpersonal communication
and time management.

Keep in touch with your spiritual side – meditation, worship.

Be aware of who you are and what you want to do with your life.

Keep a good sense of humour – laughing releases chemicals called endorphins
that are good for stress release.

Maintain your support network – friends, family, book clubs, stokvels.

Get help when you need it.

Personal strategies

Keep a balance in the quantity and quality of your work tasks.

Set boundaries – for example, keep to your appointment time periods with
clients; do not overwork. It is very important that you keep some personal time
for yourself.

Get support or help from your colleagues, through regular stress debriefings.

Get crisis support or help from your colleagues if you feel you need it urgently.

Get training to strengthen your confidence and make you more effective.

Know clearly why you do the trauma-related work you do.

Take breaks so that you can refresh your mind and body.

If the situation has become serious, seek professional help from a counsellor.
Make a practical self-care plan that allows you to slowly regain your old self.

Professional strategies

These are some steps you can take to prevent or manage some of the stresses
that come from this kind of work: 

Preventing work-related stress: your self-care management plan
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9 Contacts and resources
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Hospitals

District

NELSON
MANDELA

Name of Hospitals

Dora Nginza Hospital

Contact details

Tel: (041) 406-4111 

Fax: (041) 464-4683

Livingstone Hospital Tel: (041) 405-9111 

Fax: (041) 405-2424

AMATOLE Bedford Hospital Tel: (046) 685 0043/0361

Fax: (046) 685-0819

Bisho Hospital Tel: (040) 635-2950

Fax: (040) 635-2848

Butterworth Hospital Tel: (047) 491-4161

Fax: (047) 491-4217

Cathcart Hospital Tel: (045) 843-1029

Fax: (045) 843-1559

District Name of Hospitals Contact details

Cecilia Makiwane

Hospital – also a

Thuthuzela Centre

Thuthuzela Centre

Services:

receive rape victims;

provide HIV pre- and
post-test counselling;

supply PEP;

responsible for trauma
debriefing;

responsible for
medication follow-ups
and refer to relevant
centres for management.

Tel: (043) 708-2111 

Fax: (043) 760-2252

Tel: (043) 761-6667

Frere Hospital Tel: (043) 709-1111 

Fax: (043) 743-4065

Grey Hospital Tel: (043) 643-3300

Fax: (043) 643-3300

Komga Hospital Tel: (043) 831-1013

Fax: (043) 831-1338

Ngqamakwe Hospital Tel: (047) 487-0166/67/68

Fax: (047) 487-0180

Eastern Cape

Nompumelelo Tel: (040) 673-3321/23/46

Fax: (040) 673-3744

S. S. Gida Hospital Tel: (040) 658-0043/0101/0105

Fax: (040) 658-0010

Settlers Hospital Tel: (046) 622 2215

Fax: (046) 622 5366

Stutterheim Hospital Tel: (043) 683-1313

Fax: (043) 683-1167

Tafalofefe Hospital Tel: (047) 498-0026/7099

Fax: (047) 498-7088

Taylor Bequest Hospital Tel: (039) 257-0007/43/55

Fax: (039) 257-0053

Tower Hospital Tel: (046) 645-1122/20/23/26

Fax: (046) 645-2623

The hospitals and clinics listed here all provide PEP to rape survivors.
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District Name of Hospitals Contact details District

CACADU

Name of Hospitals

Humansdorp Hospital

Contact details

Tel: (042) 295-1100

Fax: (042) 291-0204

Midlands Hospital Tel: (049) 892-2211

Fax: (049) 892-2950

Willowmore Hospital Tel: (044) 923-1127

Fax: (044) 923-1489

CHRIS HANI All Saints Hospital Tel: (047) 548-1111/3

Fax: (047) 548-1116

Cradock Hospital Tel: (048) 881-2123 

Fax: (048) 881-2804

Frontier Hospital Tel: (045) 839-4001 

Fax: (045) 839-2240/808-4240

Mjanyana Hospital Tel: (047) 547-1001/2

Fax: (047) 547-1005

Holy Cross Hospital Tel: (039) 252-0091 

Fax: (039) 291-0204

Rietvlei Hospital Tel: (039) 260-0000

Fax: (039) 260-0005/6

Sipetu Hospital Tel: (039) 255-0077

Fax: (039) 255-0097

Mount Ayliff Tel: (039) 254-0230/7

Fax: (039) 254-0190

Greenville Hospital Tel: (039) 251-3009/10/11/12

Fax: (039) 251-3007

Madwaleni Hospital Tel: (047) 576-9296/440/410/050

Fax: (047) 576-9296

OLIVER TAMBO

St. Patrick’s Hospital Tel: (039) 251-0236

Fax: (039) 251-0286

UKHAHLAMBA Aliwal Hospital Tel: (051) 634-2381 

Fax: (051) 634-1604 

Burgersdorp Hospital Tel: (051) 653-1882 

Fax: (051) 653-0534

Cloete Joubert Hospital Tel: (045) 971-0059

Fax: (045) 971-0193

Cofimvaba Hospital Tel: (047) 874-0111-4

Fax: (047) 874 0115

Dordrecht Hospital Tel: (045) 943-1195/1019

Fax: (045) 943-1939

Elliot Hospital Tel: (045) 931-1321/22/32

Fax: (045) 931 1132 Ext. 215

Glen Grey Hospital Tel: (047) 878-0018

Fax: (047) 878-0078

Jamestown Hospital Tel: (051) 641-0722/911

Fax: (051) 641-0848/911

Joubertina Hospital Tel: (042) 273-1531

Fax: (042) 273-1563

Lady Grey Hospital Tel: (051) 603-0093

Fax: (051) 603-0246

Steynsburg Hospital Tel: (048) 884-0241/42/43

Fax: (048) 884-0348

Umlamli Hospital Tel: (051) 611-0090/79

Fax: (051) 611-0021

St. Barnabas Hospital Tel: (047) 555-1010/11/12

Fax: (047) 555-1013

St. Elizabeth Hospital Tel: (039) 253-1111

Fax: (039) 253-1116

St. Margaret’s Hospital Tel: (039) 259-9222

Fax: (039) 259-9232/0646
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District Name of Hospitals Contact details
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THABO

MOFUTSANYANE

Metsimoholo Hospital Tel: (016) 976-0270

Fax: (016) 973-1274

Elizabeth Ross Hospital Tel: (058) 789-1213 

Fax: (058) 789-1213

XHARIEP Diamond Hospital Tel: (051) 724-0079

Fax: (051) 724-0414

Mafube Hospital Tel: (058) 813-1040 

Fax: (058) 813-2705

Phekolong Hospital Tel: (058) 303-5123

Thebe Hospital Tel: (058) 622-1112

Embekweni and Stoffel

Coetzee Hospital

Tel/fax: (051) 683-1120

LEJWELEPUTSWA

MOTHEO

Kopano Hospital Tel: (057) 352-4375

Botshabelo Hospital Tel: (051) 533-0111

Dr J.S. Moroka Hospital Tel: (051) 873-2233

Tshepong Hospital Tel: (051) 403-9600

Free State

Northern Free State

District Name of Hospitals Contact details

Gauteng

EKURHULENI Edenvale General Hospital Tel: (011) 882-2400

Fax: (011) 882-0644

Germiston Hospital Tel: (011) 345-1200

Fax: (011) 825-5425

Far East Rand Hospital Tel: (011) 817-1426 

Fax: (011) 817-3525

Sinakekelwe Clinic,

Natalspruit Hospital

Tel: (011) 389-0563 

Fax: (011) 909-3015

Pholosong Hospital Tel: (011) 738-5020 

Fax: (011) 738-5030

Tembisa Hospital Tel: (011) 923-2116/2053/2188

Fax: (011) 920-1195

JOHANNESBURG Coronation Hospital Tel: (011) 470-9000 

Fax: (011) 477-4117

Helen Joseph Hospital Tel: (011) 489-1011 

Fax: (011) 726-5425

Johannesburg Hospital Tel: (011) 488-4911 

Fax: (011) 642-1612

South Rand Hospital Tel: (011) 435-0022 

Fax: (011) 435-0038

Nthabiseng Centre,

Chris Hani Baragwaneth

Hospital

Tel: (011) 933-1206

Fax: (011) 933-2118

Hillbrow Community

Health Centre

Tel: (011) 720-1121/29

Fax: (011) 722-2288
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District Name of Hospitals Contact details

TSHWANE

Pretoria Academic Hospital Tel: (012) 354-1000

Fax: (012) 354-1702

Soshanguve Clinic Tel: (012) 790-3305/9

Fax: (012) 790-3591

Kalafong Hospital Tel: (012) 318-6400 

Fax: (012) 373-4710

Garankuwa Hospital Tel: (012) 529-3111 

WEST RAND Carletonville Hospital Tel: (018) 787-2111 

Fax: (018) 788-4120

Discoverers' Memorial

Hospital

Tel: (011) 674-1200

Fax: (011) 472-4880

Yusuf Dadoo Hospital Tel: (011) 951-6000

Fax: (011) 953-4726

District Name of Hospitals Contact details

BOHLABELA Mapulaneng Hospital Tel: (013) 799-0214

Fax: (013) 799-0127

Limpopo

CAPRICORN 

Tintswalo Hospital Tel: (013) 795-5000

Fax: (013) 795-5804

Botlokwa Health Centre Tel: (015) 527-0023

Fax: (015) 527-1921

MOPANI

Kgapane Hospital Tel: (015) 328-3510 

Fax: (015) 328-3506

Lebowakgomo Hospital Tel: (015) 632-5894 

Fax: (015) 632-6718

Letaba Hospital Tel: (015) 303 1711

Fax: (015) 303 0207

Mankweng Hospital Tel: (015) 267-0330 

Fax: (015) 267-0206

Polokwane/Pietersburg

Hospital

Tel: (015) 287-5000

Fax: (015) 297-2604

Duiwelskloof Tel: (015) 309-9241

Fax: (015) 309-9828

Maphuta M. Malatsi

Hospital

Tel: (015) 769-1520

Fax: (015) 769-3531

C. N. Phatudi Hospital Tel: (015) 355-8000 

Fax: (015) 553-3434

Nkhensani Hospital Tel: (015) 812-3251

Fax: (015) 812-2461

Sekororo Hospital Tel: (015) 383-0006

Fax: (015) 383-0059

SEDIBENG Heidelberg Hospital Tel: (016) 341-2171 

Fax: (016) 341-1100

Johan Heyes Hospital Tel: (016) 950-6000 

Fax: (016) 933-7007

Sebokeng Hospital Tel: (016) 930-3000

Fax: (016) 988-2804
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District Name of Hospitals Contact details

Matlala Hospital Tel: (013) 264-9600

Fax: (013) 264-9616

St. Rita’s Hospital Tel: (013) 298-1000

Fax: (013) 298-1067

Elim Hospital Tel: (015) 556-3201

Fax: (015) 556-3160

Donald Fraser Hospital Tel: (015) 963-1778 

Fax: (015) 963-1776

Jane Furse Hospital Tel: (013) 265-1000/1

Fax: (013) 265-1013

SEKHUKHUNE

VHEMBE

Malamule Hospital Tel: (015) 851-0026

Fax: (015) 851-0620

Siloam Hospital Tel: (015) 973-0004

Fax: (015) 973-0607

Tshilidzini Hospital Tel: (015) 964-1061

Fax: (015) 964-1492

F. H. Odendaal Hospital Tel: (014) 717-5257 

Fax: (014) 717-1257

George Masebe Hospital Tel: (015) 423-6000

Fax: (015) 423-6004

Ellisras Hospital Tel: (014) 763-2227

Fax: (014) 763-2406

WATERBERG

Mokopane Hospital Tel: (015) 483-4000

Fax: (015) 483-2405

Potgietersrus-Voortrekker

Hospital

Tel: (015) 491-2236

Fax: (015) 491-3855

Warmbaths Hospital Tel: (014) 736-2121

Fax: (014) 736-5470

Witpoort Hospital Tel: (014) 769-0025

Fax: (014) 769-0064

District Name of Hospitals Contact details

Northern Cape

FRANCIS BAARD Barkley West Hospital Tel: (053) 531-0661

Fax: (053) 531-0577

Hartswater Hospital Tel: (053) 474-0148

Fax: (053) 474-0128

Ikhutseng Primary

Health Care

Tel: (053) 497-5878

Jan Kempdorp Hospital Tel: (053) 456-0126

Fax: (053) 456-0127

Thuthuzela Care Centre Tel/Fax: (053) 832-5148

Kimberley Hospital Tel: (053) 802-9111 

Fax: (053) 802-2432

Warrenvale

Primary Health

Tel: (053) 497-5309

Fax: (053) 497-4996

Central Karoo Hospital Tel: (053) 631-2123 

Fax: (053) 631-2859

Colesburg Hospital Tel: (051) 753-0772/1

Fax: (051) 753-0698

Douglas Hospital Tel: (053) 298-2812

Fax: (053) 298-1785

Griekwastad Hospital Tel: (053) 343-0011/0882

Fax: (053) 343-0044

Carnavon Hospital Tel: (053) 382-3036

Fax: (053) 382-3601

KAROO

Noupoort Hospital Tel: (049) 843-1448/9

Fax: (049) 843-1743

Prieska Hospital Tel: (053) 353-2037

Fax: (053) 353-2342

Victoria West Hospital Tel: (053) 621-0610

Fax: (053) 621-0586
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District Name of Hospitals Contact details

Garies Hospital Tel: (027) 652-1007/2

Fax: (027) 652-1302

Port Nolloth CHC Tel: (027) 851-8300/8563

Fax: (027) 851-7218

Dr Van Niekerk Hospital Tel: (027) 712-2018/9 

Fax: (027) 718-1180

NAMAKWA

SIYANDA Kakamas Hospital Tel: (054) 431-0866 

Fax: (054) 431-0878

Postmasburg Hospital Tel: (053) 313-0664 

Fax: (053) 313-0663

District Name of Hospitals Contact details

Western Cape

BOLAND Ceres Hospital Tel: (023) 312 1116

Fax: (023) 316-1135

Eben Donges Hospital Tel: (023) 348-1100

Fax: (023) 348-1211

Paarl Hospital Tel: (021) 872-1711 

Fax: (021) 872-4841

Robertson Hospital Tel: (023) 626-3155

Fax: (023) 626-1727

District Name of Hospitals Contact details

Dysselsdorp Hospital Tel: (044) 251-6201

Fax: (044) 272-2241

Alan Blyth Hospital Tel: (028) 551-1010 

Fax: (028) 551-1555

EDEN

George Hospital Tel: (044) 802-4451 

Fax: (044) 874-5017

Heidelberg Hospital Tel: (028) 722-1649

Fax: (028) 722-1920

Knysna Hospital Tel: (044) 382-3123 

Fax: (044) 382-3733

Stellenbosch Hospital Tel: (021) 887-0310

Fax: (021) 886-5454

Laingsburg Hospital Tel: (023) 551-1237

Fax: (023) 551-1528

Beaufort West Hospital Tel: (023) 415-2188 

Fax: (023) 414-2466

Murraysburg Hospital Tel: (049) 844-0053

Fax: (049) 844-0142

Prince Albert Hospital Tel: (023) 541-1300

Fax: (023) 541-1640

CENTRAL KAROO

Plettenberg Hospital Tel: (044) 533-4421

Fax: (044) 533-3846

Oudtshoorn Hospital Tel: (044) 272-8921 

Fax: (044) 279-2757

Riversdal Hospital Tel: (028) 713-2445

Fax: (028) 713-2010

Mossel Bay Hospital Tel: (044) 691-2011 

Fax: (044) 691-2001

Uniondale Hospital Tel: (044) 752-1042

Fax: (044) 752-1042

Hermanus Hospital Tel: (028) 312-1161

Fax: (028) 312-4006

Caledon Hospital Tel: (028) 212-1070

Fax: (028) 212-1294

Otto du Plessis Hospital Tel: (028) 424-1167 

Fax: (028) 425-1239

Swellendam Hospital Tel: (028) 514-1142 

Fax: (028) 514-2504

OVERBERG
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District Name of Hospitals Contact details

Clanwilliam Hospital Tel: (027) 482-2166

Fax: (027) 482-2168

Citrusdal Hospital Tel: (022) 921-2153

Fax: (022) 921-2155

WEST COAST

L.A.P.A. Munnik Hospital Tel: (022) 931-2141

Fax: (022) 931-2711

Medical Centre Tel: (027) 432-1136

Fax: (027) 432-2526

Medical Centre Tel: (022) 433-2200

Fax: (022) 433-3452

Swartland Hospital Tel: (022) 482-1161 

Fax: (022) 482-1505

Vredenburg Hospital Tel: (022) 713-1261

Fax: (022) 713-3423

Vredendal Hospital Tel: (027) 213-2039 

Fax: (027) 213-3706

Childline – 0800 05 55 55

Stop Women Abuse – 0800 150 150

National AIDS Hotline – 0800 012 322

If you have access to the Internet please visit the National Directory of
Services Addressing Gender Based Violence for a complete listing of
organisations around the country:

www.csvr.org.za/gender/directory

Other useful websites include:

www.alp.org.za

www.tac.org.za

Useful national contacts
National toll-free lines

Useful websites

The following is a list of contact details from some of the many organisations
around the country either addressing gender-based violence or HIV and AIDS.

Name of Support Centre

Family and Marriage Society of South

Africa (FAMSA), East London
Tel: (043) 743-8277

Rape Crisis, Port Elizabeth Tel: (041) 484-3804

Port Elizabeth AIDS Training, Information

and Counselling Centre (ATICC)

Tel: (041) 506-1415

Umtata AIDS Training, Information and

Counselling Centre (ATICC)

Tel: (047) 531-2763

Eastern Cape

The organisations

Contact details

Name of Shelters

The Mother of Hope Centre Tel: (041) 585-4265

The Salvation Army Haven of Hope Centre Tel: (041) 373-4317 

Yokhuselo Haven Tel: (041) 581-4310

Contact details

Name of Support Centre Contact details

Bloemfontein AIDS Training, Information

and Counselling (ATICC)

Tel: (051) 405-8544

Leratong AIDS Centre Tel: (057) 353-3029

Family and Marriage Society of South

Africa (FAMSA), Welkom 

Tel: (057) 352-5191

Free State

National Institute for Crime Prevention and

Reintegration of Offenders (NICRO),

Bloemfontein

Tel: (051) 447-6678
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Name of Shelters

Goldfields Shelter Tel: (057) 396-6153 (office), 

Cell: 072 144 7171 (shelter)

Serobe Shelter Tel/Fax: (051) 447-2508,

Cell: 083 958 0602

Contact details

Name of Support Centre Contact details

AIDS Training, Information and Counselling

Centre (ATICC), Hilbrow

Tel: (011) 725-6710/6721/6720

Township AIDS Project Tel: (011) 838-5073

Gauteng

Pretoria AIDS Training, Information and

Counselling Centre (ATICC)

Tel: (012) 308-8743/4/6/8

Skinner Street Clinic, Pretoria Tel: (012) 323-4310

Agisanang Domestic Abuse Prevention

and Training (ADAPT), Alexandra

Tel: (011) 885-3305

Hope Worldwide Tel: (011) 463-6119

Legal Resources Centre, Pretoria Tel: (012) 323-7673

Treatment Action Campaign Tel: (011) 403-2293

Health Professionals’ Council, Pretoria Tel: (012) 338-9369

Medicines’ Control Council, Pretoria Tel: (012) 312-0285

People Opposing Women Abuse (POWA),

Johannesburg ....................................................

Kathorus ..............................................................

Soweto..................................................................

Sebokeng ............................................................

Tel: (011) 642-4345/6

Tel: (011) 860-2858

Tel: (011) 933-2333

Tel: (016) 988-1421/1154

AIDS Law Project Tel: (011) 717-8600

Name of Shelters

Eldorado Park Women's Group – Women

Against Women Abuse (WAWA)
Tel: (011) 331-3131

Nisaa Institute For Women's Development

(NIWD), Lenasia
Tel: (011) 854-5804

Emergency: (011) 231-5050 code BA 224

(leave message)

Contact details

Name of Shelters

Advice Desk for Abused Women Tel: (031) 262-5231/9769

Phoenix Shelter Tel: (031) 502-1024 

Wings Of Love Centre Tel: (031) 468-6829

Open Door Crisis Centre Tel: (031) 709-2679, 

Emergency: (013) 709 6688

Contact details

Name of Support Centre Contact details

Durban AIDS Training, Information and

Counselling Centre (ATICC)

Tel: (031) 300-3104

Pietermaritzburg AIDS Training, Information

and Counselling Centre (ATICC)

Tel: (033) 395-1612/3

National Institute for Crime Prevention and

Reintegration of Offenders (NICRO), Durban

Tel: (031) 304-2761/2/3

LifeLine, Pietermaritzburg Tel: (033) 342-4945 

Legal Resources Centre, Durban Tel: (031) 301-7572

Children’s Rights Centre, Durban Tel: (031) 307-6075

KwaZulu-Natal
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Name of Support Centre Contact details

Hlatlolanag Health and Nutrition

Education Centre

Tel: (013) 265-1189

Lesedi Counselling and Care Centre Tel: (013) 264-0127

Polokwane AIDS Training, Information and

Counselling Centre (ATICC)

Tel: (015) 290-236

National Institute for Crime Prevention

And Reintegration of Offenders (NICRO),

Polokwane

Tel: (015) 297-7538

Family and Marriage Society of South

Africa (FAMSA), Tzaneen

Tel: (015) 307-4833

Limpopo

Name of Shelters

Maroela Huis, Phaloborwa Tel: (015) 781-5305

Tzaneen Trauma Centre, Tzaneen Tel: (015) 307-6911

Contact details

Name of Support Centre Contact details

Nelspruit AIDS Training, Information

and Counselling Centre (ATICC);

White River Municipality

Tel: (013) 751-1176

White Rose Hospice, Witbank Tel: (013) 654-6218

Witbank AIDS Training, Information and

Counselling Centre (ATICC)

Tel: (013) 690-6204

Greater Nelspruit Rape Intervention

Project (GRIP), Nelspruit

Tel: (013) 752-5993

LifeLine, Nelspruit Tel: (013) 755-2635 

Masisikumeni Womens' Crisis Centre,

Kwalugedlane

Tel/Fax: (013) 780-3078

Emergency after hours: (013) 780-8014

Mpumalanga

Name of Shelters

Louievalle Womens’ Support Centre,

Lowscreek
Tel: (013) 710-0105

Contact details

Name of Support Centre Contact details

Boitemelong Youth AIDS Advisors,

Bloemhof

Tel: (053) 433-1736

LifeLine, Mafikeng Tel: (018) 381-4263

Naledi Lifeskills Training and AIDS

Information Centre, Mmabatho

Tel: (018) 383-3978

LifeLine, Klerksdorp Tel: (018) 462-1234

North West

Name of Support Centre Contact details

National Institute for Crime Prevention

and Reintegration of Offenders (NICRO),

Rustenburg

Tel: (014) 592-9280 

North West Region Hospice,

Klerksdorp

Tel: (018) 462 3916

Name of Support Centre Contact details

Child and Family Welfare Tel: (023) 741-1098

Hospice Association of Kimberley Tel: (053) 832-2591

Kimberley Rape Crisis Centre Tel: (053) 832-5148

National Institute for Crime Prevention and

Reintegration of Offenders (NICRO),

Kimberley

Tel (053) 831-1715

Northern Cape
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Name of Shelters

Tamar Shelter for Abused Women,

Kimberley
Tel: (053) 872-2644

Prieska Crisis Centre, Prieska Tel: (053) 353-1288

Contact details

Name of Support Centre Contact details

AIDS Action Group Northern Areas Tel: (021) 948-7699

Medicines SANS Frontiers Tel:  (021) 364-5490

Western Cape

Plettenburg HIV/AIDS Forum Tel: (044) 533-5616

Rape Crisis, Cape Town Tel: (021) 447-1467

NICRO Women’s Support Centre Tel: (021) 422-1690

Legal Resources Centre Tel: (021) 423-8285

Treatment Action Campaign Tel: (021) 788-8507

Western Cape AIDS Training, Information

and Counselling (ATICC)

Tel: (021) 797-3327

Wola Nani Tel: (021) 361-1116

Organisation Contact details

Health Professions’ Council (012) 338-9369

Independent Complaints Directorate (012) 392-0400

Medicines’ Control Council (MCC) (012) 312-0285

Soul City (011) 643-5852

Other Organisations
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