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ABSTRACT

Apartheid planning led to the unequal distributairsocial services in South African
communities. This happened since apartheid planhétigered social services on the
basis of colour. In this process, the white comriesigot proper delivery of social
services while the black communities got very leditor no delivery of social
services. In doing this, the apartheid planninglared access to water in many areas
of South Africa (S.A) especially in informal settients such as those of Ivory Park,
Soweto and Alexandra. Blacks who tend to be uneyeplavith very low levels of
education, training and skills dominate these ar€asstitutionally, black people are
made up of Africans, Coloureds and Indians. In t@aldi blacks who reside in
informal settlements tend to be poverty strickelne Tack of reliable access to water
in lvory Park, ward 77 which is the focus of théport is accompanied by high rate of
Human Immunodeficiency Virus/Acquired Immune Dediity Syndrome
(HIV/AIDS) that comes with health challenges.

The HIV/AIDS driven health challenges are manifdstey excessive periods of
diarrhoea, repeated release of faeces, HIV/AIDS&citefd body fluids including urine
that contaminate the beds, linen and clothes oHINEAIDS patients to mention just
few examples. In the initiative that aims to regpaa the HIV/AIDS driven health
challenges, the communities formed HIV/AIDS basateayiving institutions which
are normally run by the HIV/AIDS based caregivefee HIV/AIDS based care
giving institutions counter HIV/AIDS driven healtthallenges by the use of water.
That means, without access to water, the HIV/AIDSdd care giving cannot be
undertaken in an effective manner. lvory Park, wafchas poor access to water, and
the informal settlement has a high rate of HIV/AIDS

This report shows the role that can be played bgssto water in dealing with health
challenges that are driven by HIV/AIDS in Ivory Raward 77. It does that by
revealing the challenges of access to water anccdhelation between water and
HIV/AIDS. In showing the role of water in dealingittv HIV/AIDS driven
challenges, this research report acknowledgeswhggr cannot cure HIV/AIDS. It
also accepts the fact that the Antiretroviral drugsritious food and proper medical
care should accompany access to water to provaergrehensive care and support
to the HIV/AIDS patients. This research report devaln access to water in the
context of dealing with health challenges that@weed by the epidemic. It strongly
contends that quantity and quality of water arpafamount importance in the efforts
that aim at providing an effective HIV/AIDS baseat& giving. In arguing on access
to water and HIV/AIDS based care giving, the Comivative Theory which calls
for a dialogue guides the facts and issues thatdaseimented in this report. In
applying the Communicative Theory, this report aguhat HIV/AIDS based
caregivers should be included in the decision nakiiat has to do with planning the
delivery of water. This is done with the applicatiof the perspectives that are
borrowed from Advocacy Theory.
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CHAPTER ONE

1. INTRODUCTORY CHAPTER

1.1 Introduction and Background

The advent of democracy in South Africa (S.A) biougp an end the apartheid
policies that have to do with a discriminatory delly of social services such as
water, electricity, sewage and garbage collecfltns discriminatory service delivery
provided comprehensive social services to whitg soktieties while it provided less
or no services in black societies (South Africanv&ament, 2003). The new
democratic era is faced with a huge legacy of apaitpolicies that has to do with
socio-economic and spatial backlogs (Treiman, 2005uch socio-economic and
spatial backlogs are marked by poor access to water garbage collection, poverty,
unemployment and retarded sewage services (IRIN)7)20Such problems are
severely manifested in informal settlements suclhase of Ivory Park, Alexandra

and Soweto.

The huge backlog in access to water is accompadnyig¢de widespread of HIV/AIDS
epidemic in informal settlements (Tomlinson, 200@)yeat numbers of people have
died and some of them are offered palliative car¢éheir homes and in HIV/AIDS
based care centres (Treatment Action Campaign, )200ater is of paramount
importance in efforts that aim at providing HIV/AfDbased care (Ashtat al. 2002).
That means, water has the potential to affect ity of HIV/AIDS based care
giving, which can be provided to the HIV/AIDS patie

There is a link between poverty and HIV/AIDS. Thwoppeople normally engage in
commercial sex with the intention to earn moneymeet basic needs such as
purchasing food and clothes (Tomlinson, 2007) MaflstHIV/AIDS patients and
caregivers constitute poor people. Such peoplgperdominantly found in informal
settlements. These areas have poor access to Whtercase in point is Ivory Park

ward 77, which is the focus of this research report



It is widely known that water is a ‘God given giftAshton, 2002:218). In addition,
water is a renewable resource and its availab#iles on a variety of geographic and
climatic factors (lbid). ‘S.A is located in a sewniid part of the world and it is a
water-scarce country. The country’s climate vafiem desert and semi desert in the
west to sub-humid along the eastern coastal arith,am average rainfall of about
450mm per year (mm/a), well below the world averafjeabout 860 mm/a while
evaporation is comparatively high’ (Department ofatéf Affairs and Forestry,
2005:595). The combination of the aforesaid factorakes the country’s water
resources, in global terms, scarce and limitedcdunter the scarcity of water, S.A
buys water from Lesotho to meet the water relatedds of the citizens (Ibid).
Lesotho has water in abundance. The abundancetef garevealed by the capacity

of the country to use water for domestic activib@sl export it to generate revenues.

Background

While clean water is taken for granted in many efadt is a scarce resource in others.
This is made possible by the climatic and geogaghctors that determine the
availability of water. In addition, the mismanagermef water and lack of enough
resources and capital to extract it from the bowaflshe earth and other sources
creates its scarcity. The following table represdht facts and issues about water.
The United Nations Development Programme (UNDPP@}0@eveals such matters by

the use of the following table.

FACTS ABOUT WATER
AND SANITATION NUMBERS
Table 1: Water access Poor access to water 1.1 Billion
related facts for e - oy
the world in 2005 Lack of access to sanitation 2.4 Billion
Lack of access to clean watgr 2.2 Million

Source: United Nations Development Programme (200&er Governance

According to the above table, some 1.1 billion peayg the world’s population, lack
access to safe drinking water. Water scarcitydeéir 2.4 billion people without any
access to adequate sanitation. In addition, mane 212 million people in developing

countries, most of them children, die each yeanfaiseases associated with lack of



access to clean water, inadequate sanitation andhygiene. A large proportion of
people in developing countries suffer from diseasased either directly or indirectly
by the consumption of contaminated water or foodbydisease-carrying organisms
that breed in water (United Nations DevelopmengRamme, 2007). ‘With adequate
access to clean water and sanitation, the incidehseme illnesses and death could
drop by as much as 75 per cent’ (World Health Oggion, 2006:11). About half of
the drinkable water in water supply systems indbheeloping world is lost through
leakage and its contamination (United Nations Dewelent Programme, 2007). This

exacerbates the scarcity of water.

In some countries, clean water is highly subsilifer those connected to water
infrastructure such as pipes which extract it fragm sources like dams (African
Environment Outlook, 2000). Generally, poor peopl® are normally not connected
to the water infrastructure tend to rely on expemgrivate sellers or have to rely on
unsafe sources. This has led to the transmissiamadria (Ibid). Some areas of South
Asia and sub-Saharan Africa are examples. The ttions (2002:15) argues that
‘the World Summit on Sustainable Development (WSSDjch was conducted in
Johannesburg in 2002, involved proposals that aiimabilise global financial and
domestic resources at all levels to be exploiteth whe intentions of facilitating
access to clean water and sanitation’.

In S.A, the access to water is unevenly distribuiéan de Walt et al. 2005). This
means that there are those who have proper aacbgghtquality and sufficient water
and those who have not. Those with proper accessater are found in formal
settlements (Crankshaw et al. 2000). Such areas ddeqguate water infrastructure as
compared to informal settlements, which have lesgelbped water infrastructure.
‘The people in informal settlement have low edumad standards. They are
unemployed and most of them are severely strickempdyerty. They travel long
distances to fetch water. The sources of waternatesafe and they exacerbate
illnesses’ (Crankshaw et al. 2000: 834). Such imcid are also found in the informal
settlements of Soweto and Alexandra (StatisticgtBAfrica, 2001).

Many areas of the City of Johannesburg (CoJ) haee pccess to water. This made

the city to embark on strategies that aim at fiating water delivery. The Operation



Gcin'amanzi is a case in point (City of Johannegh@006). But, such strategies that
aim at delivering water are applied within the tiberal framework that advances the

cost recovery principle.

‘Ivory Park, a place that is found in S.A is onetloé areas that lack adequate access
to clean water’ (City of Johannesburg, 2006:2)s & home to over 70% of Midrand
population (ibid). The area has huge informal eatdnts, which lack access to
sufficient clean water. The following figure demtases the demographics of Ivory
Park.

Figure 1: Demographics 200,000
of Ivory Park in 180,000
2001 2 160,000
‘é 140,000 +—
2 120,000 +—f
£ 100000476 200
£ 80,000 +—— :
c
g 60,000 +—
'Q 40,000 - 29,458
® 20,000 + —
0 2418 @ 398
Africans  Coloureds Indians Whites
Residents in terms of races

Source: Statistics South Africa (2001) The demdgiapnalysis of lvory Park

According to the Statistics South Africa (SSA) (2DOlvory Park has 218,510
people. The above figure depicts that Africans enag 179,720, Coloureds 5,418,
Indians 3,929 and whites 29,458. The access tm eleder in lvory Park is unevenly
distributed. The people who reside in formal setéats have more access to water as
compared to those who live in informal settlemeiisis is made possible by the
good water infrastructural networks in the formattiements. The following table

gives a reflection on access to water includingatsrces.



Access to water and its sources in Ivory Park.

NUMBERS OF
SOURCE PEOPLE
Water within dwellings 27,648
Water inside yard 33,201
Community stands 6,336
Community stands (over than 200 Metfes) 4,596
Borehole 432
_ Spring water 15
;I;a\?vlzt;' ﬁclf/isr; Stagngnt water (dam/pool) 21
Park, 2001 Rivers or streams 6
Purchases 105
Other 1,389

Source: Statistics South Africa (2001) Access ttewh Ivory Park

All the statistical analysis was taken in 2001. ifgkinto consideration the table
which is depicted above, the people who had adoessater in their dwellings totaled
27,648, those inside their yards totaled 33,20@sehwho accessed water through
community stands totaled 6,336. This is a declngé number (8,621) of those who
had an access to water via community stand in 1986.SSA (2001) also revealed
that those who had an access through community steer than 200 Meters totaled
4,596, those who accessed water by borehole to#82d those who used spring
water totaled 15, those who used stagnant waten/fitml) totaled 21, those who
accessed water through rivers or stream totaled&teose who purchased it totaled
105. There is the category of the so-called othat &lso had an access to water.
These people made up 1,389 in 2001 (StatisticshSiica, 2001). These people get
water from the rivers or streams. Sometimes thgyitod hey do not have one stable
source of water. Given what is revealed by theeafoentioned statistics about access
to clean water in Ivory Park, it can be concludeat in 2001 some people struggled
to attain access to potable water. These peoplderasward 77 where the access to

clean water is very minimal.

The lack of access to clean water is accompaniea Wwide spread of HIV/AIDS in
Ivory Park, ward 77 (Southern African Regional Rtywdetwork, 2007). But, there
has been an improvement in the access to wates.iglshown by an increase in the



number of people with access to potable water. Suetier can be utilised to tackle
the HIV/AIDS driven health challenges. In relatitmn water and HIV/AIDS, Koffi
Annan, the then secretary of the United Nationsit@dnNations) said, ‘the war on
HIV/AIDS cannot be won without access to clean watethe African continent’
(Southern African Regional Poverty Network, 2007:Phis raises a question and an
interest on the side of the researcher to findfauater can play a role in dealing with
HIV/AIDS driven health challenges.

1.2 PROBLEM STATEMENT

The large numbers of people who reside in Midraredfaund in Ivory Park. This is
the case since, ‘Ivory Park is the home of over T@¥ple of Midrand. The majority
of people reside in informal settlements. Such feape found in ward 77. These
people have poor access to clean water. Those whie Access to it travel long
distances such as more than 200 metres to fet¢btdtistics South Africa, 2001:11).

As it is stated that water can play a crucial roleountering diseases, it can be noted
that access to clean water is very critical in idgalith diseases in Ivory Park, ward
77. That means, the lack of access to clean watapmomises the efforts that aim to
counter HIV/AIDS driven health challenges in ward. The ward 77 has many
HIV/AIDS infected people (City of Johannesburg, 2D0The HIV/AIDS based
caregivers contend that the poor access to water lisige threat in the war on
HIV/AIDS (Van Rensburget al. 2006). This is made possible by the increaseater
demand that is made possible by HIV/AIDS. Such AND'S driven water demand
skyrocketed the HIV/AIDS based caregivers and p&ieneeds for clean water. But,

ward 77 has a lack of access to clean water asxidbaffore.

1.3 RESEARCH AIM

This main aim of this research is first, find outhiere is a relationship between water
and HIV/AIDS. More specifically, this research wiihd out if access to clean water
can help in countering the health challenges pbgedIV/AIDS in Ivory Park, ward
77. Secondly, this research will highlight thatpier to meets water related needs of

HIV/AIDS patients and caregivers there is a neetaee a dialogue with them with



the intentions to make them active participantslamning the delivery of water. This
will be done by the applications of Communicatiieedry and Advocacy Theory as

guiding instruments.

1.4 RATIONALE

The uncontrolled and rapid growth of informal s&tients in S.A with adverse socio-

economic and health challenges still attracts tiierésts of researchers. It is noted
that such places lack capacity to make their voiodse heard by those who plan the
delivery of social services such as water. As suohny are plagued by several

diseases including HIV/AIDS. The majority of theoty Park people are not immune

to this. Given the fact that people in Ivory Pankard 77 are severely affected by

HIV/AIDS pandemic, this research will try to findibhow access to clean water can
contribute to the initiatives that aim at countgrimealth challenges that are posed by
HIV/AIDS epidemic.

Since the government decided to provide only sbugfand (6000) litres of free water
a month per household, thus, this research wikstigate if those litres can meet all
the water related needs of the HIV/AIDS based caeeg and patients of ward 77. In
doing so, this research will help to find out ieth is a gap between water supply and
water demand in the context of ward 77. In assgs#ie aforementioned gap,

attention will be paid to HIV/AIDS implications dhe demand for water.

The health and socio-economic aspects of HIV/AIDSs hbeen researched
extensively. In this matter, ‘the effects of theeadise are rarely considered beyond the
clinical on affected person’ (Barnett et al. 2082: Thus, this research will show the
impacts of HIV/AIDS on households that are affectedhe context of access to
water. This will be done in reference with the afiag demand of water among the
HIV/AIDS affected households.

Ultimately, more research work has been done oengtpply in relation to health of
people. Taking that into consideration, this resleaeport will reveal the importance
of water quality in relation to HIV/AIDS based cagiving and patients. In this

manner, it will show the importance of water quailit dealing with HIV/AIDS health



driven challenges. This will not underestimate thmportance of water quantity,

which will also be revealed in this research report

1.5 METHODOLOGY

1.5.1 Quantitative Approach

This approach covers the statistics of the peapleelation to their access to clean
water in Ilvory Park, ward 77. The information th&tollected include, the numbers
of people with an in-house tap, the numbers ofderdgs with taps in their yards, the
numbers of people with taps within a walkable distof less than 2 kilometres, the
numbers of residents who get water from springs,niimbers of residents who get
water from dams, the numbers of people who getwaben tanks, the numbers of

those who get water from boreholes.

This approach involves the use of census data,hnikicevealed by Statistics South
Africa (SSA). Demographics and the different amesumit income, in the context of

access and affordability in regard to water, ase &gken into account. The purpose of
using quantitative approach is to find the actuadkground of the residents without

taking into account their attitudes and perceptions

1.5.2 Qualitative approach

This approach is utilised to find out the attitudd#sHIV/AIDS based caregivers
towards access to clean water. This approach helfisd out how those caregivers
feel about access to water while they are taking oathe HIV/AIDS patients. The
Ivory Park HIV/AIDS based caregivers were intervigly Because of the constraints
in relation to extracting HIV/AIDS related informan, the HIV/AIDS patients were

not interviewed.

There were questions regarding the needs of the/AlDS based caregivers and
patients. The questions were asked to the HIV/AlzSed caregivers who were
willing to participate in the interview. Philani Sport Group, which provides

HIV/AIDS based care, was a participant. The orgatios is found in the old



municipality building in Ivory Park. There are sevwg) HIV/AIDS based caregivers
that were interviewed by the researcher. All thoaeegivers are members of the
Philani Support Group. The Philani Support GroupMIDS based caregivers were
asked to fill a questionnaire (see the questioenairthe back of the report). After
filling the questionnaire, there was an intervieloat the relevance and the use of
water in the initiatives that aim at providing effiee HIV/AIDS based care to the
HIV/AIDS patients. In this interview, questions \weaisked. The interview was made
up of seven HIV/AIDS based caregivers. This rediBiped in finding out the
caregivers’ perceptions regarding access to wattre context of providing care and
support to the HIV/AIDS patients.

1.5.3 Literature

This research utilises the secondary sources, vhdable literature on published
books, internet and newspapers, which place empbasaccess to water, HIV/AIDS
affected households, HIV/AIDS based care givingdelines for effective HIV/AIDS

based care giving, cost recovery strategies inddilevery of social-services, Free

Basic Water policy and socio-economic trends iatrehs to water supply.

There is also a use of the Constitution of the Répwf South Africa (RSA) in
relation to water. In this context, the right ofcass to water is elaborated upon. In
doing so, there is a reflection on the facts asdds that affect the above-mentioned
water related right. Looking at the challenges ofess to water from the socio-
economic perspective and constitutional point oéwialso does this. In the
application of the Constitution, there is a consatien of the socio-economic issues
that involve access to water such as poverty aednpioyment, quantity and quality

of water in relation to HIV/AIDS based care giving.

In addition, the Constitution is used in dealingthwthe guiding theories, which
constitute Communicative Theory and Advocacy The@&uyt, the Constitution does
not specifically call for the application of Commcative and Advocacy Theories. It
shows the need to engage the community in decisiaking. In elaborating on the
Constitution regarding Communicative and Advocadedries, the position of the

Constitution in relation to the engagement of comityuin decision making about the



services to be provided to them will be reflectpdmu There will also be a reflection
of the constitutional support of Advocacy TheorhisTwill be done by looking at the
sections that make possible the representationl\dfADS patients and HIV/AIDS
based caregivers in planning the provision of basiwices such as water, which is

the focus of the research.

1.6 LIMITATIONS OF THE RESEARCH

Firstly, the HIV/AIDS is a sensitive issue anddttreated as a human rights matter.
This posed a stumbling block in obtaining some nimfation from those who are
directly affected by the epidemic such as HIV/AIp&ients. In addition, the human
right status, which is given to HIV/AIDS based infation, demanded the researcher
to treat HIV/AIDS issue with respect. This led e tacceptance and use of only the

information, which was provided.

The sensitivity of the HIV/AIDS was severely masied when the researcher was
conducting interviews. In those interviews, thepmalents were asked to elaborate
on their preferred answers on the questionnairebjaction to some of the questions
such as the one that says, why do you think HIV/AKhould be taken as a priority?
(Refer to the questionnaire at the back of thearesereport). They openly stated that
they do not have to respond to all the questionsessome of the questions require
them to speak about the status of their HIV/AID8qrds and other HIV/AIDS based

caregivers. This nearly created a very adverser@mvient for the open and friendly

interviewing process. As a result the researchdy émcused on asking neutral

guestions regarding HIV/AIDS with the intentionsnaintain a good and cooperative

environment for the interviews.

Secondly, the researcher did not undertake a cdrapsive case study because of
time and resource constraints. The nature of #sgarch poses a huge limit on the
side of the researcher. This occurs since thisarekehas to be undertaken on a one-
year basis. This led to the very small group of th&/AIDS based caregivers who
were interviewed. The focus only to the Philani o Group is a manifestation that
time was not on the side of the researcher. Thisidmon the one organisation that

offers HIV/AIDS based care giving without includirey variety of others that are
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found in other places led to the lack of some mfation, which could be utilised to
answer the research question. More specifically, titme constraints led to a more

focus on the documented material and small grotgoiiews.

Thirdly, the language was one of the limitations a@oquiring information. The
majority of HIV/AIDS based caregivers did not prefe be interviewed in English.
Many of them preferred their indigenous languageshsas Sesotho. The researcher
does not understand Sesotho. This led to the ftmwards only those who were
willing and able to understand and speak Englidiis Ted to the exclusion of the
most interested HIV/AIDS based caregivers who cagie information, which was

not provided by the interviewed but highly sensitcaregivers.

The number one economics problem says, ‘Resoureebnaited, therefore choices
have to be made’ (Mujahid, 1973: 124). In the cehif this research, financial
resources were very limited. This occurs since théearch has no sponsor and it is
done as one of the requirements to attain the Mastk Science in Development
Planning. This made the researcher to focus onlyees costly areas in terms of
accessibility. That means, the researcher wastalgay only for the one trip to Ivory
Park, ward 77 to look at the spatial problems @&f ithformal settlement that affect
access to water. He was also able to pay only toreatrip to undertake interviews of
the Philani Support Group caregivers. This resuitethe acquiring of information to
a limited extent as more trips to the Philani Sup@oup and other caregivers would
help in providing more information that is relatedwater and HIV/AIDS based care
giving. The researcher encountered this obstacléhéyaccumulation of the written
data on the importance of water in the efforts rovling effective HIV/AIDS based

care and support.

1.7 CHAPTER OUTLINE

Chapter One

This is an introductory chapter which starts with tssues that propelled the initiative

to undertake this research. Among other things,dhapter states the research

problem, how the research was conducted and thaades of the research.
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Chapter Two

This chapter is based on the theoretical and canakfsamework that shape and

guide this research report.

Chapter Three

This chapter shows the role that is played by wiaténe efforts that aim at providing

effective HIV/AIDS based care giving.

Chapter Four

This chapter analyses the research findings wétatim of showing how water plays

a role in tackling HIV/AIDS driven health challergge
Chapter Five
This chapter is based on the recommendations amdusions. It does this with the

consideration of what is argued in the previougptés. It applies a SWOT analysis

in the context of access to water and HIV/AIDS dnhealth challenges.
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CHAPTER TWO

2. THEORETICAL AND CONCEPTUAL FRAMEWORK

2.1 INTRODUCTION

This chapter is based on the core concepts andythibat shapes and guides the
argument of this research report. In using the rikep this research is severely
concerned with principles that should play a naable in guiding the facilitation of
access to water. In doing this, this research teppplies Communicative Theory
with contributions from scholars in the field of Yatacy Theory. The chapter
commences by defining the concept of access torwedkating it to urban socio-
economic challenges by the poor that involve unegmpkent and lack of service

delivery while living with HIV/AIDS in informal sétements.

Furthermore, this chapter gives an overview of piyvand reveals a relationship,
which is found between access to water and povéntydoing so, it applies the
dimensions of poverty with reference to the infokrsettlements and access to water.
Since water is assumed to play a huge role in HID& based care giving, this
chapter also reflects on HIV/AIDS epidemic and HADS based care giving. It
gives an overview about the genesis of the epidemitthe ways in which it affects
households. It also provides different perspectmeshe right of access to water. In
doing this, it looks at the four aspects of Secf@rof the South African constitution,
Act 108 of 1996 as amended. The last part of thegpter places it emphasis on the
guiding theory of the research, which is that offdounicative Theory. As there are
similarities that are shared by Communicative amtvgkacy Theories, this chapter
will also reflect Advocacy theory and similaritifgat are found in the two theories.
This has to be done since this report will drawnfraghe Advocacy Theory

perspectives in applying the Communicative Theorguide the argument.

2.2 DEFINING ACCESS TO WATER

Access to water is measured by the number of pedptehave a reasonable means of

getting an adequate amount of water that is saferioking, washing, and essential
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for household activities, expressed as a percerwaighe total population (Dooly,
2004). It cannot be ignored that access to wateenlds on many factors, and one of
the notable factors is economic growth (SociolisgAfrica, 2007). If the economy
grows, its capacity to supply social services toghople of the country enhances. Put
differently, as a country’s economy becomes captatit a larger percentage of its
people tend to have access to drinking water andasi@n. The highly capacitated
economy is evidenced by the increase in its Graa®Nal Product (GNP) per capita.
Precisely, ‘Gross National Product (GNP) is thealtatalue of all final goods and
services produced by a country's factors of pradocand sold on the market in a
given time period’ (Todaro,2003:21)The capacitated economy reflects good health
of a country’s people and the country’s capacitgdect, clean, and distribute water
to consumers. Access to water should be marketidwffordability of water by the
residents of townships and informal settlementshibuld be also revealed by the
reachability of water by the poor and the rich lgaahd conveniently.Such water

must be available within an easily workable distaand within a house.

Taking into account the definition of access toaxas can be noted that quantity of
water in terms of access matters. In this contivet, quantity of water refers to the
amount of its litres that are accessed by the Hmlds. Such litres of the accessed
water should enable households to do their wasltogking, cleaning, bathing and

other households’ activities that need water.

The definition of access to water also includes i#seie of quality. That means,
people can have enough amount of litres of watatr iftthat water is not in a good
quality it cannot be used. The good quality wasethiat one which does not lead to
detrimental effects on the users or consureSsich water is intended to be ingested
by humans. Water of sufficient quality to sergedainking water is termed potable

water whether it is used to be ingested or not.

! ‘Factors of production include land, labour angita, and they are utilised to produce goods and
services’ (Todaro, 2003:5). The ability of theseptoduce goods and services in an efficient manner
results to growth in the economy. This happenseaple start to have access to those produced goods
and services without limitations that are assodiatih underproduction. This enhances the quality o
life.

% This is based on the fact that the capacity offaleéors of production will result in the instalta of
water pipes and taps that are able to distributenta the people.

® This is premised on the fact that, high qualitytavaacks bacteria or pathogens that are detrirhemta

its consumer. Such bacteria or pathogens shoutddzbicated by the use of water cleaning chemicals.
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Although many fresh water sources are utilised byn&ns, some contain disease
vectors or pathogens and cause long-term healtiigms if they do not meet certain
water quality standards (United Nations Developni®ogramme, 2005). ‘Water that
is not harmful to human beings is sometimes calate water’ (World Heath
Organisation, 2004: 5). It is water which is nohtminated. Many nations in the
universe have set water quality regulations for ewahat should be used for
consumption purposes. The World Health Organisat{tvHO) has also set
international standards that focus on quality otewgUnited Nations Development
Programme, 2002). All countries of the world hawemieet those standards so that
they can provide safe water to their citizens. <&ima is to enhance the quality of
water which is accessed by humans. That meansy watt has to be accessed by
HIV/AIDS based caregivers can be in a good qué#litlye WHO standards are met. A
constant and reliable access to water is necessitatreplace the fluids lost through
normal physiological activities such as sweatingd amination by HIV/AIDS

patients'

Access to clean water can be faced with challengless can be manifested by
privatisation of water, contamination of water, d#ished water pipes and
underdeveloped water infrastructure. These are alfynfiound in underdeveloped

rural and urban areas.

2.3 THE SIGNIFICANCE OF WATER FOR HUMAN HEALTH

Access to water is not just a fundamental humanl m@ea human right. Access to
water also has substantial health and economidibet®households and individuals.
According to the WHO (2004), access to water meaosnsiderable improvement in
the lives of people, especially those of womenthis context, access to water is of
paramount importance in the initiatives that aimaliviating poverty. This is the case
since an easy access to water makes people e$peaimhen spend more time on
doing productive activities instead of travellingny distances to fetch water. The

WHO (2004:8) says, ‘estimates for the economic gger $1 invested in water

* This idea is based on the fact that the loss ®émfaom the body of an HIV/AIDS patient can lead t
detrimental health problems which are associatél siéhydration (World Health Organisation, 2001).
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supply and sanitation to range from $5 to $28 ddjpenon the level of services
offered and the region. Major benefits are gaimednfless time spent on being ill,
patient costs due to reductions in the low prevadeof diarrhoeal diseases and the
value of prevented deaths’. The WHO (2004) advikas such investments should
give water a priority status. This reveals thatasao water is important in upgrading

living and health standards of households.

On the other hand, the lack of access to sufficet good quality water contributes
massively to death and illness of people especiahlyldren (United Nations
Development Programme, 2002). Thus, the improvéméraccess to water is a
crucial element in the reduction of under-five mabty and morbidity, particularly in
poor urban areas. According to the WHO (2004) ldlo& of sufficient access to clean

water has the following negative health implicason

Diarrhea: In many countries, especially the devielppworld, diarrhea is the most
important public health problem affected by wated asanitation. It can be both
waterborne and water-washed. Hygiene promotionchvimcludes the simple act of
washing hands with soap and water, can preventtoreeof diarrheal disease and is
therefore key in the prevention of waterborne diesa About 4 billion cases of

diarrhea per year cause 2.2 million deaths, mastigng children under five.

Intestinal worms: They infect about 10% of the dapian of the developing world
and, depending upon the severity of the infectlead to malnutrition, anaemia or

retarded growth, and diminished school performance.

Trachoma: About 6 million people are blind fromcinama, a disease caused by the
lack of water combined with poor hygiene practicBtudies found that providing

adequate water supply could reduce the infectitanlr 25%.

Schistosomiasis: About 200 million people are itddcwith schistosomiasis, of
whom 20 million suffer severe consequences. Stutbesd that adequate water

supply and sanitation could reduce infection rat@ .
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Water-washed disease: It occurs when there is k ddcsufficient quantity for
washing and personal hygiene, which facilitatespragnothers, the spread of skin

infections.

Cholera: It is a worldwide problem, which can beyanted by access to safe drinking

water, sanitation and good hygiene behaviours.

In terms of access to water, its quality also mattas stated before. This is the case
since water is capable of carrying fatalistic getimst can lead to terminal illness.
There are water based disease transmissions tha oy drinking contaminated
water. Precisely, drinking polluted water is resgible for the outbreak of faecal-oral
diseases such as typhoid and viral hepatitis A dysintery and dracunculiasis as
mentioned by the WHO.

The type of location determines the quantity andlitu of water that is accessed
(Ombogo, 2003). This happens since, those whoeeésithformal settlements tend to
have water, which is in a low quality as comparedhose who reside in formal
settlements. Ivory Park is an informal settlemé&siuen this fact, it is important to
look at the facts and issues around an informalese¢nt with the intention to create
a proper understanding of that settlement. Thig tyfpinformation helps in detecting
the type of water that is accessed in Ivory Parlamsnformal settlement. It also
assists in looking at the assumed access regattignguantity of water in the context

of informal settlement.
2.4 INFORMAL SETTLEMENTS

Concisely, informal settlement can be describedaasnit of irregular, low cost

dwelling usually on land belonging to the third tges, and almost located on the
periphery of the cities (United Nations Human Setént Programme, 2005).
‘Informal settlements are normally made up of pgeoePolywood, corrugated metal,
sheets of plastic, and any other metal that caralile to yield shelter’ (Durand-

Lesserve, 2006:6).

Informal settlements are sometimes called shaniypgcand they are mostly found in

developing countries or partially developed natiaitgh an unequal distribution of
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wealth (Durand-Lesserve, 2006). In extreme cagg®rmal settlements have
populations that exceed that of a city. Historigalhformal settlement tended to
originate on the outskirts of cities and this wasnifested during the Great
Depression of 1930s when informal settlements appeacross North America
because of massive unemployment (lbid). Such sedtdés were also found in
Canada (Aiken, 1981). The informal residents blatiedgovernments for the socio-

economic problems that led to the establishmeshahty towns.

There are some detrimental activities that are Gt with the establishment of
informal settlements. This is the case since, mairsettlements are always built
without a license (Ibid). ‘Given the fact that stmuction is informal and unguided by
urban planning, there is a near total absenceraidbstreet grids, numbered streets,
sanitation and water networks, electricity, or pélenes’ (Crankshaw, 1993:838).
Even if these resources are present, they are likdbe disorganised, old or inferior.
Informal settlements also tend to lack basic sewipresent in more formally
organized settlements, including policing, meds=lices, and fire fighting. Fires are
a particular danger for shanty towns because otlibge proximity of buildings and
flammability of materials used in construction. T&x@mple of the repeated outbreaks

of fire is that of Cape Town informal settlemeritgdrnal Africa, 2006).

‘The other detriments that are massively associatgith informal settlements
constitute crime, suicide and disease’ (MatholeQ5220). In addition, they are

extensively associated with the high levels of ptye
2.4.1 Access to water in South African Informal Sdélfements

South Africa (S.A) is faced with spatial problentsatt are the outcomes of the
apartheid policies and legislations such as thacBlLocal Authorities’ (Makgabo,
2005: 21). These policies complicated the delivargocial services such as, among
other services, water, in black dominated areasaasiy informal settlements. This is
still an existing trend in informal settlements.eToor delivery of water in informal

settlements is accompanied by poor socio-econoomclittons such as poverty and

® This is based on the fact that informal settlemémtk constant upgrading of infrastructure as they
develop uncontrollably without any planning guidarnd regulations (Huchzermeyer, 2002)
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unemployment including HIV/AIDS (Mathole, 2005). informal settlements, many

people are poor and marginalised as stated befareapter one.

The socio-economic and health facts that are edabdiin the above paragraph do not
only mirror the challenges that are faced by ther@mmd vulnerable people who are
living in poor conditions, they also reveal therteéntal day-to-day challenges that
face the HIV/AIDS patients and caregivers and ttsgiecial needs for adequate
guantities of water which is also in a good qualitypst of HIV/AIDS infected people
live in informal settlements (Tomlinson, 2007). $heare areas that are located in the
periphery of the urban opportunities, far from cdgntres as a result of previous
spatial apartheid, with their income generatingacity to afford sufficient water

services needed for their care and prevention.

Access to water can also be approached from thepeetive of Reconstruction and
Development Programme (RDP). The RDP is a poliey as implemented by the
African National Congress (ANC) led government 894 and it was abandoned in
1996. ‘The primary aim of RDP was to meet the basieds of people such as water
through people driven development approach’ (RD#4125). This policy tried to
achieve that by undoing previous apartheid injesticn spatial development and
delivery of services that was based on racial baxkgls. Despite climatic and
geographic factors that make S.A a water scaraatog ‘RDP recognised water as a
basic need to be provided in a manner that it milet everyone’s health and other

crucial requirements for now and in the near fut(RBP, 1994:28).

According to Bojo et al. (2001), access to watenas without challenges. Many
countries in the world especially the developinggeginexperience poor access to
water. S.A is not excluded from that problem. Theirdry has many problems in
terms of access to water as stated before. Inollening are challenges of access to

water that face S.A including its informal settlertse

2.4.2 The challenges of access to water

The focus on economic benefits at the expense efetivironmental concerns has
adversely affected the quality of water (lbid). Psimply, manufacturing and

agriculture have led to the pollution of clean wata this context, water quality has
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to do with purification of water against bactergerms and viruses that breed on
water. Such bacteria, germs and viruses can le#ftetdetrimental consequences for
those who consume it. ‘Many developing countriessehdailed to meet the
international standards in regard to clean watedjq et al. 2001:9). This is made
possible by the lack of adequate technology thafigs water (ibid). Such countries

are severely found is sub-Saharan Africa.

In referring to S.A, Makgabo (2005) approaches ¢hellenge of access to water
within a neo-liberal context which is coined, mained and supported by the Growth
Employment and Redistribution (GEAR) policy thatngplemented by the African
National Congress (ANC) led government. This ecaoot@rain has facilitated an
application of the cost recovery strategies in dedivery of social services. The
implementation of GEAR resulted to the initiativkst aim at the privatisation of
delivery of social services such as water (Brightaé 2003). The poor and
unemployed are unable to buy additional litres afer that are necessary to carry out
their domestic water related activities (lbid). Bilme government tried to counter this
by the introduction of the Free Basic water poliashich offers 6000 litres of free
water per month to each household. But, ‘the 6@0€sl of free water per month that
is provided by the policy does not meet the wadéated demands of the HIV/AIDS
affected households’ (Bright et al. 2003:5).

The inadequacy of clean water is predominantly éouminformal settlements and in
other areas that are close to activities that ekate pollution (Statistics South
Africa, 2001). In South Africa, the informal settients of Ivory Park are the
examples. In Ivory Park, residents especially thotenformal settlements have
polluted water based diseases such as malaria lholéra to mention just few
instances (City of Johannesburg, 2002). There d&rea need to facilitate access to

clean water.

Privatisation of water is one of the challengeaafess to water. This is the case since
there are many people who are poor and unemplddcannot afford to purchase
water at the market price (Statistics South Afr2@01). Such people are frequently
found in informal settlements. This occurs sincafdimal settlements lack
infrastructural capacity that can connect thenheoreliable sources of water’ (World

Bank Group, 2002:7). In addition, the residentsnédrmal settlements are unable to
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purchase water on the grounds that they live beélayvpoverty line (living with less
than one US dollar a day) (Ibid).

The combination of the afore-mentioned infrastreadtuand socio-economical facts
and issues retards access to potable water. Thb 8éican example of such people
is those in the informal settlements of Ivory Paviyd 77. Many residents of ward 77

do not have any source of income (Statistics Séifrilca, 2001).

Given the above matters on water, it can be ardhatl access to water is still a
challenge in many areas especially in informalleseients such as Ivory Park, ward
77. But, there are initiatives that were taken bg government, which aimed at
facilitating access to water such as Operation @opianzi. This made some people to
have access to water while there are still othétisowt any access to it. This limited

and uneven access to water is coupled with theadpeHIV/AIDS epidemic.

The link between poverty and HIV/AIDS has beenetaBut, taking into account

what is already stated above around access to vitatan be noted that there is also a
link between access to water and poverty. Thikescise since poor people afford to
reside in marginalized areas especially inform#tlesaents. These areas lack proper

water delivery infrastructure as stated before.
2.5 THE DEFINITION AND DIMENSIONS OF POVERTY

Poverty is understood in a variety of senses. Higkly noted understandings of the
concept include clothing, shelter, food and heedtfe. In this sense, ‘poverty can be
clearly understood as a state of affairs in wlagierson or a community is deprived
of, and or lacks the essentials for a minimum saash@f well-being and life’ (Tarp et
al. 2002:5). These essentials may be material reesuvhich include food, safe
drinking water, and shelter or they may be so&aburces which constitute access to
information, education, health care, good sociatust and political power or the
chance to coin and maintain meaningful connectigh ather people and institutions

in society (Tarp et al. 2002).

According to the UNDP (2005) poverty can be desttilas absolute or relative.

‘Absolute poverty is a situation where people livgh less that one dollar (US$) a
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day. An example of people who are in absolute ggweould be the percentage of
the population eating less food than is requiredustain the human body’ (UNDP,
2005:4). Such people normally go to bed with engtomachs. This type of poverty
is normally stated as an extreme poverty that degdlee most severe situation of
poverty (Ibid). In this situation, people hardly ehdvasic needs for survival, such as

food, shelter, water, clothing, sanitation, eduraind health care.

On the other side, relative poverty involves ad#ad of living or level of income that
is high enough to satisfy basic needs such as watadl, clothing, shelter, and basic
health care, but still significantly lower than thef the majority of the population
under consideration (World Bank, 2006). This typpaverty is also called ‘moderate

poverty’ (Ibid.: 3). It is widespread in many peepif the developing world.

In the attempt to create proper understandingooky, it is important to consider

the dimensions of poverty.

According to the World Resource Institute (WRI) @ZQ poverty has five dimensions.

In the following are the dimensions of poverty.

2.5.1 Poverty proper

This is a situation where there is a huge needhortage of enough income or assets
that can be utilised in generating income. Thatmeea this state of affairs, people

have no sources of income.

2.5.2 Physical weakness

This situation is severely propelled by under-tiatni, sickness and disability. This
condition is a result of the excessive shortagmodme generating activities, which

result to famine.

2.5.3 Physical and social exclusion

This is a situation that exists as a result ofgfatal location, lack of access to goods
and services, ignorance or illiteracy. The peoplehis situation have inability to

develop social relationships that can enable tlepatticipate in their societies. They
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lack education and information, the tools that awgposed to be utilised in

participation.

2.5.4 Vulnerability

The poor are severely susceptible to crisis. They aso exposed to the risk of
becoming even poorer. This is the case since #elylesources to counter disasters

they come across in their lives.

2.5.5 Powerlessness

Powerlessness refers to when individuals have rmmanuic, social and political
powers not only to acquire reputable living staddabut to influence socio-economic

policies, which have impacts on their daily livésoa

The above stated facts and factors around povexty severely experienced in Ivory
Park, ward 77. This is the case because of thdhegdregacy, which led to socio-

economic and service delivery challenges. Thests fand factors of poverty are

accompanied by the presence of the HIV/AIDS. HI\D)AI based caregivers lack
adequate income to purchase more litres of wateichware required to carry out and
maintain their care giving roles. In addition, thepeople are powerless and
vulnerable as they lack enough resources. This sndiem not to be listened to in

terms of shaping the agenda of planning regardicgss to water. They are excluded
and they lack delivery of social services.

2.6 HUMAN IMMUNODEFICIENCY VIRUS/ACQUIRED IMMUNE DE FFI-
CIENCY SYDROME (HIV/AIDS)

The HIV/AIDS poses a detrimental health challengentany countries especially
those found in Africa. According to Whiteside et #2003), HIV/AIDS was

discovered in United States (US) in 1980. ‘Iniyalthe people who were severely
affected by AIDS were homosexuals’ (Whiteside et28l03:5). HIV is not spread
through casual or inadvertent contact like fluelicken pox. In order to be infected,
a person has to do something or have something tddmen or her, which brings him
or her to the exposure to the virus (Ibid). Sexagaltact is the leading cause of HIV
infection (AVERT, 2007). After entering the bodyjet virus attacks the immune
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system and makes it less capable of fighting atifections (TRC, 2005). HIV/AIDS
IS not just one disease (Whiteside et al. 2003js k& constellation of diseases that
come about as the immune system stops working. céjeih is regarded as a

syndrome.

‘The HIV/AIDS epidemic is killing so many people pegially in sub-Saharan
countries’ (Okigboet al. 2002:8). In S.A, HIV/AIDS infects many peephrough
sexual contact. This happens in the form of ragecammercial sex which normally
happened without using condoms (Tomlinson, 20QY)the context of commercial
sex, women do sex for money. This is done withithention to meet basic needs
such as purchasing food and clothes. This showsalteady said link between
HIV/AIDS and poverty. There are other ways of lgeinfected such as the entering
of the virus into the blood stream through the afseontaminated blood or sharing of
intravenous drug-injecting equipment and from motieechild, for instance, breast
milk (AVERT, 2007). This reveals that there is nogte way of getting infected by
HIV/AIDS.

HIV/AIDS is a huge social and health threat in &3gpecially in informal settlements
such as Ivory Park (City of Johannesburg, 2002his Dcceurs since HIV/AIDS is

associated with enhanced patterns of changes immtkfor social services such as
water and sanitation, good sewerage system, poovi electricity and the removal

of waste.
2.7 HIV/IAIDS BASED CARE GIVING

Concisely, HIV/AIDS based care giving was set upr@&sponse to the growing
problem of care for people living with AIDS (Chirw&998). It is normally done by a
variety of organisations and concerned groups o$dhinterested. The organisations
and concerned groups involved are the so-called-démernmental Organisations
(NGOs), clinics, hospitals, families, relatives afriends. This is revealed by
Akintola, (2004:3) when he argues that ‘care givarganisations are usually set up
by hospitals, particularly Mission hospitals, tgpeowith the overstretching of health
facilities. The concerned groups constitute thoe may be affected with HIV/AIDS
or retired health professional, religious and inégional organisations’. But, the

concerned groups are not always made up of thaeseth already stated by Akintola.
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They sometimes include those who are not infecteddb/. Such people include
volunteers and other people that are sympathettiWéAIDS patients and those that

are concerned about HIV/AIDS implications in thedcieties.

HIV/AIDS based care giving is organised in differevays. This is manifested by
different HIV/AIDS based care models. Such modeftect diverse aims and origins
of the caring organisations. According to Akint¢2004), there are six HIV/AIDS

based care models. In the following are the difieraodels of HIV/AIDS based care

giving.
2.7.1 Community home-visiting care programme

This HIV/AIDS based care model utilises volunteetso are not paid to recruit and
provide care to patients with basic nursing catetdermore, these caregivers provide

patients with spiritual and moral support.

2.7.2 Home-based palliative care programme

‘This model utilises hospitals and volunteers torué and refer patients to specialist
nurses and doctors who visit homes regularly, usiogern methods of pain control
to relieve the pain of the patients’ (Akintola, 208). It is clear that patients are
normally referred to specialist nurses and doctarsituations where the health
problems are severe for the patients, such as tnodled diarrhoea, bleeding and

vomiting.

2.7.3 “Step down” care with palliative care

In this model, the patients are given care for sewpportunistic infections in stage
three (3) of HIV/AIDS related illness and the dyiage given palliative end of life
care. According to the WHO (2004), the stage thweddIV/AIDS related illness
comprises unexplained chronic diarrhoea and pati®deat are difficult to treat.
‘The cornerstone of HIV/AIDS stage three managenman aggressive replacement
of fluids that cause dehydration and treatmentathpgens’ (WHO, 2004:6). Those
fluids become lost during lasting diarrhoea. The W/KR2004) states that such
pathogens are caused by drinking contaminated wateating food that has been in

contact with contaminated water, flies or soilechd®m This shows a dire need of
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access to clean water. That water should also ba good quality to facilitate
domestic, personal and food hygiene. This can plajluge role in preventing

detrimental opportunistic infections.

The TRC (2003) states that palliative care, whishgiven to the dying, involves
discussions that are about dependants and veryriampoconcerns of a patient
especially if the patient was a parénn addition, ‘Palliative care is an approach to
treatment that is centred on the experience ofitdevidual and family suffering
directly and indirectly from an illness, which addses their symptoms and concerns
directly, and which is complementary to and doesexelude continuing efforts to
treat the causes of that illness’ (Medilink ,2003:3 Taking into account this
definition, it can be agreed that palliative caomsiders the fears of patients. TAC
argues that such fears can include funerals armaeges that have to be
communicated with patients. This has to happenhengrounds that some patients

start to worry about who will bury them and how @A2007).

It is important to also consider the perspecti¢he Health Resources and Services
Administration (HRSA) that is found in United Stat®f America (U.S.A) on
palliative care. According to the HRSA (2007:3) llRdive care is patient-and family-
centred care. It optimizes quality of life by aetianticipation, prevention, and
treatment of suffering. It emphasizes use of arrdisciplinary team approach
throughout the continuum of iliness, placing catiemportance on the building of
respectful and trusting relationships. Palliatiarecaddresses physical, intellectual,
emotional, social, and spiritual needs. It fadét patient autonomy, access to
information, and choice’. In this context, TAC (@0 says, palliative care includes
solving family problems that are a concern of pdatie bringing friends to
communicate with the patients and to tell patightt there is life after death and
death will bring a relief and rest for patients. diso includes telling good stories

about patients and also voice how much they wilsrthend. This can make patients

® This idea originates from the fact that the HIMDS infected parent worries about the children who
will be left behind after his or her own death. Terry revolves around the fear that has to do with
the question of who will take care of the childrespecially if he or she is the only parent or a
breadwinner left (Treatment Action Companign, 2003)

" This is based on the fact that the patient fewflsrior after being humiliated by HIV/AIDS health
challenges such as repeated and uncontrollablehdea that contaminates the patient. This kind of a
situation creates low esteem on the side of themafTreatment Action Campaign, 2007).
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feel important and know that there are people whare.cAll these activities are

organised by caregivers.

2.7.4 Tertiary outpatient care programmes

‘This model of HIV/AIDS based care giving yieldsroprehensive, rehabilitative and
palliative care’ (Akintola, 2004:3). In doing this,receives referrals from hospitals,
religious groups, local chiefs and other NGOs (HedResources and Services
Administration, 2007). These can help in bringihg health of patients into a stable

state as sound medical advice can be given to IMEAHDS based caregivers.

2.7.5 Semi comprehensive care programme

‘This model is severely associated with home vigitby a team of medical personnel
as well as councillors and religious people’ (Akiat 2004:3). These people talk with
HIV/AIDS based caregivers and HIV/AIDS patientsiwihe intention of creating and
facilitating an effective and high quality care igy (TAC, 2004). In this process,
they come up with constructive hints that arm caeyg and calm the health and

psychological fears of patients to mention just &w@mples.

2.7.6 Comprehensive care programmes

‘This model of care giving places its emphasis ooviging services that include
HIV/AIDS prevention, voluntary counselling and fegt as well as treatment, care
and support for people living with AIDS’ (Akintol2004:3).

It cannot be denied that all models of care reqaoeess to clean water. The models
that have to be applied in poor societies espgciallinformal settlements such as
Ivory Park ward 77, leaves so much to be desirerims of research. Some of the
models of HIV/AIDS based care giving are appliegpexsally Community-home
visiting care programmes, which use volunteers, Hiodne based palliative care
programmes. This is the case since these are ¢stly o the poor people of Ivory
Park.
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2.8 THE NATURE OF HIV/AIDS BASED CARE GIVING INCLUD ING THE
CHALLENGES IT FACES

The HIV/AIDS based care giving is normally execubgdfamily members who serve
as primary caregivers, and by community members areorecruited and trained to
serve as volunteer caregivers (Southern Africanid®ded) Poverty Network, 2007).
‘Care giving activities comprise physical and empél support to the patients and
work such as carrying, lifting and bathing of patge staying awake at night to attend
patients who are in the terminal stages of thémeds, and cleansing those with
frequent bouts of diarrhoea among other debilittiqAkintola, 2004:3). In S.A,
HIV/AIDS based care giving is massively dominatgdwmmen® More specifically,
the number of women involved in HIV/AIDS based cgigng exceeds that of men.
Family members and volunteers repeatedly take oaisdtmld chores and assist with
the care of children of the sick people.

The HIV/AIDS based care giving is very demandingtfee family and volunteer care
givers. The work creates physical stress; emotiandlpsychological stress including
social and economic stress. The physical stredsishaxperienced by caregivers
reveals itself in the form of headaches, backaemes general body weakness and
fatigue. ‘Some of the family members run the rigloeing infected with TB because
of frequent close contact with patients. In addititamily members run a risk of HIV
infection since most of them do not use protectiegices when caring for the sick’
(Akintola, 2004:24). This reveals that there arenyna&hallenges that face South
African HIV/AIDS based caregivers. These challengesplicate care giving. Such
challenges especially economic stresses are mbsenamifested in Ivory Park. This
occurs since unemployment and poverty are highhandrea. ‘The emotional and
psychological stress manifest in tearfulness, #sspess, nightmares, feelings of
guilt, helplessness and hopelessness about thenenmiand frequent deaths of
patients and tearfulness. Caregivers experiendalssteess as a result of alienation
from friends and other social activities and als@iss in caregiver-care-recipient

relationship’ (Mutangadura, 2005:5). Such aliematicesults from stigma and

® This happens since women are the most unempldgiedns of the country (Statistics South Africa,
2001). In addition, they are normally associatethwiomestic work such as that of cooking and taking
care of children. This situation is frequently ¢eshby the tendencies driven by some cultures and
patriarchy.
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discrimination against caregivers. Stigma and disoation against caregivers occurs
because of the widespread stigma surrounding HIVBA(Adebajcet al. 2003).

In that context of stigma and discrimination, Akila (2004) says, stigma and
discrimination force caregivers who feel not congeklto disclose the HIV/AIDS

status of their patients to work effectively inesite and amidst lies about their work.
They are constrained with regard to asking assistdnom neighbours or other
members of the community. In some cases, caregre@at stress arising from the

lack of appreciation and outburst of anger fronsththey are caring for.

In looking at the economic stress in the contextibf/AIDS based care giving, ‘the
economic burden of caring for the sick sometiméisdia the caregivers who often
have to grapple with increased cost of living, dased income from loss of jobs or
job opportunities, transport to health facilitiesdaransport of dead or funeral costs’
(Akintola, 2004:24). This happens since some ef #iV/AIDS patients especially
the young ones at the age that ranges from 14 twag2é their inheritances taken by
their relatives. This also happens to female HI\D/&Ipatients. These patients lack
money to pay for transport to the hospitals esjfigcidnen there is a need for them to
see medical specialists. In addition, HIV/AIDS pats need to consume nutritious
food. This contributes to efforts that aim at cirgagood health for them. The lack of
money to purchase nutritious food for patients te®énancial burden, which leads to
a financial related stress on the caregivers. Hregivers also experience a problem
that has to do with a shortage of food (United dlaiAIDS, 2006). This happens as
they lack job opportunities because of stigma surding HIV/AIDS.

As stated before that it is women who normally yavut HIV/AIDS based care
giving, thus, it is them who carry almost all burdeof HIV/AIDS based care giving.
This occurs since they are viewed as main providérare in homes. But, Akintola
(2004) goes further by stating that women engagedgminantly in HIV/AIDS based
care giving on the grounds that many of women naseHost their male partners, or
have never married, and, therefore, have to beaeahe financial costs of caring for
self and sick family members. Moreover, men hareNger help with care giving
because they are usually involved in formal andrimal activities to earn an income
for the family. Some, however, deliberately shirkit responsibilities. ‘When men do

assist (e.g. bathing patients, cleaning and trgginessure sores), female caregivers
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often feel uncomfortable as opposed to when meistagsth hospital visits and
arranging transport for the sick’ (Akintola, 200%:

Taking into account the above stated facts of Altotit is clear that HIV/AIDS
based care giving, particularly in S.A, is facedwa challenge that has to do with the
lack of resources especially financially. In aduiti it can be noted that the lack of
resources adversely affects the quality of HIV/AIDSsed care giving. In S.A,
women make up a large number of the unemployeds, thucan be argued that
HIV/AIDS based care giving can be compromised ay thave no purchasing power
to buy additional quantity of water which is reearto carry out their roles. The
different sorts of stress and challenges thatased by caregivers mean that they can
develop a dislike for the HIV/AIDS based care giinThis can exacerbate
deterioration of HIV/AIDS based care giving.

Given the fact that HIV/AIDS poses so many healthllenges that require a response
financially, emotionally, socially and psycholodigafrom the HIV/AIDS based
caregivers, there is a necessity for HIV/AIDS basatkgivers to be capacitated so
that they can respond to those challenges in @ctafé way. According to the United
Nations, cited by Ruland et al. (2005), there are $trategies that have to be applied
in responding to the challenges posed by HIV/AID®ese strategies are more
relevant to the HIV/AIDS based care giving. In floedowing are the strategies that
have to be implemented by the HIV/AIDS based camxgi in taking care of
HIV/AIDS patients. These strategies will capacitdte caregivers to carry out their

duties and roles in an effective way.

2.9 CAPACITATING STRATEGIES FOR HIV/AIDS BASED CARE GIVING

2.9.1 Strengthen Capacity of Families

Many families that are engaged in HIV/AIDS baserkeagiving lack capacity to carry
out this task. In addition, some of those who aigaged in care giving reside in areas
that are distant from the HIV/AIDS based care gjvoentres (Ruland et al. 2005).
This huge distance cripples the effort that is ®gpgd to be put by the relatives in
HIV/AIDS based care giving. Many families have beeippled by lack of resources
that keep them far from each other (United NatidhdS, 2004).
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In addition, such families lack social capital tkah play a crucial role in HIV/AIDS
based care giving.Social capital makes families to stay together smgport each
other. Put simply, social capital makes familieptovide financial, emotional, and
psychological support to those who are HIV/AIDSeieted. The lack of social capital
makes them lack that sort of support that is afoestioned. That means, when the
caregivers are away, the HIV/AIDS patients standrenchances of experiencing
problems that have to be tackled with the assistaricthe caregiver. In situations
where there is no caregiver the patients experigsgehological trauma. Ruland et
al. (2005) also shows that by stating that soméhefproblems that are associated
with the absent caregiver include patient's anganxiety and depression.
Strengthening the capacity of families that areoimed in care giving is one of the
strategies that are necessitated to address dliffisychological and emotional issues
among caregivers and patients. There is more wbhat heeds to be done in
strengthening the capacity of HIV/AIDS based caregi especially in S.A. Building
social networks among the families with the intens to create a support system for

the HIV/AIDS based caregivers can do this.
2.9.2 Mobilise, Strengthen Community Response

Like families, many communities face the health biems that are driven by
HIV/AIDS epidemic. This is the case since HIV/AIDgatients demand social
services and they have to be buried in the gradsyaf communities. It has been
reported that there is a high rate of HIV/AIDS teth deaths in KwaZulu-Natal
(Russelet al. 2000). This shows that, community resposseeicessitated with the
intentions to partake and support HIV/AIDS basegt @aving. This is also agreed by
the United Nations (UN) when the organisation saidmmunity-based interventions
are urgently needed as the most appropriate wagdtiress the challenges of
HIV/AIDS in our families and communities’ (Uniteddtlons, 2005:5). In the process
of enhancing community capacity there is a needddress the issues of complex

reality in which cultural factors, kinship ties apdverty are interwoven. This will

® Social capital is based on the idea of having netw that enable people to work together to solve
problems (Castells, 1996). It goes further by dintaithe capacity to interact with powerful instittns

to deal with challenges. Basically, it has to ddahwbined-up efforts that aim at creating joined-up
solutions.
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assist in creation sustainable solutions in dealiiilp the HIV/AIDS based care

giving.

One of the needs that require capacitating of tmengunities involves the HIV/AIDS
positive orphans that have to be taken care of. UNAIDS (2005) argues that the
HIV/AIDS has re-configured families. This led tcetituation where households are
led by children of parents who died of HIV/AIDS (BWNDS, 2005). Most of such
children tend to have a positive HIV status (IbBlut, this is not always the case as it
is possible for those children to have a negatiié $tatus. Such children tend to be
in poverty as the parent who is also a breadwinlies?® This situation makes them
lack resources to maintain themselves. That mehey, lack money to buy basic
needs such as food. They cannot even pay for seer@ices such as water and
electricity. This situation makes them unable tant@an their lives. In this situation
the community has to intervene to assist such @nldThe community cannot assist
children if it is not capacitated. There is a nezdapacitate the community so that it

can provide an effective support for the HIV/AID&sed caregivers.

Taking into account what is argued in the abovag@phs, it can be argued that the
community can effectively respond to the healthllehges that are posed by
HIV/AIDS by providing its groups of volunteers tham at assisting and partaking in
efforts that aim at taking care of the HIV/AIDS jeats. That means, a community
must be capacitated by being organised into grdbas provide HIV/AIDS based
care giving. In addition, the community can be cipéed by building HIV/AIDS
based care giving institutions. Such institutiom® énclude clinics and other well
organised group organisations that aim at givirng @ad support to the people who
are living with HIV/AIDS. The community must be Gagtated so that it can be in a
position to generate its revenues (UNAIDS 2005)esenrevenues can be of help in
supporting HIV/AIDS based care centres especiatigricially. The money, which is
generated and provided by the community to the AINS, based care centres can
be used to buy nutritious food for the patientscdh also assist in financing water
related charges for the social services espearaler which is of dire need for the

patients. The support of the community must not #rale, it can also come in the

10 This is based on the fact that when the breadwidies, the source of income for the family also
disappeatrs.
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form of material support such as giving some prigpewhich is necessitated by
HIV/AIDS based caregivers. That property can inellekds, tables, dishes, blankets
and clothes for the patients and caregivers who pr@r to mention just few
examples. The community members can also donaté imahe form of buying

grocery for the HIV/AIDS based caregivers and pasie

The efforts of capacitating the community also meembuilding of social institutions
such as churches (Ruland et al. 2005). The chucdeglay a huge role in palliative
care. They can offer prayers for the patients whe @& the advanced stage of
HIV/AIDS related sickness. They can go far by dfigrpsychological and emotional
assistance. In this manner they can ensure thenpaliat death is associated with rest

without pains of sickness.

In the effort of capacitating and mobilising thenamunity, the UN (2005) says,
‘Among the interventions recommended in the stugyhe provision of training in
psychological support to the community leaders at®leloping peer support
networks with other youth in the community’ (Unit&tions, 2005:6). This should
be accompanied by the mobilisation of the vulnexagtoups and families of
community to build livelihoods skills. In additioopmmunity groups should be used
to reduce stigma, which surround HIV/AIDS groupsople must be encouraged to

work hand in hand with caregivers.
2.9.3 Ensure Access to Education, Health Care andti@er Services

Education is a dire need for the HIV/AIDS basedegarers:* According to Ruland
(2005) the knowledge that has to be offered to gieees should be based on
HIV/AIDS based care giving and strategies that tafp in achieving effective
HIV/AIDS based care. The initiatives that aim atueating HIV/AIDS based
caregivers should include teachers, doctors, sam&kers and nurses to mention just
few examples. All these should have times to gi¢oHIV/AIDS based care centres.
They must teach caregivers about ways of caring thar people living with
HIV/AIDS. They should also give information on diahd on how to care for the
patients in different stages of HIV/AIDS drivemidiss. This will position HIV/AIDS

" This is based on the fact that education proviakesviedge for the HIV/AIDS based caregivers. It is
taken as a necessity since knowledge can capatits#dIDS based caregivers to provide effective
care and support for the HIV/AIDS patients.
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based caregivers in a better way to effectivelyl dath the HIV/AIDS driven health

challenges.

The UN (2004) recommends that HIV/AIDS infected plecshould go to school. In
stating this, the UN (Ibid) refers to those who ao¢ in terminal stages of HIV/AIDS
related illnesses. It refers only to those whojase HIV positive but feeling healthy.
It is a good idea especially if such people wildidate themselves in HIV/AIDS
based care giving. But, this is unlikely to happsrirained HIV/AIDS positive people
will compare the benefits of HIV/AIDS based careigg with benefits of working in
other places such as government and private settw. higher the benefits of
government and private sector, the lesser the esapichaving a trained and educated
HIV positive person working for the HIV/AIDS basedre giving institution. But,
educating them is still a good idea as they canmige the burden of HIV/AIDS
based caregivers. This can happen since they kanctae of themselves especially
financially. They can purchase nutritious food fleem. If more HIV positive people
get educated, the number of the HIV/AIDS patierttat tare dependent on the
HIV/AIDS based care giving institutions can be lied. Thus, HIV/AIDS caregivers
can be in a position to offer an effective careatemall and manageable number of
HIV/AIDS patients.

Ruland et al. (2005) states that education, wiscprovided to the HIV/AIDS based
caregivers should be accompanied by a health wdrieh is targeted, to HIV/AIDS
based patients. This means a provision of meditatioHIV/AIDS patients. The
patients that require pills as a result of painedn® have a reliable and convenient
access to those pills. Those who require medidcmé®at wounds also need to access
them with ease. But, this has a challenge in maveldping countries especially in
informal settlements. The challenge is posed by didsances that are found between
some informal settlements and hospitals and clitieg supply those pills and
medicines. This complicates health care that ispesgd to be offered to the
HIV/AIDS patients.

Ruland et al. (Ibid) does not ignore the fact that provision of services is important
in capacitating HIV/AIDS based caregivers. In menitng those services, Ruland et
al. (Ibid) considers transport and water. In HIMDS care giving processes, transport

has to be used in transporting HIV/AIDS patientsrirHIV/AIDS based care centres
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to hospitals and clinics. This occurs during emergienes where patients are very ill.
Ruland deals with water from the perspective ofiglung vegetables for the patients
in HIV/AIDS based care centres. Water has to bel uiserrigating vegetables to be
consumed by patients and caregivers. If water isawailable, the ploughing of

vegetables becomes impossible.

2.9.4 Ensure Government Protection

To capacitate HIV/AIDS based caregivers, there khbe better laws, policies and
support for communities and families including HNWDS based caregivers by the
government (UN, 2004). In this manner, the govemimaust make sure that it
provides support for HIV/AIDS infected people who dot have adequate family
care. ‘A sound and vigorous legal and policy resgois necessitated to mobilise
political and financial resources to safe-guardeascof HIV/AIDS based caregivers
to education, social services especially water, tangrotect them from all forms of

discrimination, neglect, abuse, exploitation arsslof inheritance’ (UN, 2004:8).

It is reported that some families have the capadattake care of their HIV/AIDS
infected people (UN, 2004). These families simpbynibt decide not to care for their
HIV/AIDS infected people. They decide to give théonthe HIV/AIDS based care
giving institution. This is the abuse and explogatof HIV/AIDS based caregivers
and services they offer. So, the government haprévent the exploitation of
HIV/AIDS based caregivers by the introduction angpiementation of a policy and
law. Some of policies that aim at capacitating FANDS based caregivers can
include providing life-skills education to HIV/AID®ased caregivers enabling them
to make sound care related decisions and to catbdmselves when offering care to
patients (Ruland et al. 2005).

In addition, the legal provisions must protect tigiats of HIV/AIDS infected people
and caregivers. In doing this, the government loasréate various mechanisms at
national, district and community levels to facii@ahe implementation of laws that
protect HIV/AIDS based caregivers and patientmust also do the same in regard to
policies that discourage stigma that surround HIN® and induce access to water
and other social services by caregivers. This shdugé accompanied by the

involvement of the Ministry of Justice and Condtdn with the purpose of defending
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inheritance and property rights of the HIV positigeople especially children who
have their parents died as a result of HIV/AIDSeTéxample of this happened in
Uganda where the property and inheritance rightdepiendants of parents who died
of HIV/AIDS were protected by the state (UN, 2004).

The government protection must also include intetie@ of Courts of law. Courts
should enforce the law that protects the rightdHdf/AIDS based caregivers and
patients. In doing so, they must respond to thels\e¢ caregivers and patients. This
was done in Zimbabwe. In Zimbabwe, the courts adofriendly approach to the
patients including to all HIV/AIDS positive childnewho are victims of sexual
offences. ‘The Zimbabwean courts offer child frignénvironment by taking into
account children’s different cognitive and develgmtal stages. In addition the courts
are linked to multi-sectoral team that providesrsalling, community outreach and
medical treatment such as the provision of antxétal as well as HIV testing,

support and treatment’ (Ruland et al. 2005:15).

Judging from what is argued above, it can be datthe supportive legal and policy
framework, which aim at protecting HIV/AIDS patisnteceives a growing support.
Although, the government protection seems to beadddea, there is always a gap
between rhetoric and action. That means, having lamd policies that protect and
encourage the rights of HIV/AIDS based caregivers patients does not necessarily
mean that they will be implemented. This is revédlg Ruland et al. (Ibid) when he
says, there is a lacking data on the extent ofemghtation, as well as examples of
how laws and policies have been used to protecipamuhote the rights and needs of
people living with HIV/AIDS and vulnerable adolest® ‘Mechanisms to monitor
responses at the policy level, including appropriaticators need to be put in place’
(Ruland et al. 2005:19).

2.9.5 Use of Advocacy and Social Mobilisation

The UN (2004) raises three strategies that shoelditihised to increase awareness
and create a supportive environment for people areanfected by HIV/AIDS. Such
strategies involve ‘conducting a collaborative &iton analysis, mobilising influential
leaders to reduce stigma, silence and discriminatiad strengthening and supporting

social mobilisation efforts at the community lev@/N, 2004:6).
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In terms of situation analysis, there should beagigipatory analysis process that
involves various stakeholders, including peoplentvwith HIV/AIDS (Ibid). In this
context, participatory analysis should aim at ustierding situation that makes
HIV/AIDS based caregivers and patients experieng@erability that is based on
stigma and discrimination. Such situation analg$isuld also include the role that
can be played by delivery of water in efforts thamh at creating effective HIV/AIDS
based care giving. ‘Broad participation assistemtance social mobilisation and

promote community actions’ (Ruland et al. 2005:11).

In supporting and strengthening community mobiiesg faith based and civil
society organisations have a role to play (UN, 2004is can come in the form of
strengthening and mobilising HIV/AIDS based caregsvby providing information
and education on HIV/AIDS, campaigning to redudgnsd and discrimination and
strengthening the community to respond to the ddgy needs of caregivers and
patients such as water. This initiative was rewkate Zambia. ‘In Zambia a large
scale community project called Strengthening Comtguiartnerships for the
Empowerment of Orphans and Vulnerable Children (BE@VC), implemented by
CARE/Zambia has reached more than 200,000 HIV ipesithildren and youth
through local NGOs with life sustaining care andpmut services. District
committees assessed needs, developed action @adsmobilised resources to
implement the action plan. Those plains aimed dpilg HIV/AIDS positive
adolescents and children’ (UN, 2004:12). This cardbne in the initiative that aims
to strengthen and support HIV/AIDS based care givim South African informal

settlements.

The combination of the above strategies can abBMIAIDS based caregivers to

provide effective care to patients. That means,apglication of the strategies can
assist in facilitating the roles and duties of HNDS based caregivers. This is the
case since their rights to access water would btegted and promoted. This would
be accompanied by community support and initiatthed aim at eradicating stigma
and discrimination. But, water that is accessedilshbe in sufficient quantities and it
should be in a good quality so that it can assighe efforts that aim at providing

successful HIV/AIDS based care.
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As suggested by Ruland et al. (2005) that lawsilshbe made and be applied with
the intentions to protect the inheritance and prypaghts of HIV/AIDS positive
adolescents and children, the South African governtralso realised the need of laws
and other statutory arrangements that aim at agatcess to water in the form of
making it a right for all citizens. No one is suppd to have this right to water
violated by any policy, institution or person. Apglicy, institution or person that
violates the right of access to adequate wateomsidered as acting unlawful. This
can lead to penalties with the intentions to st tonduct. This is manifested in the
Grootboom case in the Cape of Good Hope High Ceudrere the Ostenberg
municipality was given an interdict to provide lwaservices to the residents such as
water (Wickeri, 2004). In the following is the oveaw of the South African

constitutionally determined right of access to adeg water.

2.10 CONSTITUTIONALLY DETERMINED RIGHT OF ACCESS TO
WATER

According to section 27 (1) (b) of the Constitutminthe RSA (1996), everyone has a
right to have access to sufficient food and walee Constitution goes on by directly
stating, ‘the state must take reasonable legiglatimd other measures within its
available resources to achieve the progressivasatiain of the right of access to
sufficient water which is stated above’ (RepublicSouth Africa, 1996:13). This is
manifested by the provision of section 27 (2) of tBouth African constitution as
amended (lbid). In considering what is stated abavee can argue that access to
water is viewed as of paramount importance in suisig human lives for the people
in formal and those in informal settlements. Albsle people must not have their

access to water hindered either in the form ofslagon or policy.

The second provision of section 27, which is elatext in the above paragraph,
reveals that the state has a responsibility to tlaeeight of access to water realised
(Ibid). This section goes further by suggestingidiegive and other measures that
should be undertaken by the state to ensure atcesster. The measures can be
policy, programmes and other reasonable initiatitte# aim at making access to

water attained.
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But, section 27 (2) brings the issue of resourn@sattention. This part of the section
says, ‘The state must take legislative and otheasmes, within its available
resources, to achieve the progressive realisafi@ach of these rights’ (Republic of
South Africa, 1996:14). This shows that each arateinitiative that intends to yield
social services needs financial and non-finanalources such as intellectual or
human resources. Precisely, resources especiadlydially must be committed to the
initiative that is stated in the above sentenceh\Wiat in mind, economics states that
‘resources are limited, therefore choices have d@omtade’ (Todaro, 2003:7). That
means, the state is faced with the scarcity ofuess in its processes of providing
basic services to the people and that is recogniséte Constitution. Given what is
already stated in the above paragraph, it can beedrthat there is a need of

resources to have the right of access to wateiseghin a progressive manner.

The lack of resources requires prioritisation afae This means that the needs of the
communities should first be assessed in order@if tmportance. The needs that are
more important as compared to others should bengavpriority status. For instance,
water, which is one of the needs of the residemttvory Park, should be given a
priority status as compared to other needs sualea@asation facilities. In assessing
and prioritising needs, the community should beliwed. This can be made possible

by the application of Communicative Theory.

2.11 COMMUNICATIVE THEORY

According to Fainstein (2000) this type of plannimpdel encourages dialogue,
negotiation among the planning stakeholders. & alms at making the marginalized
groups to partake in planning actively. ‘In the ldipe and negotiation, the
communicative planner encourages objectivity, opsarand truth. In this process,
stories are told and experiences are shared. Thectoie is to achieve mutual
understanding among the stakeholders in plannifginétein, 2000: 453). The poor
groups are encouraged to communicate so that ithteirests can be represented in
planning. This provides a platform for the decisioakers to know the day-to-day
needs and aspirations of the society especiallypther people. In the context of
communicative theory, the planner’s role is thataoimediator (Ibid). He or she

mediates between different groups with diversifiaterests and aspirations. The
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communicative planner tries to make sure thathedl interests are represented. This

places the planner into a difficult situation wh#rere are sharp conflicting interests.

But, the communicative theory does not exist withahallenges. The major
challenge involves the imbalanced relations of pogyvbjerg, 2000). In many
cases, the interests of the powerful groups tendldminate in planning. This
normally occurs at the expense of the weak groug®e powerful stakeholders have
the ability to influence planning in their own fawo They shape the agenda of
planning. Put simply, they determine how to discusd reflect on planning issues. In
addition, they also dictate what has to be decidedthis process the weak

stakeholders become marginalised.

Power has many sources. The first source is mad# tgsources. Resources appear
in the form of assets, finance and intellectualacéty. In the context of money, the
resourced stakeholders normally use their finamgesponsor some programmes at
the expense of others. They withdraw their finanftesn the non-profitable and
doubtful programmes. This is normally done by thiegie sector. The private sector
finances programmes and projects which are likelyesult to profits. The projects
and programmes that are unlikely to result to psofiet marginalised in terms of
funding. The water and land development projectsthe examples of this. Given
what is stated above, it can be argued that thielyhimoneyed stakeholders can use

their financial muscle as a tool to influence plagn

Intellectual competency or creativity also gives gtakeholders that possess it more
leverage in planning than those who lack it. ‘llgeual capacity manifests itself in
the form of brainpower, knowledge, and skills. Kiedge and skills are normally
accumulated in the form of education, training artensive experience’ (Alves et al.
2007:123) The stakeholders that possess these use therfiuence the agenda of
planning. This leads to the marginalisation of timskilled and illiterate. The highly
educated and knowledgeable stakeholders come @gtinical approaches and other
techniques, which are applied in planning. Theylwe planning tools such as the
Geographic Information Systems (GIS) and other netdyical applications. Such

approaches and techniques are normally not unaerdip those without know-how
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that is related to them. This exacerbates theirgmalisation as these give more

power to the stakeholders with some know-how abmsge techniques.

In the context of power, stakeholders who possessurces and creativity shape the
agenda of planning. But, the proponents of comnaiivie theory challenge this. Such
proponents argue that power is countered by op&ogiie that promotes trust, truth
and mutual understanding as stated before. Mutuddnstanding is complemented as
the requirement that leads to consensus. The sandghe weak stakeholders who
are engaged in planning make such consensus. Ocotiteary, Harbemas, cited by
Flyvbjerg (2000) states that there is nothing ld@nsensus. In backing up this, he
states that the powerful group will shape the cosge in their own favour. In this
context, there is no consensus. From the Habermespgctive, one can argue that
power can be a huge limit to the abilities of sgscef the communicative theory.
Therefore, there should be an engagement of adygtacners that will stand behind
the interests and needs of the weak people in plgn@oncisely, there should be an
engagement of the Communicative Theory and AdvocHugory to represent the

weak people in the planning exercise.
2.12 ADVOCACY THEORY

‘The advocacy theory aims at making the margindligeoups to partake fully in
planning’ (Sandercock, 1998: 97). That means, tbeoeacy planners aim at
capacitating the weak and marginalized people abttiey can have their interests

and needs fully represented in planning.

Advocacy theory emerged in the mid 1960s in theddhStates (US). The reasons for
its emergence involved riots and demonstrationsvtieae initiated by the people who
felt that they were underrepresented in plannindvokacy theory traces its genesis
from Paul Davidoff and it was published in theurnal of the American Institute of
Plannersin 1965. ‘The idea of advocacy planning was thasé who had previously
been unrepresented would now be represented bycady@lanners’ (Sandercock,
1998:98). In this context, the advocacy plannersuldlogo to the poor
neighbourhoods, find out what those folks wanted laring that back to the table in
the planning office and city hall (ibid). One carg@e that this model of planning
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induces the planners to take into consideration tieeds of the society. Put
differently, the planner takes into account thedseef the people, their experiences
and their problems. The planner goes to the peaudealks to them. He or she listens
to their grievances and files them. That meangtaener works with the people. He
or she advocates their needs and interests to makethat they are represented in

planning. In this manner, the planner views hinh@ras the servant of the people.

But, the advocacy theory is not without problemse Thodel positions the planners at
the centre of the planning process (ibid). In tusitext, the planner interprets the
problems of the people solely. In his or her owterpretation, the planner can
underestimate the priorities of the poor peoples Tan lead to the exclusion of the

poor people who are supposed to be representddrinipg.

2.13 COMMUNICATIVE THEORY AND ADVOCACY THEORY IN
RELATION TO ACCESS TO WATER AND HIV/AIDS BASED
CAREGIVING

It is stated before that the Communicative Theargoeirages story telling about the
experiences of the people that are part and pafgdanning. In addition, it is already
said that the Communicative Theory promotes netiotiabetween the planning
stakeholders. Taking into consideration the aboestioned aims of the

Communicative Theory, it will be argued that the tava suppliers should

communicate with the HIV/AIDS based caregivers befthey plan an access to
water. This will help to make the water suppliersow how much the HIV/AIDS

caregivers need water. Moreover, this will help fied out the water's access
challenges that are faced by HIV/AIDS caregiverd HiV/AIDS patients.

Although, the Communicative Theory of planningéemmended in the context of
access to water in relation to HIV/AIDS in IvoryrRgward 77), the limitations of
this theory will also be manifested. In doing selations of power in planning and

representations of interests will be manifested.
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The HIV/AIDS based caregivers, HIV positive resitfeparticipated in the protests
against the provision of only six thousand &itper month for each household. This
shows the lack of consideration that the HIV/AID&ed caregivers need more than
six thousand litres of free water. In consideratafnwhat is stated in the above
sentence in relation to the needs of the HIV/AIDSdd caregivers, the Advocacy

Planning Theory will be highly recommended.

In the context of access to water, the advocacyngawill go to the people and ask
them how many litres of water they want. The planmeuld also consult the
HIV/AIDS based caregivers and patients. In doingle or she will be able to find
out their needs for the clean water. After findmg those day-to-day needs for water,
the advocacy planner will file and table them te tbcal municipality. In taking this
initiative, the planner radically makes sure tleg heeds of the people for water are
represented in planning. The success of the plannéis initiative will result to the
delivery of more than six thousand litres of water the HIV/AIDS affected
households and HIV/AIDS based care giving insttasi. This will happen especially
if the local municipality has enough resources ébver water. This was the case in
the US where more advocacy planners representddttdrests and needs of the poor
people in planning (lbid). These planners took itheas of the poor people and
translated them into the technical language of plenmake them forceful in the

policy arena.

In terms of interpreting and translating the idedspoor people into a planning
language by the planner, the advocacy plannerchiske into consideration the ideas
and needs of the HIV/AIDS based caregivers aneépti This can help to make sure

that their interests and needs are fully represeintglanning.

2.14 COMMUNICATIVE THEORY AND ADVOCACY THEORY INTH E
CONTEXT OF THE SOUTH AFRICAN LEGAL FRAMEWORK

The South African Constitution takes into accoung heed to have all people of the
country represented in planning practise. Thisisedby the endeavour to make them
active participants in their communities that ainfagilitating the delivery of social

services such as water, electricity, sewerage emdval of waste to mention just few
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examples. In this context, the municipalities areouraged to communicate with
people who are in the area of their jurisdictiohisTis reflected by chapter 4, section
16 of the Municipal Systems Act 33 of 2000. The Mipal Systems Act 33

(2000:636) reveals that by stating, ‘a municipalityust communicate to its

community information concerning:

(a) the available mechanisms, processes and procedaresncourage and
facilitate community participation

(b) the matters with regard to community participai®encouraged

(c) the rights and duties of members of local commuaitgt

(d) municipal governance, management and development’

The type of information that is supposed to be comicated by the municipalities to
the public is stated in section 18 of the Municigbtems Act 32 of 2000. In passing
that information, the municipalities must take imtocount the language preferences
and usage in the municipality and spread news éplpewho cannot read or write.
This is demonstrated by section 18 (2) (a), (bpeesvely of the Municipal Systems
Act 32 of 2000.

Given what is stated above, it can be noted thatr@onicative Theory is encouraged
in the Act. The Act also talks about the meetirgdé held with the public by the
municipalities. The venues and agendas should teght to the public before the
meeting (Municipal Systems Act 33, 2000). Peopieepected to meet the officials
and converse with them about the provision of basiwices. The nature and extent
of those services should be debated. In this canteg people of Ivory Park are
encouraged to participate in planning the provissbrwater. Consensus has to be

reached. That consensus must reflect the neetie gielople for water.

In the context of Advocacy Theory, the planners emdicipal officials must make
sure that the needs of the people are tabled goplogied in the planning offices.
They must not be just voiced in meetings. They nmeuld the planning agenda.
The success of that will result to the provisionnodre than six thousand litres of
water to the residents of Ivory Park, ward 77. figkinto account the sections of the

Act that are stated in the above paragraph, onaare that Communicative Theory
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is supported legislatively. But, that does not misat the interests of the poor people
will be represented in the planning exercise. Gitres fact, Advocacy Theory should
be applied. The planners must advocate the neetl®egbeople for water as stated

before.

2.15 SIMILARITIES BETWEEN COMMUNICATIVE THEORY AND
ADVOCACY THEORY

Both Communicative and Advocacy Theories revealnimortance of a dialogue that
has to be conducted among stakeholders, which ragaged in planning process.
These two theories also encourage participatiothefweak, the marginalised and
disadvantaged groups in planning. Given the afoeetioned facts, it can be argued
that both Communicative Theory and Advocacy Theawany be instruments to be used
by weak and marginalised people who are affecteghdmerty to have their needs
represented in planning especially the delivergadial services such as water. Both
these theories aim at attaining information frora geople who are directly affected
instead of using models and statistics on the mpt@ntable to get and interpret the
problems of the people. In this manner, they allmsople to tell their stories and
speak out about their socio-economic challenges dffact them on a day-to-day
basis. In addition, these theories aim at makimgwieak and marginalised people’s
concerns to shape the agenda of planning in thartedf trying to resolve their

problems.

2.16 CONCLUSION

Access to water is still a challenge in many dep@lg countries. This is the case
since developing countries lack proper resources ¢an enable them to develop
good infrastructure, which can make them accesgmwahe lack of resources and
technological competency to extract water fromsibsirces such as bowels of the
earth and big rivers made the nations of the deuadpcountries to resort to the
unreliable sources of water such as dams and rigexsh sources normally yield poor
quality water, which leads to illnesses such asrairne diseases. The low quality
of water is exacerbated by its contamination, whécmade possible by incompetent
industries, which use polluting technologies sushnaanufacturing, mining, and

agricultural industries.
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Access to water is faced with many challenges. Scithllenges involve, poor
developed water related infrastructure and priatibs of water delivery to mention
just few instances. The people who have poor adoesater are those who are found
in locations that are peripheral from the citiescl®locations are mostly made up of
informal settlements. These settlements do nobviolplanning standards in their
processes of development. They are made up ofiesbamthich are severely built in
contradiction with planning standards. This makesinstallation of water pipes and

the delivery of other social services very complex.

The South African government has realised the itapoe of access to water by
making it a right, which is enshrined in the cotsibn. The constitution states that
everyone has a right of adequate access to sulfieiater. The constitution goes on
by stating that the states must take reasonabléegiglative measures to achieve the
realisation of that right. The state made attentptscreate access to water by
implementing initiatives such as RDP and implementolicies such as Free Basic
Water Policy, which gives each and every houselt®@0 litres of free water a
month. But, some of the experts in the deliveryvater and households state that the
6000 litres of free water per month is not suffiti¢o tackle water related domestic

activities such as bathing, cooking and washingéeation just few examples.

The poor access to water in South African inforsetlements is accompanied by the
spread of HIV/AIDS epidemic. This is made worsepoyerty, which is the order of
the day in those areas. HIV/AIDS poses detrimehidlth challenges in many
communities especially those that are poor suéhfagmal settlements. Many people
died and some of HIV/AIDS infected people are takame of in hospitals. This
created complications in hospitals as they perflgtifail to accommodate the

increasing numbers of HIV/AIDS patients.

The spread of HIV/AIDS triggered a response amoagous groups to deal with
health challenges that are posed by the epidemiis T8 manifested by the
formulation of the so-called HIV/AIDS based carevigg initiatives. HIV/AIDS
based care giving includes groups such as, amdregsptfamily groups, volunteers,
friends of the HIV/AIDS infected families and faittased organisations. The common
objective of such groups is to provide care forsthaffected or infected by the

HIV/AIDS epidemic. But they differ in the naturedaextent of support they provide.
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Water is believed to play a huge role in HIV/AID&sed care giving. This is the case
since there is a link between water and HIV/AID®&al means, if there is access to
water, the health challenges that are posed by D& can be tackled. But, water

needs to be supplemented by other measures thabaiounter health challenges to
be in a position to deal effectively with healthatbnges that emanate from

HIV/AIDS.

It is high time for the water suppliers to creatmditions of participation by the
HIV/AIDS based caregivers especially in terms afess to water. They must create
a platform that enables water related dialogue é&etwthe HIV/AIDS based
caregivers and water delivery stakeholders. Tlhilsassist in detecting water related
needs of HIV/AIDS based caregivers. This meansiegpmn of Communicative
Theory. The planner must go to the HIV/AIDS basadecgiving centres such as
Philani Support Group and listen to their ideas stadies as they try to expatiate their
water related day-to-day needs and challengesabid them at the planning office.
In doing so, the planner must convert HIV/AIDS lhsaregivers’ language into a
planning language that can be understood by otemnprs and social service
deliverers such as water suppliers. In doing se,planners will start to know the
water related challenges that face caregivers. iy table them in the planning
office, this will mean a representation of HIV/AlOfased caregivers in planning the
delivery of water. This is a way of planning fraire borderland as articulated by
Sandercock.

12 planning from the borderland means taking intcomnt the needs, interests and aspirations of the
poor people who are normally found in the periphefryhe city. Such people are normally found in
informal settlements and rural areas where accessdial services such as water, electricity, reshov
of waste, and sewage is very minimal. Some of tleeas totally lack access to such services. In
addition, informal settlements lack access to secianomic opportunities as they tended to deveiop i
segregated portions of land (Huchzermeyer, 2002).
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CHAPTER THREE

3. THE CORRELATION BETWEEN WATER AND HIV/AIDS BASED CARE
GIVING

3.1 INTRODUCTION

The scarcity of water is still a problem that facgesany people in the universe
(Johnsoret al 2001). Water scarcity is severely accompaniedrivan distribution
of wealth and resources, which affects access terw@illy, 2003). The uneven
distribution of resources such as financial resesigetermines who can access water
and who cannot. In addition, resources also deterrtie place of residence. Put
simply, those with resources especially the afftusgople, tend to reside in areas
with advanced water delivery infrastructure suchiedigible water pipes and taps. On
the contrary, those without any resources sucthaspbor, tend to settle in areas,
which have underdeveloped water delivery infragtmee South Africa (S.A) is not
excluded from these international water relatedidse The water scarcity has so
many implications in the lives of people. It rensai challenge in some formal and

informal settlements.

Although S.A is a water scarce country, effortsater for water related needs of its
people have been undertaken. Such efforts are eséwif by payable connection of
water pipes from Katse Dam, which is in Lesothod aReconstruction and
Development Programme (RDP) initiatives (Lundh&le2003). Many water delivery
initiatives have been targeted towards informaltlesments such as Soweto,
Alexandra and lvory Park (City of Johannesburg,&0These areas are affected by a
scourge of HIV/AIDS epidemic, which brings so mamgople into death, hospices
and terminal illness. Given the fact that HIV/AI®ses detrimental challenges in
such communities, there has been a focus of ma®arehers on socio-economic and
health impacts of HIV/AIDS. In addition, as watsrseen as crucial for people, there
has been an extensive research on social and hegltttts of water on the lives of
people. But, there are some researchers who focosedater in the context of
HIV/AIDS, but such experts did not adequately foonsquantity and quality of water

in relation to HIV/AIDS based care giving. This @ paramount importance as it
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vividly expatiates on how access to water can dautie in the initiatives that aim at
countering HIV/AIDS driven health challenges, whishthe focus of this research

report.

This chapter looks on how water plays a role i'vMIDS based care giving in
reference to the quantity and quality of water. sThiill be done by focusing on
informal settlements especially Ivory Park, ward Tiis chapter will, first, start by
placing its emphasis on the South African wateivdey context, which is the legacy
of apartheid-based delivery of social servicedding so, there will be a brief focus
on the apartheid approach to the delivery of waie3.A. Secondly, this chapter will
look at the legacy of apartheid and the initiatta&en to solve the water delivery
problem such as the Reconstruction and Developfsgramme (RDP). This will
be done in the context of access to water and HIVFA Ultimately, this chapter will

severely reveal the correlation between accessatervand HIV/AIDS based care

giving.

3.2 THE SOUTH AFRICAN STATUS QUO OF ACCESS TO WATER

The victory of the National Party (N.P) in the 19g@&neral elections was totally a
nightmare in the black dominated communities egplgciwhen it comes to the
delivery of social services such as water. This thascase since apartheid prohibited
infrastructural development in those areas thatlevaapacitate them to access
adequate water, which is in a good quality (Seidn&99). There was very minimal

or no development in informal settlements.

During the apartheid system of governance and plgniblack people started to be
clustered in areas that were underdeveloped armtnial (Mamdani, 1999). In

addition, the apartheid system of planning did a®telop facilities and schools that
would enable people to be capacitated so thatabeld take control of their self and
infrastructural development (Ibid). The nature padheid delivery of social services
created a status quo where there was no consaultatithe black people in terms of
planning the delivery of water. They could not seatthe planning table to have a
dialogue with other planning stakeholders as reguiby Communicative Theory.

They were marginalised. In addition, the black etles were not viewed and
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accepted as having a right of access to adequdés aad other social services. This
exacerbated lack of delivery of water in black doated areas.

On the other side, the apartheid system of plantaok concerted initiatives to
develop infrastructure of white societies (Christep 2002). This led to the high
capacity of those areas to access water. Thisheasase since such areas are close to
city centres, which make them close to administeatnstitutions and opportunities
(Giliomee, 2003). In addition, white societies wemgaged in planning dialogues.
There was an inclusion of white societies in plagr(iWilliams, 2006). The inclusion

of white societies in planning resulted to propecess to social services such as
water. The apartheid system made the structuresadf white only societies to have
facilities such as halls, schools that created itimmd for participation in planning the

delivery of social services.

The approach of apartheid to the delivery of sosmlvices created a legacy that
provided a colossal challenge in the delivery ofararlhis water delivery quagmire is

elaborated in the following part of this chapter.

3.3 THE LEGACY OF APARTHEID REGARDING ACCESS TO WAT ER

3.3.1 Spatial legacy in the context of access to tea

The apartheid legacy regarding spatial elementgivisl in informal settlements.
Administration and planning tools of apartheid, evhiwere associated with the
delivery of social services such as Black Admimistm Act of 1927, and Black Local
Authorities created these adverse elements. The ed@partheid planning resulted to
a huge spatial fragmentation in S.A (National Spaevelopment Framework,
2007). Spatial fragmentation made the delivery atew and other social services to
be very costly (Ibid). This is the case becaus¢hefgreat distances found among
black dominated residential areas. Such largemist&require very long water pipes

to connect black areas to reliable and advancedsswf water.

In addition, the destabilisation policies of theagpeid system led to the unplanned

clustering of black people in areas that are faayawhe city centres (Sachs et al.
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2000). In those areas, they built shacks. Sucteplace not conducive for the delivery
of water. These areas have no structéiréheir development is uncontrolled since
people just come and construct shacks without amgideration and application of
planning regulations (Huchzermeyer, 2002). This glicates delivery of water in

those areas.

Ivory Park, ward 77 is also a manifestation of #partheid legacy. The informal
settlement is far away from the city, which is tb&tlohannesburg. It has no adequate
access to water. The water that is accessed isl fiougreat distances (Statistics South
Africa, 2001). Some sources of water are not sHifés is the case because of high
levels of pollution in the area (City of Johanneagh2002). In addition, some sources
of water are not reliable (Ibid). This leads toipds where people cannot access
water. There is also an uncontrolled developmenthefarea (lbid). Uncontrolled
development is on the increase since there arelgempo come from different
provinces of S.A and from other countries suchiatdbwe (Zimbabwe Independent
News Agency, 2006). This uncontrolled and fast gnowclustering of people
enhanced demand of water in ward 77. The followiiggre reveals the people who
reside in informal settlements in comparison witlese who are living in formal

settlements. Basically, it shows the dwelling tgbeesidents of ward 77 in 2001.

Figure 2: the representation 8,000
of dwelling types of

ward 77 households 7,000

in 2001. 6,000

5,000

4,000 -
3,000
2,000
1,000 -

0

4,758

6,768

Households in numbers

117 39

Formal Informal  Traditional Other

Type of settlement

Source: Statistics South Africa (2002) Informalteetents

13 This idea is premised on the fact that informatlements are built without considering the
installation of the basic services related infracture that can facilitate the delivery of basicvares
such as water, sewage, and electricity to the eassd This is viewed as a structural or spatiatesl
problem.
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According to the above figure, the households wtedl in informal settlements in
Ivory Park, ward 77 constituted 6768 in 2001. Tigeirie also shows that there was
4758 households who were living in formal settletaen the very same year (2001).
In addition, the figure also reveals that there 4§ households who lived in
traditional areas. These areas were made up ofsimelters. The figure finally depicts
the category of the other, which is made up of 8dskholds. This category includes

households who built plastic shelters for themseteeuse as homes.

Judging from the above stated statistical analyisissan be concluded that the
households who lived in informal settlements in P@&ceeded those who resided in
formal settlements in Ivory Park, ward 77. Thed&holds who reside informally are
on the increase. This is also revealed by StagiSmuth Africa (2001) when it reveals
that there was 4872 households who resided infeynmall996. The great number of
households, which reside informally means thatettege more people who have no

access to water as compared to those who havesacces

The spatial problem, which is the legacy of apadth&lso complicates the installation
of water related infrastructure (Christopher, 200)is happens since the structures
of informal settlements are not properly arrangedai way that allows suitable
development. The shacks that are built in inforsettlements make it difficult to
install water pipes that aim at delivering wateside those informal settlements
(Ibid). There is a need to restructure those aiediacilitate the installation of water
infrastructure. These spatial trends also prewvaillnory Park, ward 77. This
complicates access to water. Many residents hawgetwmut of their shacks to get

water in huge distant areas.

3.3.2 Socio-economic legacy in relation to accesswater

The apartheid planning also left many people ofipheral informal settlements
jobless (United Nations Development Programme, 20Dis made many of them to
earn very low salaries and some to live below tleepy line. This situation

compromises their capacity to purchase additiatraisl of water that are required to
carry out domestic activities such as cooking aaithing to mention a few examples.

In the following is the table, which shows diffet&arnings of people in ward 77.
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The earnings of households in Ivory Park, wardr7Zd01

Amount of Annual Households | Year
income in numbers
None 4182 2001
R1 - 4800 711 2001
R4801 - 9600 1416 2001
R9601 - 19200 2640 2001
R19201 - 38400 1815 2001
R38401 - 76800 672 2001
R76801 - 153600 156 2001
R153601 - 307200 | 27 2001
Table 3: Annual R307201 - 614400 | 15 2001
incomes of ward
77 households in | R614401 - 1228800 | 6 2001
2001. R1228801 - 245760( 30 2001
Over R2457600 15 2001

Source: Statistics South Africa (2001) Incomesvory Park

The above table shows that, in 2001, R4182 houdshail not have any source of
income annually. The 711 households have an indbateanged from R1 to R4800.
The 1416 households had income, which ranged frd@0R to R9600. In addition,
there were households who had incomes that ranged R9601 to R19200. The
other income ranges are depicted as one goes tilerigure to the bottom.

The most relevant category of households in therégs that which shows that there
was 4182 households who had no income annuallysella@e people who live
informally in Ivory Park, ward 77. Their lack ofdome makes them live in abject
poverty. This situation makes them not to accesemwafter the finishing of 6000
litres of water, which have to be delivered to eholisehold monthly, they tend to
lack money to buy additional litres of water. THiengs a compromise to their

sanitation standards.

Demographically, the category of people with lowdmes, which compromise their
access to water, are Africans. Africans dominateyl\Park, ward 77. Their number
constituted 38521 in 2001 (Statistics South Afr2@Q1). They have low educational

levels thatjnter alia, make them unemployable.
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On the other hand, in Ivory Park, there are vemy fwhites that are educated and
earning very high (lbid). They have reliable acaeswater. They fetch water in very
short distances such as from taps in their yardbs ianhouses. They make up a
minority in lvory Park and they reside formally. &tlype of water they get is in
enough quantity and in a high quality. The Africamso reside informally do not
have sufficient water and they reside informallxfricans are the people who are
severely affected by HIV/AIDS'Bruyn, 2004:93). The most of them makes up the
poorest of the poor. The demand for water is radtlst but it is increasing as there is

a constant, abrupt and uncontrolled inflow of peopl

3.4 ACCESS TO WATER AND HIV/AIDS IN WARD 77

The poor access to water in ward 77, which is agaoned by poverty, makes the
residents vulnerable to HIV/AIDS driven health deages. There are so many people
in Ivory Park, ward 77 who are infected by HIV/AILSity of Johannesburg, 2003).
Some are taken care of by their families, somepéeed in HIV/AIDS based care
giving centres such as Philani Support Group totmernjust one example of the
centres. This is an initiative that aims at dealwith health challenges that are posed
by HIV/AIDS in Ivory Park societies and householdB taking care of the
HIV/AIDS infected and affected households, Philaupport Group does the

following:

* Organising education on primary health-care for igbsitive people

» Organising pre and post HIV test counselling

» Organising and co-operating home-based care folSApBtients

* Provide and organise support for Aids-orphans

» Organise ongoing training of the members, and stherorder to fulfil the
different objectives of the organisation

» Participate in the disclosure about Aids

» Participate in the change of lifestyle necessaigutb the spread of the virus

» Work together with organisations having similaresitjves’ (Missionaries of
Sacred Hearts, 2004:4)
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Like in other areas, females in Ivory Park exedbwe HIV/AIDS based care giving.
This is also the case in ward 77. The ward 77 fercalegivers are people who are
mostly uneducated and unemployed. They live belmvpoverty line and they are
African. They lack adequate access to water. B, Statistics South Africa (2001)
reveals that there has been an improvement in tinebar of residents who have
access to water. The following figure representsskbolds that lack access to water

in ward 77.

Access to water in Ivory Park, ward 77 in 2001

NUMBERS OF
SOURCE HOUSEHOLDYYEAR
Water within dwellings 840 2001
Water inside yard 7899 2001
Community stands 1761 2001
Community stands (ovel
than 200 metres) 864 2001
Borehole 0 2001
Spring water 0 2001
Rain tank 3 2001
Table 4: representation of Stagnant water (dam/pod|) 0 2001
ward 77 households -
with access to water in Rivers or streams 9 2001
2001. Purchases 3 2001
Other 300 2001

Source: Statistics South Africa (2001) Access ttewmn Ivory Park

The above figure reveals that, in 2001 there wasia®40 households that were able
to access water within their places of residende T899 households were able to
access water inside their yards. There were thésehad to travel to the community
stands to fetch water. These residents constitu7&d. They did not have water in
their own dwellings or yards. The figure also rdsehat 864 households had to travel
more than 200 metres to fetch water to use for dtimactivities. If such people are
engaged in HIV/AIDS based care giving, they becahbgent as they have to travel

some moments to fetch water. This is not good ffecéve HIV/AIDS based care
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giving. At the bottom of the figure the category tife other makes up 300
households. These households have no stable soluwater. They get it from any

source. They even ask it from other householdsingathis into consideration, one
can argue that their access to water depends oméhney of other households. In
addition, they get water from rivers and dams. fitier is polluted and it can bring

their health into a compromise by leading to ilkess (City of Johannesburg, 2002).
This poor access to water is accompanied by pavd@itpse who are engaged in
HIV/AIDS based care giving do not have adequate eyoto purchase additional

litres of water to take care of HIV/AIDS patienttieh have a high demand for water
as compared to other households that are not eddnt HIV/AIDS.

As the Statistics South Africa (2001) reveals iha the Africans that dominate the
population of Ivory Park, this is also the caseward 77 (Statistics South Africa,
2001). It is clear that African females dominate ttumber of HIV/AIDS based care
givers and they lack access to adequate water.altfeorities that are involved in
planning the delivery of water in ward 77 do nohswlt them and their water related

needs are not taken into account in planning thieeag of water.

3.4.1 Quantity of water and HIV/AIDS

The number of litres of water to be utilised by HNDS based caregivers and other
HIV/AIDS affected households are very crucial inatileg with HIV/AIDS driven
health challenges. This means, litres of waterctis accessed, should be adequate
to tackle all the domestic water related activitiBlse scarcity of it will complicate the
execution of domestic activities that demand watdn this context, the water
suppliers have to make sure that water that islmegpo people is adequate. This
should be done by consulting the community, whighviewed as the recipient of
water that is supplied. That dialogue should preadplatform for recipients of water
to air the amount of litres that are necessitatedatkle domestic water related

activities.

In taking into account the quantity of water thats to be utilised by a HIV/AIDS
unaffected households, Engelbrecht (2005: 6 quiotéiakgabo, 2005:94) states that

‘it is estimated that it is only 6000 litres of watper month that can be able to cater
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for all domestic water related activities’. Such080litres of water per month is
assumed to be consumed by an unaffected HIV/AID&séloold of six members.

The following table shows the calculations of Ebgetht, which were made in 2005.

Consumption of water by a household which is mamefisix members per month.

EACH TIME MONTHLY
Kettle consumes 1.5 litres 4000 Kettles
Kitchen Sink 30 litres 200 times
Bath 200 litres 40 times

Table 5: representation Automatic washing Machine 50120 times
of water consumption

litres
per month by an
HIV/AIDS unaffected | Toilet Flush 12 litres 500 times
household with only six i !
members in 2005. Total litres used per month 6000 litres

Source: Makgabo, T. (2005) Calculations of 6kl/60@8s per households per month

The above table shows that it is only 6000 litrésvater per month that has to be
consumed by HIV/AIDS unaffected household with sbembers. This conclusion
manifests lack of consultation and proper housebkelting of people who reside in
many informal and formal settlements of S.A. Tassumption is based on the fact
that the maximal number of household member in &Astitutes only six people.
There are many households, which constitutes mbed &ix members. Such
households’ demand for water is automatically higtecting the bigger number of
household members. This is manifested by Manyatio Wweads a household of 12
members in Ivory Park, when she sailde 6,000 litres supplied free often run out in
11 days for those with big families like me. Aftbat, the meter cuts the supply, and |
have to pay more for additional water. On aver#ge household can go for up to six
days per month without water because we do not hhgemoney. We are all
unemployed’ (Investor Relations Information Netwo2006:3). This shows that big
households lack access to adequate amount of watarry out their domestic water

demanding activities.
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Taking into account what is stated in the abovegph, there is a need to consult
the communities especially in water related plagriirat aims to water delivery. This
will assist in finding out the number of litres ofater, which are demanded by
different households in relation to their day-torddomestic activities that require
water. The above paragraph also shows differeniepet of demand for water by
different households. That means, the bigger theséloold, the greater the number of
litres of water, which is demanded by that hous&h@In the other hand, the smaller
the households, the lesser the number of litrewater that are demanded by that
household. The supply of water has to take int@actthe different demands for the

litres of water that has to be consumed by diffeheuseholds.

In addition to the quantity of water, ‘the Free Bad/ater policy also requires only
6000 litres of water to be delivered to every htwade of S.A per month’ (Hall et al
2006:58). LikeEngelbrecht’'s (2005) calculations, show ttreg policy fails to reflect
the different patterns of households in the courthis makes so many households to
run out of water for many days as revealed by M#nyaAs the number of
household’s members affects the demand for waler, HIV/AIDS driven health
problems also affect the demand for water (Intéonat Water and Sanitations
Centre, 2007). That means, the litres of water deled by the HIV/AIDS affected
households are higher that their counterparts wamat HIV/AIDS affected. This is
revealed by Phukube who is a Home Based caregitienwhe said, ‘The 590 rand
($82) foster-care grant she receives each monthsidficient to provide the basic
needs and pay for adequate water supplies. Phudaildethe free supply of water
lasts only six days, but that is only if we try da@st to save it. The patient needs more
water for regular bathing, and they drink a lot pay. When the water runs out,
residents are forced to hire vans for up to 20 r@&&l75) per person to bring water
from wherever they can successfully beg for it. Maeighbours are less willing to
share’ (Investor Relations Information Network, @30). This reveals that HIV/AIDS
based care giving requires adequate litres of waterake it effective. In the context
of supplying adequate litres of water, the wateppdiers should make sure that
sources are reliable. But, the 6000 litres of wétat are supplied to the households
per month fails to take into account the increasmdand for additional litres of water
that are needed by the HIV/AIDS affected households
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There is a dire need to assess the quantity ofrwzaeis provided in dealing with the
HIV/AIDS posed health challenges and to facilitefeective HIV/AIDS based care
giving. That initiative should also take into acnbuhe number of the HIV/AIDS
patients that are taken care of. This now reveadd, tthe greater the number of
patients, the greater the amount of litres of watkich are necessitated to execute

and maintain effective HIV/AIDS based care giving.

Although there should be more litres of water todoeessed, its abundance means
nothing if it is not in a good quality. This is tkase because it is the quality of water
that makes it consumable without any harmful eff¢otthe people. In the following

is the analysis of quality of water in the contekHIV/AIDS based care giving.

3.4.2 Quality of water and HIV/AIDS

The residents of informal settlements have expeednvater related diseases because
of consuming water which in a low quality (Bowd al. 2006). This type of water
becomes contaminated by very close industries,wduie severely located near to the
sources of water. Such industries include mining agriculture to mention just few
instances. In addition, the faeces of informallsetent’s residents contaminate water
since they normally lack toilets (Ibid). This isrn@lly termed as water pollution and
it is against the quality of water. In Ivory Patke farms that are close to the area
contribute to factors that compromise the qualftyvater. This is done in the form of
water pollution. Water pollution is visible in thiver that runs through Ivory Park.
This is revealed by the City of Johannesburg (BgXHBaying, ‘A highly polluted river

- more polluted than water reaching sewage farmss through the area’ (City of
Johannesburg, 2002:4). In addition, the qualityvater in the informal settlements of
Ivory Park is compromised by hazardous waste durhjs waste is dumped in areas
that are very close to the sources of water suchivass and dams (Ibid). The
combination of the above-stated factors causegya bantamination of water, which

creates a difficult situation for the residentgét drinkable water.

The water that is in a low quality, which is contaated water, brings HIV/AIDS
based care giving into a big compromise. This & ¢hse since contaminated water

leads to illnesses. In the context of HIV/AIDS,can be argued that contaminated
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water leads to opportunistic infections. These ofpistic infections place the health
of HIV/AIDS patients at risk. The water that isarlow quality does not end there as
it also leads to health problems for the HIV/AID&sbd caregivers. HIV/AIDS based

caregivers need water which is in a good qualityxecute effective care.

As the apartheid system led to so many spatialsatb-economic problems which
negatively impacted on the delivery of water aslvasl its quantity and quality in
informal settlements such as Ivory Park, ward 715 important to consider briefly
the initiative that was taken by the new democragtvernment that aimed at
addressing challenges of access to water. The leatatiative that is looked at in this

report is Reconstruction and Development PrograrfiRineR).

3.5 RECONSTRUCTION AND DEVELOPMENT PROGRAMME

RDP is the socio-economic policy framework whichsvimplemented by the African
National Congress (ANC) led government under tlaeléeship of Nelson Mandela
after months of consultations, discussions and tegans between the ANC, its
alliance partners the Congress of South Africand@ridnions (COSATU) and the
South African Communist Party (SACP) and mass adsgdions in a wider civil
society (African National Congress, 1997). RDP aimaddress the socio-economic
and spatial problems that were created by the lagidrtegime (Ibid). Specifically, it
sets its sights on alleviating poverty and addrngssine massive shortfalls in social
services across the country. Such social servizggdade,inter alia, delivering water
to the masses of the people with no access to wadterlive formally, informally in
urban areas and those who reside in rural are&d).([bhis is the case since RDP
considers ‘water as the basic need to be provided imanner that will meet
everyone’s health and other crucial requirementsnfov and in the near future’
(African National Congress, 1997: 6).

By focusing on creating the delivery of water tiaafi meet everyone’s health, one
can argue that RDP recognizes the importance ditgjed water. That means, RDP
aims at delivering water which results to no haidndfiects on the citizens of the
country. This can assist HIV/AIDS based care giverdheir efforts of providing safe
and effective care for the HIV/AIDS patients. Indé&an, the water of good quality
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can assist HIV/AIDS based car givers not to be ejpiiigle to diseases that can be

caused by contaminated water.

3.6 HIV/AIDS AND SOUTH AFRICAN INFORMAL SETTLEMENTS

The HIV/AIDS epidemic remains a global health disas This is divulged by
AMREF (2006) which says, ‘sub-Saharan Africa (S®@&)bours nearly 65% of the
estimated 40.3 million people living with HIV/AID# the world in 2005. AMREF
(Ibid) goes further by stating that in 2005, theses 4.9 million new infections in the
world, 3.2 million (65%) of them in SSA. This isiddo be the largest infection since
the commencement of the epidemic. The largest numbafections was found in
marginalized communities’ (AMREF, 2006: 2). Womare more vulnerable than
men. This is evidenced by a huge number of womanate infected as compared to
that of men (lbid). That means there is an urgesddnfor strategies that aim at

alleviating the susceptibility of women to HIV/AID&idemic.

‘New infections are now frequent among young peqmeticularly those that are
between 19 and 24 years of age. It is at least timees higher among girls than boys
of the same age. Moreover, the association betwdlh infection and other
infectious diseases, especially malaria and TBelaserbated the negative impact of
not only HIV/AIDS but also of these other infect®nTuberculosis (TB) control
efforts have been hampered by the escalating HIVBAEpidemic to an extent that
TB has now been declared an emergency on the Afrmantinent’ (AMREF,
2006:4). In considering the above facts about HINY/8, it can be argued that
HIV/AIDS infection and prevalence are different amgaenders. This is also the case
in S.A. women are more vulnerable than men. Thimasle, among other things, by a
huge dependency of women on men. This happens siween tend to be
unemployed than men (Statistics South Africa, 200hjs makes men to dictate all
the terms of love affairs including how sexual imtairse is done (Tomlinson, 2007).
Men dictate the use and non-use of condoms withaytwomen’s say or approval.
This exposes them to high risk of being infectedHiby/AIDS. These aforementioned
trends are severely found in informal settlemehtsry Park, ward 77, which is a
focus of this research report, is one of the examspln Ivory Park women are

severely illiterate, uninformed and extremely spsitde to HIV/AIDS.
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According to AVERT (2007) one in five of adults $1A is HIV positive. But, the
Treatment Action Campaign (TAC) (2007) states tateast one in ten people in
South Africa is HIV-positive. TAC goes on by stajiWe are sure that three out of
every ten women who attend public antenatal cliddIV-positive. We know with
similar confidence that up until 2003 several headthousand people died of AIDS.
We are also sure that relatively few people had Hi\1990 but that the epidemic
exploded over the next decade and that mortaldynfthe epidemic has increased
steadily, such that many more people died of AID003 than 2002 and many more
people died of AIDS in 2002 than 2001 and so on. ak&e sure that in 1997 most
adults in South Africa died when they were over Bis has changed. By 2000 most
adults were dying in their 20s, 30s and 40s’ (TR007:6). For each person living
with HIV/AIDS in South Africa not only does the egmic impact on their lives, but

also on those of their families, friends and comitiems

With antiretroviral (ARVS) drug treatment, HIV-ptise people can be in a position
to maintain the good status of health (Ibid). Téas also make them to be able to
relatively live normal lives without any fatalistigulnerability to opportunistic
infections that can lead to their health weakneddaefortunately, few people in S.A
with access to ARVs. This makes AIDS death toigh im the country. ‘It is thought
that almost half of all deaths in South Africa, andtaggering 71% of deaths among
those aged between 15 and 49, are caused by Al8aly people are dying from
AIDS that in some parts of the country, cemetears running out of space for the
dead. A recent survey found that South Africansispeore time at funerals than they
did having their hair cut, shopping or having bat®s. It also found that more than
twice as many people had been to a funeral in #s month than had been to a
wedding’ (AVERT, 2007:7).

The HIV/AIDS epidemic has a devastating impact loe tountry’s socio-economic
progress. This is manifested by AVERT when it issdiee following devastating
facts.

‘Average life expectancy in South Africa is now yéars —
without AIDS, it is estimated that it would be &ver half of 15

year olds are not expected to reach the age of 60.
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+  Between 1990 and 2003 — a period during which Hi&plence
in South Africa increased dramatically — the cowrigll by 35
places in the Human Development Index, a globaatiry that
ranks countries by how developed they are.

« Hospitals are struggling to cope with the numbeHbf-related
patients that they have to care for. In 2006 aitepdesearcher
estimated that HIV-positive patients would sooncact for 60-
70% of medical expenditure in South African hodpita

« Schools have fewer teachers because of the AID&spc. In
2006 it was estimated that 21% of teachers in SAtiiba were
living with HIV”.

« The HIV infections are still accumulating. Thisressealed by the
Avert when it released its findings about the HIDS
prevalence’ (AVERT, 2007:6)

The following figure dipicts the HIV prevalence fibre provinces of SA.

Figure 3: representation

of HIV/AIDS prevalence
in South Africa.

HIV/AIDS Prevalence in percentages of a

provinces of South Africa

V.

O KwaZulu-Natal
B Mpumalanga
O Gauteng

O North West

MW Free State

O Eastern Cape

.

30.3 O Northern Caps
B Western Cape

Source: Avert (2007) Estimated HIV prevalence amantgnatal clinic attendees by
province

According to the above figure, the KwaZulu Natabyince is leading in terms of
prevalence. This is demonstrated by 39.1 %. Thdd&bguprovince which is the focus
of the research is number three. This is demowrstray 32.4% in the pie chart. The



huge part of that prevalence is found in informettlements such as those of Ivory

Park, Soweto and Alexandra to mention some fevantds.

The AIDS pandemic has posed so many health chatemgthe informal settlements
of SA (AIDS Foundation, 2005). ‘The rate of HIV/AD infections in formal
settlements is higher than those in the formallesatints’ (AIDS Foundation,
2005:5). There are many factors that cause this Hiy/AIDS rate in the informal
settlements. Such factors include gender inequatitytural factors and very low
socio-economic status of the residents especialtyn@n to mention some few
examples (bid). The HIV/AIDS epidemic led to theattes of many people in the

informal settlements. Some of them are in hospidesre they are taken care of.

According to AVERT (2007), there are a variety a¢tors that have been blamed for
the rapid rise of HIV/AIDS prevalence in S.A. IPASHIV/AIDS was diagnosed in

1982 (AVERT, 2006). AVERT (2007) states that 1,580V infections occur

everyday. Although initially HIV infections seemetkinly to be occurring amongst
gay men, by 1985 it was clear that other sectoisooiety were also affected (Ibid).
Avert (Ibid) reveals that since 1999, HIV/AIDS padence among pregnant women
has been on the increase in S.A. In the followsthe HIV/AIDS prevalence among

pregnant women since 1999 that is revealed by AVERID7).

* 1999 - The HIV prevalence rate among pregnant womas 22.4%.

* 2001 - The HIV prevalence rate among pregnant wowesn24.8%.

» 2003- The HIV prevalence rate among pregnant wowesn27.9%.

» 2005- The HIV prevalence rate among pregnant wowesn30.2%’ (AVERT,
2007:15).

This above prevalence rates also include Ivory Pahley are increasing instead of
declining. On the contrary, the prevalence of HINDA on pregnant women for 2006
is said to be dropping. This is revealed by thetls@drican Department of Health in
July 2007. The department revealed that the pragalef pregnant women for 2006
is 29.1. The decline is very minimal. This showatthllV/AIDS prevalence is still

high. In addition, the antenatal survey done by diepartment in revealing those

statistics did not include all pregnant women ifoimal and formal settlements. In
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addition, the survey only focused to women who paélic hospitals. It did not
include those who use private hospitals. Givendhiegts one can argue that the
decline is a reflection of many women that did patticipate in it. The prevalence of
29.1 is still high and this reveals that HIV/AID8nnains a problem. There is a lot of
work that has to be done by HIV/AIDS based caragivéhis is expected to happen
since in poverty stricken societies such as IvoaykPthe transition between HIV
towards AIDS is very short. Water is part and phaofeefforts that aim at dealing
with HIV/AIDS challenges.

The focus of RDP on delivering water that aims aetimg crucial requirements for
now and in the future means a realisation of piogddequate amount of water to
the people. The provision of water has to be badrwith the needs of the people as
stated before. This can assist HIV/AIDS based c¢eeeg This is the case since
adequate water means that HIV/AIDS based careghears sufficient water to carry

out their care giving roles.

The above stated water related and HIV/AIDS basetsfand issues reveal a role that
can be played by water in HIV/AIDS driven healtlalbbnges. As argued in the above
paragraphs, it can be said that such challenggedrely face caregivers and patients.
Taking into consideration all the facts and issied are elaborated above, it is now
very important to consider how water can play a rol dealing with HIV/AIDS

driven health challenges.

3.7 THE CORRELATION BETWEEN WATER AND HIV/AIDS BASE D
CARE GIVING

Firstly, it has to be noted that water cannot ddP¢/AIDS. Similarly, water alone
cannot provide a HIV/AIDS based comprehensive @aveng. There is a need to
apply ARVs, and other social services such as ratégt removal of waste including
the addressing of poverty and malnutrition to n@njust few examples. But, water
can be utilised in initiatives that aim at dealiagth HIV/AIDS driven health
challenges. This is the case since water helpgdmadygiene. In areas where there is
no access to water, hygienic standards become l@viater plays a huge role in

cleaning the places where HIV/AIDS patients areetakare of. This does not end
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there as water also helps in cleaning the handbeoHIV/AIDS based caregivers.
This is the case since caregivers have to regulaalsh the linens and clothes that
become dirty as a result of excessive diarrhoeariad by the patients. This helps in

countering some infections that are associated tiwéHack of hygiene.

‘It is universally proven that the lack of hand Wang, which is necessitated as one of
the hygienic requirements, in hospitals and clinigs nurses contributes to the
transmission of infections’ (Lance2005:3). The litres of water have to be enough to
counter the dirt that results from diarrhoea, camisbleeding and other dirty fluids
that come from the patients. In this manner impaortant to consider the following
comments made by one of the HIV/AIDS based caregjiv@ofi Phukube. Phukube
said, ‘the free supply of water lasts only six ddyst that is only if we try our best to
save it. The patient needs more water for regud#lribg, and they drink a lot per day.
When the water runs out, residents are forcedr® \ans for up to 20 rand ($2.75)
per person to bring water from wherever they caccessfully beg for it. Many
neighbours are less willing to share’ (Investor @ehs Information Network,
2007:5). This reveals that there is a need tomaehthe litres of water to provide and
maintain HIV/AIDS based care giving.

Water also plays a role of countering dehydratighich is very detrimental to the
health of the patients (Borderland Sciences Relsdayandation, 2007). In countering
dehydration patients have to drink a lot of watgut, the water, which has to be
ingested by patients, has to be in a good qudhtyhis manner, it must not lead to
harmful effects for patients. This can be very idental to the patient as cholera can
be faced with the already compromised immune sys®m compromised immune
system fails to counter the diseases and this leadieaths for the patients. This
reveals that there is a need for water to be im@dgyuality. Water also cools the
patients during very hot temperatures as statedréefhis is one of the biological
functions of water in the body of a human beingatéf regulates body temperature’
(College of Tropical Agricultural and Human Sciesc2007:4). A regular drinking of

water makes the cooling of patients possible.

Water is very important in cooking for patients elater, which is used for cooking,

should be uncontaminated to facilitate better healtpatients. Water should always
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be available to facilitate cooking, as HIV/AIDS titas have to eat regularly. Clean
water results to clean and healthy food (Hayes3P0®ublic health and food safety
experts estimate that millions of episodes of gkes annually can be traced to
contaminated food and water (Hayes, 2007:5). Tiegeals that clean water is
extremely important to persons infected with HIMDE. Hayes (lbid) goes on by
stating that ‘A compromised immune system causeplpewith HIV/AIDS to be
more susceptible to food-borne iliness from eatoayls that are unsafely handled and
poorly prepared and from using contaminated watanfunsafe sources. Food that is
prepared by the use of contaminated water can tieallhesses such as diarrhoea,
nausea, and vomiting that can lead to weight [bsese illnesses can be minimized or
prevented if proper precautions are taken’ (Hag€€,7:9). Such precautions should
involve cleaning of water and make it more accéssib sufficient quantities to the
patients and caregivers. In the context of cookimgter also facilitates eating. The
well-prepared or boiled food becomes easy to swallbhis is very helpful for the

patients with thrush in their mouths.

In addition, water plays a role in the so-calledrfola feeding. Formula feeding is
applied to children with HIV/AIDS positive motherlSormula feeding is sometimes
called bottle-feeding. The aim is to prevent thealbed mother-to-child transmission
of HIV. ‘Mother-to-child transmission (MTCT) of HINS one of the major causes of
HIV infection in children. It is estimated that alt&00 000 children are infected in
this way each year. This figure accounts for 90%ldf infection in children in S.A.
Unless preventive measures are taken such as NWinrtor mother and baby, up to
40% of children born to HIV-positive women are ictied. HIV can be transmitted

from an infected mother to her baby either

« Via the placenta during pregnancy,
« Through blood contamination during childbirth, or
« Through breastfeeding’ (Health 24, 2007:1).

Formula feeding is used as an alternative to Hessding. Without water, formula
feeding becomes impossible. The HIV/AIDS positivethers need to have access to
adequate amount of water. That access has toibbles$o that it can be able to keep
on playing its role in feeding children of HIV/AID$ositive mothers. If the

HIV/AIDS positive mothers do not have access toenaiood for their children will
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be unavailable. This can result to malnutrition @ogerty. It is important to note that
the type of water to be accessed by HIV/AIDS puesitnothers has to be in a good
quality. That means, it should be uncontaminatedtred it must not leads to
infections. It is noted that in many countries ab<Saharan Africa access to clean
water complicates the formula feeding. This is ¢hse even in informal settlements

such as Ivory Park, ward 77.

Water is of paramount importance for the medicatibpatients. Treatment requires
water. This happens since water facilitates then¢pkf treatment. Precisely, water
makes the swallowing of pills easy. Without watbe swallowing of pills becomes
difficult. This happens since mouths of HIV/AIDStemts normally develop thrush.
This enhanced the role of water as it facilitates wallowing of pills. In doing this,

water helps in providing an effective HIV/AIDS bdseare giving.

In addition, clean water helps in the bathing oWHIIDS patients (United Nations
Children Fund, 2004). This happens since, those/ DS patients which are in the
advanced stage of HIV/AIDS experience regularly amzbntrollable diarrhoea. In
doing this, the patients make themselves dirtycanntering this, the HIV/AIDS
based caregivers have to wash them. This alsot@ssisreating good hygienic
standards, which are necessary for the healtheop#ttients and caregivers. Even in
situations where there is no diarrhoea, patient® ta be cleaned up constantly for

hygienic purposes.

In addition, water is also necessitated to wash dlnghes of HIV/AIDS based

caregivers and those of patients. The clothes téma demand more water since
they have to be washed regularly. This happens eeswat of repeated diarrhoea,
bleeding and vomiting. These health problems ndgnwdcur on patients who are at
the advanced stage of HIV/AIDS. The HIV/AIDS basstegivers need a lot of
water to wash clothes. In situations where themgoisvater, the hygienic standards
become compromised. This exposes caregivers amehfsato the risk of additional

infections especially those that are associateld avitack of sanitation. It should also
be noted that, water, which is utilised for washiing clothes of patients, should be in

a good quality. This can assist in preventing wedtated opportunistic infections.
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In flushing the toilets water is necessitated. @hwunt of water to be used for this
purpose should be enough. It is argued that, soghould be close to the HIV/AIDS
patients. This is the case since the patientddaNalk long distances to toilets. This
means that toilets should be at home. These anypkeof toilets that are assumed to
be very close and conducive for HIV/AIDS based agivéng. Such toilets need a lot
of water to flush the faeces of the patients. Tdreglfrequent periods of diarrhoea
makes patients to use flushing toilets extensivelythis context, the demand for
water to be used becomes high. This is manifesgeddre litres of water to be used
per day in flushing the toilets. This shows thaatev supplies need to consider this
when planning the delivery of water. In situationisere there is no adequate water,
the flushing of toilets stops. This is also revdally Manyathi when she said, ‘we
have adopted stringent water-conservation measlikes flushing the toilet a
maximum of two times a day, sharing baths and negusater for washing clothes
and kitchen implements’ (Investor Relations Infotima Network, 2006:3). Taking
this into consideration, it can be argued thatfiigancy of water makes the flushing
of toilets difficult and it compromises good hygierstandards. Moreover, this

complicates HIV/AIDS based care giving.

Cleaning HIV/AIDS based care centres also requstgBcient water. In situations of
uncontrolled diarrhoea, the patients unintentighedlease the faeces on the floors.
They also vomit on the floors. Some times such daeend vomits become mixed
with blood (Philani Support Group, 2007, pers. caritAug.). This required a lot of
water to clean up the floors. When it is easily emsed with convenience and
reliability, the HIV/AIDS based caregiver's job lmunes easy. When water is
insufficient, care giving becomes difficult as tteregivers cannot clean the floors or
their places of HIV/AIDS based care.

The HIV/AIDS based caregivers are severely encaddg plant vegetables in their
areas of care giving. This occurs since the patiaptd to eat a lot of vegetables to
maintain good health. Such vegetables need torigatied. The lack of water by the
HIV/AIDS based care giving centres makes the tillof vegetables impossible. This
disrupts an effective HIV/AIDS based care in HIVDX$ based care giving centres.
The water that has to be used for irrigation puegasust be sufficient and it should

be in a good quality. This should be the case ab ¥hgetables can grow and be
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healthy. If water that is used for irrigation pusps is contaminated, the irrigated

vegetables will perish.

3.8 CONCLUSION

The legacy of apartheid is still severe in informettlements. This is the case because
they lack good water related infrastructure netwaich as water pipes that facilitate
access to water. The lack of access to water owrimdl settlements is accompanied by
poor socio-economic conditions. Such conditionsuite, inter alia, abject poverty,
low unemployment rate and diseases to mentionf@wstexamples. The legacy of
apartheid in informal settlements is the oppodithat which is in formal settlements.
In formal settlements there are developed watateadlinfrastructure networks such
as reliable and good quality water pipes and tdpas make them able to access
water. This is coupled by good socio-economic ciimas such asinter alia, high
employment rate, low levels of poverty and higlerbicy rates. The discriminatory
planning of apartheid regime created the aboveedtaliversity between the

settlements.

The government led by the ANC inherited the lega€ypartheid. Initiatives that
aimed at facilitating the delivery of water and extlsocial services were formulated
and implemented. RDP is a case in point. RDP aiatetteating access to water by
all residents of the country. In the aim to attagtess to water, RDP operated in a
broad way by incorporating the urban and rural desis. There are some
achievements that have been noted. But, theretiirenany residents both in urban

and rural areas that lack access to water.

The poor access to water is accompanied by a widadpf HIV/AIDS. Although the

Department of Health released statistics that lewedecrease in the HIV/AIDS
prevalence among pregnant mothers, the health ectggs that are driven by
HIV/AIDS are still severe. This shows that theseaineed of HIV/AIDS based care

giving.

Water plays a huge role in HIV/AIDS based carermgiviThis is the case since water

assists in bathing HIV/AIDS patients and in wasttimgjr clothes. Water does not end
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there. It assists in cooking for the patients andricountering dehydration, which is a
result of diarrhoeal illness. Water plays a rolelganing the places where HIV/AIDS
patients are taken care of. This is done with thentions to maintain good hygienic
standards, which are very crucial for HIV/AIDS patis and caregivers. Ultimately,
water also assists in cooking for the patients, Butwater to play a meaningful role
in HIV/AIDS based care giving, it must be in adetguquantity and quality. In terms
of quantity, the litres of water have to be su#fidi to carry out HIV/AIDS based care
giving water related activities. In considering lityawater has to be drinkable to the
extent that it does not lead to detrimental efféotsthe HIV/AIDS based caregivers

and patients.
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CHAPTER FOUR

4. ANALYSIS OF RESEARCH FINDINGS

4.1 INTRODUCTION

This chapter places its emphases on the presantatid analysis of the research
findings gathered from the previous chapters aaohfthe care giving institution that
has been interviewed which is Philani Support Grdujmtends to divulge the role of
water in tackling HIV/AIDS driven health challengleyg the use of those findings. In
the presentation and analysis of findings, it Wil manifested that there are direct
roles that are inevitably played by water and iclifactors that determine the level
of access to water which make possible the taskisate associated with water in
tackling HIV/AIDS driven health challenges. Theadit roles constitute, bathing the
HIV/AIDS patients, cooking for the HIV/AIDS patiestcleaning HIV/AIDS patients
and HIV/AIDS based care-giving places including muing diarrhoeal challengés.
The indirect factors that determine the role of ewvainclude poverty, which is
perpetrated by unemployment, voicelessness andnadessness, community safety,
stigma and water related infrastructure such asdyed@maged pipes and frequently
blocked taps.

In the effort of revealing the role of water in king HIV/AIDS based challenges,
this chapter will also compare the findings of ottesearchers and those of the author
of this document in relation to the role of waterthe initiatives that aim to provide
effective HIV/AIDS based care. Analysis of the @®d findings is executed in
compliance with the concern that guides this redeavhich is that of engaging
HIV/AIDS based caregivers and HIV/AIDS affected kebolds in planning the
delivery of water with the intentions of meetingithwater related needs especially in
care giving. This is done with the application loé tCommunicative Theory with an

input from the Advocacy Theory.

4 Diarrhoeal challenges include dehydration thaalistically affects the HIV/AIDS patients. This is
based on the fact that HIV/AIDS patients frequemrtkperience bouts of diarrhoea, which exacerbate
exodus of water in their bodies (Yerdaw et al. 2002 addition, diarrhoeal challenges include mglad
that is associated with diarrhoea where the patipist release their faeces on their beds andsflobr
the HIV/AIDS based care giving places.
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4.2 THE MEANING AND UNDERSTANDING OF COMMUNICATIVE
THEORY

Chapter two shows the idea of Communicative Theahich is one of the theories
that should be applied in planning the deliverysotial services. In reference to
Communicative Theory, Fainstein (2000) argues tbatmunicative planning model
encourages dialogue, negotiation among the plansiakeholders. In this process,
the marginalized groups play an active role in pilag exercise. There is no
exclusion of the weak and the poorest of the pddith the application of
Communicative Theory in planning, it can be saiak teir interests in planning can
be represented. In this process, the planner eagesirobjectivity, openness and truth

(Flyvbjerg, 2000). Stories are told and experieraresshared.

The above stated facts around Communicative Thaynecessary in planning the
delivery of water to the HIV/AIDS based caregiver§he HIV/AIDS based care
givers are not adequately involved in planning theivery of social services
especially water (Akintola, 2004). The water retateeds of the HIV/AIDS infected
households are higher than those that are nottaffedhe government decided to
provide only six thousand (6000) litres of free evatwithout consulting the
HIV/AIDS based caregivers and HIV/AIDS affected keholds. Given this fact, it
can be argued that, the government and other wafgliers do not exactly know the
HIV/AIDS vetoed demand for water. HIV/AIDS has clgad the demand of water in
HIV/AIDS affected householdS. There is a need to make the water suppliers
understand and acknowledge this change in the dtrahimvater so that they can
provide water and other social services to thecédte households and HIV/AIDS
based care giving organisations in a way that entildm to execute their HIV/AIDS

related roles and duties.

Philani Support Group caregivers practically regedathe importance of sharing

stories and experiences that is manifested by tbenn@unicative Theory. The

15 This is based on the fact that HIV/AIDS affectamlibeholds and HIV/AIDS based caregivers need
water for washing the clothes of HIV/AIDS patienbgthing the patients, cooking for the patients,
cleaning the places that offer HIV/AIDS based cgiréng and use water to facilitate the medication
processes such as the process of swallowing pills mixing food with medication (Ashton et al.
2002). These make HIV/AIDS affected households earégivers to demand more litres of water with
the intentions to execute effective HIV/AIDS baseade.
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caregivers of this HIV/AIDS based organisation welaring stories and experiences
about the HIV/AIDS affected households in relattorwater and food parcels. They
expressed the role of cooking which needs watemeSof them raised the issue of
collecting water in distant areas. They said, ctilhg water is very exhausting and
depressing since it makes the patient feel thatayeunot caring enough as you take
long when you travel to the tap (Philani Supporb@r, 2007, pers. comm. 10 Aug.).
In doing this, the caregivers were open and truitbjuquoting households that were
catered for in terms of HIV/AIDS based care givihg.this process, they expressed
their concern, which was associated with the failof the HIV/AIDS patients to
speak about their health problems to them. Thewrlglestated the names of
HIV/AIDS affected families and water related a desb including other challenges
those families face. Most importantly, the majoritf caregivers concurred that
unreliable water supply was a problem in the pioviof effective HIV/AIDS based
care. Taking that into consideration, it can b&eddhat caregivers know their day-to-
day water related challenges and they can be abkaticulate them to the water
suppliers if they are given a chance. This sod ohance can only be provided by the
application of Communicative Theory. This is adadl on the side of water suppliers

and government.

But, chapter two reveals that the constitutionhef Republic of South Africa, Act 108
of 1996, as amended, and the Municipal Systems Z&tof 2000 promote
participation of the citizens in any decision-makprocess that can affect their lives.
In addition, the constitution provides a democratiwironment for the people of all
socio-economic classes to participate. But, theoritgj of citizens fail to partake
effectively in the decision-making process&he Philani Support Group caregivers
expressed the desire to partake in the initiativeed aim at solving the problems
associated with the lack of water. When they westeed on how they would like to
do that, the majority of them stated that they wlolike to speak to the ward
councillor. But, there were different answers relgag the method of participation.
The following figure represents the different metb@f participation as preferred by

caregivers in the delivery of water.

'8 This is based on the grounds that people of Safriba (S.A) that are poor and located in informal
settlements tend to be illiterate, unskilled anohionmed. This makes them lack the necessary cgpaci
to partake vigorously in the decision-making preessand development projects that aim at providing
delivery of social services.
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Figure 4: the representation

@ Speak to my ward

of the participation 1 councilor
methods in ward 77
caregivers in 2007. m Speak out in the
media
1 3

O Attend the ward
public meetings and

raise the issues
O Raise the issue
1 during the mayoral
1

road show, the imbizo

@ Contact the regional
offices

Source: Interview conducted at the Philani Sup@sdup, 10 August 2007

According to the above figure, the majority ofegivers prefer to speak to the ward
councillor about their water related problems. Tiridemonstrated by three (3) of the
caregivers who were interviewed. These caregivegseal that they know the ward

councillor and they think that he is the best persbrepresent their interests. They
said so since they believe that they get no atentd the City of Johannesburg

officials who plan the delivery of water. In additi the caregivers stated that, this is
the only person to represent their water relatesiseas they know and vote for him
instead of the City officials who do not even kndlaem. But, one (1) of the

respondents stated that, she would like to spedketanedia about their poor access
to water in relation to HIV/AIDS based care givirhe argued that media are very
significant and fast in drawing the attention freime suppliers of social services. In
supporting this idea she said that, there are mamgedures to be followed when you
want to see officials. They went further by sayihat the media is easy to contact and
speak to. The other one (1) of them stated thatvshgd like to attend meetings with

the ward committee and air her water related probléhere. She said that the ward
committee will take their grievances to the CityJohannesburg Council and it will

be listened, as it will be a legitimate represemtatinit of the society at large. One (1)
of the caregivers stated that she would like totlagr water challenges during the

mayoral imbizo. She said that, this is one of thsthwvays to speak with the officials.
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The last one (1) of caregivers stated that she dviike to contact regional offices to

talk about their water problems.

4.3 THE INTERPRETATION OF ADVOCACY THEORY

According to Sandercock (1998), Advocacy Theorysaahmaking the marginalized

group to participate fully in planning. The planmges to the people and listens to
their needs and come to table them in the planaffiges (Sandercock, 1998). The
planner participates fully in the societal acte@tiand meetings. In this context, the
planner starts to be positioned in a way that mélkesor her understand the day-to-
day challenges, needs and aspirations of the gocléte planner speaks to the
residents and represents them in planning offidesl)( He or she becomes the
advocate of the people’ needs and aspirations. fijjpis of planning is lacking in

many parts of informal settlements. This is revédlg the absence of planners who
stay in informal settlements. Most planners regidimrmal settlements. They do that
with the intentions of accessing socio-economiwises and opportunities that are
associated with close proximity to the cities anappr developed infrastructure. That
means, planners are in areas of high quality ef lifcan also be said that they do not
want to expose themselves to the difficult livirmpditions that are found in informal

settlements such as low developed infrastructumsufiicient delivery of social

services such as water, electricity and removavadte, high rates of crime and lack
of employment opportunities to mention just few mpées. This cripples the

probability of creating advocacy planners. Thishis case even in Ivory Park, ward

77. There are no advocacy planners in that settieme

The absence of advocacy planners retards the tinéiga that are made by the
HIV/AIDS based caregivers to represent their watdated needs in the planning
offices. There is no advocacy planner that visitegl Philani Support Group since
they started in a period of seventeen (17) yedst, there is sometimes a visit by
social workers to assess the HIV/AIDS based canaegjioperations. According to the
Philani Support Group, the social workers do notehamfluence in the delivery of
water and other social services. This is the ceme $he organisation argues that they
told social workers about the need for water, lhéré¢ is no improvement in its

delivery. Their needs for water are not tabledlanping offices. There is no presence
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of a planner in their meetings. They talk aboubpgms alone as caregivers. The City
of Johannesburg, which supplies water in the dr@snot sent any planner to listen to
them. This makes the city not to know the distidemand of water among the

HIV/AIDS affected households. If the water supmiezan communicate with the

HIV/AIDS based caregivers and table their wateated needs to the planning
offices, the City of Johannesburg can know the ghan the demand of water which

is created by HIV/AIDS.

4.4 THE CONSTITUTIONAL ELUCIDATION IN RELATION TOW ATER

Section 27 (1) (b) of the Constitution of the Repubf South Africa, Act 1996, as
amended, says, ‘everyone has a right to have actoessfficient food and water’
(Republic of South Africa, 1996:12). This showsttheater is essential to every
individual in the republic. No one must be prolekitn terms of access to sufficient
water. The constitution raises an important pomtrélation to the sufficiency of
water. That means, water that is accessed shoutw ¢o adequate litres that will
enable the residents to execute water relateditgetivin applying this constitutional
requirement to the context of HIV/AIDS, one canuwaghat water that is supplied
should be in enough quantities to make the caregigarry their HIV/AIDS water
related duties effectively. Unfortunately, the Figasic Water policy does not take
into account the different water related need$iefHIV/AIDS affected households. It
provides water on a general basis, assuming that aad every household of six
people demand only six thousand litres of waterrpenth. These litres of water are
not sufficient for HIV/AIDS based caregivers to kictheir HIV/AIDS care related
duties such as bathing the patients and cookinthémn.

The Philani Support Group also revealed the lacksufficient water, which is
provided by the government. The caregivers ofdphiSupport Group stated that
‘each HIV/AIDS affected household use more tharyfilitres of water a day
especially if the patient is in the advanced stafjghe epidemic’ (Philani Support
Group, 2007, pers. comm. 10 Aug.). In this mantieg, organisation revealed the
importance of HIV/AIDS stage in relation to watdén. the advanced stages of the
epidemic, the patients need a lot of water. Ththéscase since patients that are in the

advanced stage of HIV/AIDS experience excessiverrltbea that leads to
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dehydration. The caregivers stated that in caskeravthe patients are in the
advanced HIV/AIDS stage, they take them to the lesp which have access to
water. They argued that water is critical in thevision of care and support to the
patients. The following figure presents the firgdirof the Philani Support Group in
relation to the importance of water. This inforroatiwas obtained from the

comments of the patients during the interviews ot part of the questionnaire.

Figure 5: the representation of
Philani Support Group
findings regarding the
importance of water in
HIV/AIDS based care
giving in 2007

o Priority

m Not a priority

Source: Interview conducted at the Philani Sup@odup, (10 August 2007)

According to the above figure, the majority of tbaregivers of Philani Support
Group argue that water is a priority in HIV/AIDS deal care giving. This is
manifested by five (5) of the respondents (caregijveThese caregivers argue that
without water, there is no effective HIV/AIDS basedre giving. They stated that
they use water for irrigating vegetables gardeh&s€ gardens assist in the provision
of nutritional food for the patients. In additicime caregivers stated that, they need
water for cooking, bathing and cleaning the pasieit doing so, they visit families
that have HIV/AIDS infected members to help on g-ttaday HIV/AIDS care giving
roles. The caregivers stated that, sometimes vimeomes inaccessible because of
cuts in water and unreliable taps which get blockederal times. This complicates
care giving work as it extensively relies on suéfid water. This shows that there is a
need of sufficient water in the area. The figurgoaleveals two (2) caregivers who
view water as a non-priority. These caregivers easfged on Antiretroviral drugs

stating that, there is a dire need to get them nammessible to the patients. In
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supporting that idea, they argued that patientsldvoat be in the advanced stage of
HIV/AIDS if they get Antiretroviral drugs. This idewas immediately countered by
one of the caregivers who said that even the Antiveal drugs need water to be
swallowed. This caregiver stated that without wdlere is nothing can be done to
counter HIV/AIDS driven health challenges (Ibid).

In terms of quality of water, the caregivers stateak, they have no problem. They
said, they access clean water from the taps. Taiglyteey do not need to boil water
before drinking. One of them said, ‘the patientsldiwater and there are no side
effects’ (Ibid). This show that quality of water iis a good standard as it does not
exacerbate opportunistic infections for the paseBut, some of the caregivers stated
that they are not sure that water can exacerbgeramistic infections. In relation to

quantity, the caregivers stated that when theywger, they access it in enough
guantities. But, they also revealed the fact thate are times of the long periods with

a lack of access to water due to the damaged wattes and blocked taps.

4.5 INTERPRETATION AND ANALYSIS OF WATER AND HIV/AI DS
BASED CARE GIVING WITHIN THE CONTEXT OF POVERTY

In chapter two it is stated that there are manyofacthat determine access to water.
These factors include spatial aspects such as ypateleloped water related
infrastructure and poverty. In addition, povertyoirse of the socio-economic factors
that make people vulnerable, voiceless and powsreMany HIV/AIDS based
caregivers manifested the problem of poverty in AAINDS based care giving. In
reference to poverty, they said it should be tek®one of the priorities. The majority
of caregivers do not have any source of income.yTdet stipends from Philani
Support Group, which is R500 per month. They shad they take those stipends as
their monthly incomes. Some of them get incometsdkaeed R500. These caregivers

Y This fact is based on the premise that poor pedpleot have enough resources to partake in the
society. In addition, their lack of resources mattesm unable to partake actively in political ldad

this makes them voiceless as they are not provéagdplatform to air their grievances. They become
powerless as they lacknter alia, intellectual capacity to influence and shape denisnaking
processes that affect their lives. Such peopldaaned in the informal settlement and most of théra |
with less than one US$ (United States Dollar) a (Bguthern African Regional Poverty Network,
2007).
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get their incomes from external sources such adl shaps and little liquor stores

they own. The following figure reveals the amouhincomes they get.

Figure 6: the representation of
incomes that are earned
by Philani Support Group
caregivers per month in
2007.
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Source: Interview conducted at the Philani Sup@edup, (10 August 2007)

According to the above figure, there are five (&)egivers that earn less than 2500.
These caregivers rely on the R500 income, whicpravided to them by Philani
Support Group per month. These caregivers do ne¢ legher sources of income.
They rely on that R500 per month. Most of them htlree to six (3-6) household’s
members who also rely on that R500 income per mdtish household’s members
depend on that income. The figure also revealq bnearegiver who earns an amount
that ranges from R3501 to R4500. This caregiverehbigle liquor store in her own
residence. There is also one caregiver who earasnauint that ranges from R4501 to
R5500. This caregiver has a small shop that sebsl foroducts. The figure shows
that, there is no caregiver (0) who receives incothat range from R2501 to R3500,
R5501 to R6500 and R6501 to R7500. Furthermorefighee shows that there are no
households who earn more than R7500 per month.iJltigused by the lack of high
educational levels by the caregivers of Philani @upGroup. These caregivers are

unemployed and most of them are women.

The lack of sources of income by the interviewegtgavers manifests the findings of
the Statistics South Africa (2001), which showst theost Africans in ward 77 are
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unemployed. This is the situation that is foundriany informal settlements in S.A.
There are many people who live in abject povertya assult of unemployment and
some of those people face challenges of HIV/AIDBoffipson, 1999). The following
figure shows the amounts of unemployed Africansward 77 as manifested by
Statistics South Africa in the 2001 findings.

Figure 7: illustration of %)
labour force among B 12000
the African 8
households in ward o 10000
77, 2007 a
o 8000
=
‘5 6000 10866
© 4000 8577 7998
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2000
s
> 0 ‘ ‘
Employed Unemployed Not
Economically
Active

African households in ward 77

Source: Statistics South Africa (2001) The demdgiapnalysis of lvory Park

According to the above figure, the number of emetbyouseholds in ward 77 is
greater than the number of those who are unemplolled is manifested by 8577
households who are working and 10866 householdsammot working. Taking this
fact into account, it can be noted that many pewpleard 77 lack income. The figure

also reveals that 7998 households in ward 77 arecamomical activé®

The low incomes that are provided by Philani Supg@roup and the lack of
additional sources of income makes the HIV/AIDSduhsare giving organisation to
experience problems in its initiative to providéeetive HIV/AIDS based care giving.
This is the case since, low incomes are faced witheo-liberal context in South
Africa (S.A) which is created by the introductiori Growth Employment and
Redistribution Policy (GEAR). This neo-liberal statquo led to the installation of the

18 This fact refers to those who do not partake yegonomic activity because of age, heath and other
commitments (Mujahid, 1973). It includes studemwls, age groups, the sick and the disabled people
(Ibid). These people cannot undertake any workedlactivity. Students cannot work because of their

school related commitments. The old age groups,sibk and the disabled people are frequently

compromised by their health status to partake inveork related activity.
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meter systems that requires households to purcddigonal litres of water after the
finishing of six thousand litres of free water thatprovided to each household per
month by the government. Philani Support Group nsible to buy the required
additional litres of water to execute its HIV/AIDBater related duties such as

cooking and bathing of patients to mention just &sxamples.

Philani Support Group caregivers revealed the wgef creating jobs for people in

ward 77. These caregivers stated that job creatimuld be taken as one of the
priorities. They revealed that many people get admmercial sex with the intentions
of getting money to purchase basic services. Ihghacess they catch HIV as most of
them engage in unprotected sex. The Philani Sugpmup caregivers also stated
that. This enhances the level of burden in thaaitives they undertake to provide
effective HIV/AIDS based care giving as the numloérthe HIV/AIDS patients

increase. The majority of caregivers stated fjodt,creation can be able to assist in
efforts that aim at providing effective HIV/AIDS &ad care. In supporting that idea
they stated that, if the caregivers work and geiugh incomes, the organisation
(Philani Support Group) would not have to pay eeategiver R500 per month. This
money would be used to purchase additional litresvater. The following figure

depicts the responses of the seven interviewedjivars.

Figure 8: the representation
of the Philani Support
Group findings in

relation to job creation 2
for ward 77 residents in
2007.

[ Priority
& Not priority

Source: Interview conducted at the Philani Sup@eaup (10 August 2007)

The above figure shows that five (5) caregiversestahat job creation should be
given a priority status. It is only two (2) caregis who stated that job creation should
not be taken as a priority. These two caregivegstawse who have additional sources

of income generated by the small shop that setld firoducts and a small bottle store
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they own. These caregivers did not take job creats a priority. They said

caregivers should open small shops to generate money.

The families that are taken care of by the HIV/AID&ed caregivers are also poor
(Akintola, 2004). This is in line with the findingsxd comments of Tomlinson (2007)
when he argued that HIV/AIDS epidemic reconfigufamilies. In this process,
families start to be headed by young people whaatdhave any source of income as
the HIV/AIDS infected parent di€S.They do no have any source of income as their
breadwinners (parents) die of HIV/AIDS epidemic.sThituation is exacerbated by
the lack of desire by relatives to take care ofHité/AIDS orphans. The HIV/AIDS
orphans that are taken care of by Philani Suppoou manifest this. One of the
caregivers stated that, they give orphans foodetg@nd this cripples the financial
resources of the organisation. The need to buy foogatients makes them unable to
purchase additional litres of water that are nemgsto carry out their HIV/AIDS
based care giving related work. This exacerbatégatgins where there is no
availability of water to the HIV/AIDS based caregis. This brings into compromise
the efforts of the organisation to provide effeetidlVV/AIDS based care giving to the

patients.

It can be argued that poverty, which is experienogdiIV/AIDS based caregivers,
makes them to be powerless and voiceless. Thiseobthe reasons why they are not
taken into account by water supplies in the proadsplanning its delivery. This
reveals the implications of power in plannfigThe powerlessness of caregivers
exacerbates their exclusion in planning the dejiarwater. Their exclusion and the
lack of impact on planning the delivery of waterkas them lack chances of letting

the suppliers know the amount of litres of wateattthey need in the efforts of

9 This is based on the fact that young people areqgiahe non-economical active group of people.
This happens since they have to attend schoolsltuation where the bread winner dies as a result
HIV/AIDS, they leave school without finishing thestudies and this makes them unemployable as they
do not have necessary skills, training and educatrbich can make them to be employable in the
labour market (Ganyaza-Twalo et al. 2005).

20 This is premised on the fact that, those who hzoxeer shape the agenda of planning in their own
favour at the expense of those who are powerldss. i3 a manifestation of conflict of intereststlire
planning exercise. Those with resources such aeynose them to sponsor the programmes that can
generate revenues and improve their standardsvioigli They marginalise those that do not yield
benefits for them by sanctioning them in termswifding. Sometimes they criticise them to eradicate
their legitimacy.
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providing care and support for HIV/AIDS patient$€y have no financial resources
as they lack employment. This also cripples thessibilities to purchase additional

litres of water.

4.6 WATER AND HIV/AIDS IN RELATION TO SANITATION

It cannot be ignored that water plays a role indtiainment of sanitation. Sanitation
is a dire need in the HIV/AIDS based care givingtitations. This is the case since
lack of sanitation creates vulnerability of the HNDS based caregivers to diseases
that are associated with a lack of hygiene. Goa@ityuvater is needed to wash hands
regularly by the caregivers. This is the case soaregivers are regularly exposed to
diarrhoea, bleeding wounds and other fluids thamedrom the HIV/AIDS patients
who have reached the advanced stage of the HIV/Adpifiemic. The lack of good
quality water makes the washing of hands impossifileis makes caregivers

vulnerable and it creates a situation where oppastig infections are exacerbated.

The interviewed caregivers of Philani Support Gretgied that water plays a role in
sanitation. They said that there are clothes thatino be washed. They also said that
when clean water is not available they do not wasthes and blankets of patients
and this creates a bad smell in the HIV/AIDS bass@ giving places. In times where
there is no water, they use dams. This is in linin whe findings of the Statistics
South Africa (2001), which stated that there aileptople who get water from dams
for domestic use. Caregivers stated that damsttehdve contaminated water. This
reveals that quality of water matters in HIV/AID&ded care giving efforts. The tanks
are also used during the periods where there isater. But, water that is contained
on tanks tends not to be enough to cater for alhtcessities of the HIV/AIDS based

care giving.

Statistics South Africa (2001) revealed that theele of sanitation in the area are
slow. It is clear that this is caused by the latlmper and reliable access to water.
According to the caregivers, sanitations shouldrbated as a priority in HIV/AIDS

based care giving. The following figure represethts responses of caregivers in

relation to sanitation.
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Figure 9: the demonstration
of the Philani Support
Group responses in
relation to sanitation in
2007.
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Source: Interview conducted at the Philani Sup@odup, (10 August 2007)

The figure above depicts that out of seven respusde¢hree (3) of them stated that
sanitation should be given a priority status in éf@rts that aim at taking care for
HIV/AIDS patients. These caregivers stated th#ttéfe is no sanitation, opportunistic
infections can be exacerbated. This can happeheifetis no water to facilitate
sanitary conditiond" These caregivers quoted their situations wheresthes no
water to wash clothes and clean the HIV/AIDS bass=dres. One of them said, ‘there
was a difficult situation where we lacked water aweérything was dirty, the place
was horrible and the work was difficult for us’ {Rimi Support Group, 2007, pers.
comm. 10 August). Two (2) respondents who statedl shnitation is not a priority
countered this. The second bar of the figure depiair position on sanitation. These
caregivers stated that they need funding from thte 40 buy food parcels instead of
water. One (1) caregiver who stated that wateras important at all when it is
compared with funding backed these up. The thirdobshe figure depicts this. One
(1) caregiver stated that she is neutral. Thisgieee said, ‘You cannot separate water
and funding. These go together in HIV/AIDS basegk @iving. You need money to
buy food. But, that food has to be cooked by wafid). This is the position of the
neutral caregiver who emphasised on the importaheeter in relation to sanitation
while giving a priority status to funding.

L This is based on the fact that water is necedsaitysh toilets in the care giving institutionsl@és-
Makolomakwe et al. 2005). If there is no water liesl toilets, the sanitation standards of the care-
giving institutions will be low as there will be neater to clean up the dirty clothes and blankéts o
patients who experience frequent bouts of diarrhoea
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4.7 HIV/IAIDS AND ACCESS TO WATER WITHIN THE CONTEXT OF
COMMUNITY SAFETY

According to the findings that are based on therui¢ws done in the Philani Support
Group, it can be noted that community safety pkaysle in the spread of HIV/AIDS.
If the policing standards of the community are ldle members of the community
become exposed to violent acts such as murderagued In S.A, there is high level of
rape (Treatment Action Campaign, 2003). This igjdently done on women and
girls. It is reported that, when women and girlstgdetch water from the river, tap or
any distant source, women and girls stand more agdgaf being raped. This
exacerbate HIV/AIDS epidemic. Incidents of rape énaccurred in the paths of
collecting water from distant sources in informaftements. This is reported by the
Philani Support Group caregivers who stated thatmanity safety should be treated
as one of the priorities. These HIV/AIDS based gaers also stated that they are
scared to go to the distant areas as they expexa oi@ances of being raped. They
stated that they have to go in groups to the tdpsater. In situations where other
caregivers are busy, they decide to wait for theemef water is not at the HIV/AIDS
care centre. This brings HIV/AIDS based care gjvinto a compromise. The

following figure shows the caregivers in relationcommunity safety.

Figure 10: the representation
of the Philani Support
Group responses in
relation to community
safety for ward 77
residents in 2007.

@ Priority
O Important

Source: Interview conducted at the Philani Sup@eaup, (10 August 2007)

The figure shows that five (5) of the caregivers semmunity safety as an issue that
has to be given a priority status. This is the asé disturbs them in their ways of

fetching water to execute HIV/AIDS related duti®@se two (2) of the caregivers that
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were interviewed took community safety as somettiiag does not need to be treated
as a priority. These caregivers stated that sligtging should be taken as a priority
as many girls get raped during the night. They vibis as one of the contributing
factors to the exacerbation of HIV/AIDS. In resperto the ideas of getting raped on
the way to get water, these caregivers said, ‘Tleen® problem as we go to the taps
in groups. We do not get raped as rapists aredafshigroups’ (Philani Support
Group, 2007, pers. comm. 10 August). One of the foaregivers who viewed
community safety as a problem in dealing with HIID&S based care giving in terms
of complicating access to water said, ‘in a sitmatvhere HIV/AIDS patients need an
urgent care in the absence of many caregivers painful to leave the patients
stranded as a result of diarrhoea’ (Ibid). Thisegarer was referring to a situation

where there are only two caregivers doing the vaorla particular day.

The problem of community safety which is accompdnidy a challenge of long
distance between the HIV/AIDS based care givingtresnand sources of water in
informal settlements is also a case in ward 77s Boicio-economic challenge (the
lack of community safety) and spatial problem (teps that are found in distant
areas) have been found by many researchers whal lihe& research work on
informal settlements. The long distances betweencddre giving places and taps

compromise efforts that aim at providing effectiv®//AIDS based care and support.

4.8 THE IMPACT OF DISTANT SOURCES OF WATER TO HIV/A IDS
BASED CAREGIVING

In travelling long distances with the effort todetwater, caregivers have to leave
patients for a couple of hours. This happens in Rhéani Support Group as the
caregivers stated that, when they go out of the gaiing places to fetch water, they
come back after two hours. If there is a shortdgeater whereas there are only two
caregivers (as they have to go as a group whicmasle up of two or more

individuals), it becomes difficult for them to leaatients to fetch water from the
distant taps. This reveals that water is not ctosthe HIV/AIDS based caregivers.
The large proximity between taps and people was @gsealed by Statistics South
Africa in its findings of 2001. The Statistics SowAfrica (2001) reveals that these

people have to fetch water from the community stafithey do not have water in
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their yards as other people do in ward 77. Thestemelated adverse trends have not
improved yet as people still have to travel longtalices to fetch water. This
situation adversely affects HIV/AIDS caregivers whke other people, have to travel

long distances to fetch water.

Taking the above stated facts into account, it marargued that, the long distances
that have to be travelled by HIV/AIDS caregiverdetching water create a situation
where there is an absent caregiver. In this phenomethe HIV/AIDS patients
struggle to take care of themselves as reflectetiapter three. HIV/AIDS based care
giving needs caregivers to be always close to #tiepis to take care of them. This is
the case since patients need very focused and dtednoaregivers who will keep on
looking after themselves in the form of providingsistance in changing them their
clothes and linens, in changing their sides whileytare sleeping on the beds, in
doing regular cleaning of them during the frequeeriods of vomiting and diarrhoea.
These require a caregiver who is always aroungé#tients with sufficient access to
water. This shows that access to water plays aatrumle in the efforts that aim at

tackling the health challenges that are posed M/AIDS epidemic.

4.9 STIGMA IN THE CONTEXT OF ACCESS TO WATER AND HI V/AIDS
BASED CARE GIVING

In chapter two, it is divulged that stigma is orig¢he factors that undermine access to
basic services. This is the case since stigmaegeat environment that exacerbates
exclusion of those who are affected by HIV/AIBSThis situation, also affects

HIV/AIDS caregivers. Caregivers get harassed ircgdaof accessing social services
such as water. This happens in taps when they toafgtch water to execute their

duties. They become discriminated against. Theyabways put at the back as they
are viewed as caring a fatalistic disease thatissterable to other residents. This is

the case also in ward 77. Some of the Philani Suppmup caregivers stated that

%2 This idea is based on the fact that, people wieonat infected by HIV/AIDS become scared and

discriminatory towards those who are infected thigkthat they stand more chances of being affected
when they get into a contact with and share seswvigith them (Human Science Research Council,
2005). With this fear, they distance them from tha$fected. In situations where they find them in

public places such as taps and shops where they twmaghare services, they prefer to be served
separately from them. This creates a difficult aghbiiV/AIDS infected people and caregivers in terms

of accessing services.
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when they are in taps they get discriminated agiairtis makes them to be always
put at the end of the queues. If someone comes thiéen, that one would be put
before them. This happens since many people knewm tthat they are HIV/AIDS

caregivers. They argued that, they do not havenaptain since the public will harass
them. Such ideas were revealed by the two of tiwersearegivers, which were
interviewed. This was immediately countered by ¢hoé the caregivers stating that
there is no stigma that is associated with undengiraccess to water. These
caregivers stated that, people of ward 77 take MIVS as an ordinary infection.

The two of the caregivers stated that, it depemdsvioo you are. They backed their
position by saying, ‘if you give them chance they o it, but if you do not give

them, they wont’ (Ibid). When they were asked wivauld happen if the residents
know them as caregivers, they doubted. This shbat stigma is still a problem in
accessing water. This is the case since, if theleets know that such a particular

person is a caregiver, they tend to discriminateresg that particular individual.

In terms of HIV/AIDS based care giving, stigma lby iiole in eliminating access to
water provides a huge compromise. This is the sas® it makes caregivers wait a
long time as a result of discrimination. This peyhl exacerbates a situation where
there is an absent caregiver. Taking this into astoone can argue that lack of
access to water which is driven by stigma leada tetarded HIV/AIDS based care
giving. In countering this, there is a need ofingkinto account the laws that can
assist in dealing with stigma in relation to acaegsocial services especially water.
In this context, Akintola (2004) talks about lawst should be instituted with the
intentions to prevent discrimination and facilitatecess to social services such as
water. In making this a reality, the water supgliesocial workers and the City of
Johannesburg should go to the caregivers withrttemiions of engaging them into a
dialogue. This dialogue must be open, truthful andhould be based on trust. This
will arguably facilitate possibilities of reachirrggconsensus regarding the delivery of
water. All power related obstacles must be eradicand the voices of the poor
caregivers of ward 77 HIV/AIDS based caregivers tligsheard. These voices must
be taken to the planning offices so that they d&ps decision-making processes that

have to do with the delivery of water.
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4.10 CONCLUSION

The role of water is tackling health challengeg #ra driven by HIV/AIDS epidemic
cannot be underestimated. Water is life and thievealed in many instances where it
is utilised in the HIV/AIDS based care giving imitives. The caregivers of the Philani
Support Group also reveal that water has a big tmlplay in the care duties and
health of the HIV/AIDS based caregivers and HIV/ADatients respectively. This
occurs since water is used for bathing the bodies @othes of the HIV/AIDS
patients cooking for them and cleaning the HIV/AID&sed care-giving centres.
Water is also used for facilitating medication, atheg hygienic conditions and
countering diarrhoeal challenges. These are daetvities that make water play a
role in tackling HIV/AIDS based driven challenge$Vithout water all the above
stated HIV/AIDS based care giving roles become issple to execute. That means,

without water, effective HIV/AIDS based care giviognnot be provided.

The above-mentioned roles and duties of HIV/AIDSduhcare giving are best known
by HIV/AIDS based caregivers. This is the caseesithey carry them on a day-to-
day basis. They know the amount of water that cessitated to carry out an effective
HIV/AIDS based care giving. In addition, they kntimat households that are affected
by HIV/AIDS need more litres of water as comparedhose who are not affected.
The government provides only six thousand litregreé water per month. Judging
from their experience and their day-to-day watdateel challenges, caregivers state
that these litres of free water per month are nfficsent to carry out the HIV/AIDS
based care giving duties. Put simply, the six thadslitres of free water a month
cannot help to provide an effective HIV/AIDS baszde to the HIV/AIDS patients.
Given the above stated facts and issues in rel&iovater and HIV/AIDS based care
giving, there is a dire need to engage HIV/AIDSdshsaregivers in planning the
delivery of water. This type of planning needs apl@ation of Communicative
Theory. In this process, the caregivers shouldibenga platform to elaborate on their
day-to-day challenges. This should be done inahe fof providing them a chance to
tell their stories objectively, openly and truthjuwithout any political or socio-
economic power that can serve as a obstacle toptloaess. This was practically
demonstrated by the Philani Support Group HIV/AID&ed caregivers when they
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told stories about their day-to-day water relatduhllenges in the context of
HIV/AIDS based care giving. This will facilitate darstanding of the high demand of
water that is found among the HIV/AIDS affected selolds.

Telling stories without tabling them in planningfioés does not matter at all. In
addition, the state of providing an open, truthéuid objective dialogue without
making the water related needs of the HIV/AIDS blasaregivers shape the agenda
of planning in the delivery of water will not nesasily solve water related problems
that are faced by the HIV/AIDS based caregivershe TWwater related needs of
caregivers should shape the delivery of water. gtstwould be more litres of water

that are provided to the HIV/AIDS care giving cestand households.

There are also indirect factors that also affeet tble that is played by water in
dealing with HIV/AIDS driven challenges in ward 7¥Vhese factors determine the
level of access to water and this is critical inVEFNIDS based care giving. Stigma is
one of the factors that determine the access terwahis happens since stigma makes
care givers to be excluded in accessing socialcnsuch as water. Their limitation
in terms of access to water makes them unableawide effective HIV/AIDS based
care and support, as they tend to experience adaekater. Such water has to be
accessed as it is of a high necessity to execlWeAHDS based care giving roles. In
addition, the second class status that is givethém in the form of making them
access social services after those who are notteffehave accessed them cripple
their efforts to tackle HIV/AIDS driven health cleriges. Caregivers have to wait
long time in collecting water from the taps. Thisates conditions of absent caregiver
in HIV/AIDS based care giving institutions. Suchnddgion makes HIV/AIDS
patients to be stranded as they struggle to get iighe caregivers went to fetch

water.

The other indirect factor that cripples possilaktiof attaining effective HIV/AIDS
based care giving is unsuitably and poor developdtastructure in informal
settlements such as water pipes and taps. Thiprioppately developed water related
infrastructure leads to frequent water related lehgks in the form of repeated

damages of taps and blocked water pipes. This tondiripples the distribution of
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water to the HIV/AIDS based care giving centrest Bifferently, it leads to the
unavailability of water to the HIV/AIDS based cairegs.

Taking what is mentioned in the above paragraphsan be argued that stigma and
poor developed water related infrastructure leadbe lack of access to water by the
HIV/AIDS based care-giving centres. This, in tuoomplicates efforts that aim at
creating sanitary conditions, which are necessltatie eliminate opportunistic
infections among the HIV/AIDS patients. Sanitarynditions are also needed to
eliminate vulnerability of HIV/AIDS patients to ie€tions that are associated with the

lack of sanitation.

The call of the constitution for access to sufitivater is compromised by the Free
Basic Water policy which wants each household toogéy six thousand litres of free

water a month. This policy which manifests the sieti of the government in terms
of providing water, fails to take into account theeds of the HIV/AIDS infected

households and HIV/AIDS based caregiver’'s needsviter. That means, the Free
Basic Water policy leads to an insufficiency of @raas six thousand litres of water
fall short in the efforts that aim at executing HNDS based care giving roles as

such bathing the patients and cooking of them.

It is of paramount importance to take into accduetquality of water that is utilised
in the initiatives that aim to provide effective \HAIDS based care giving and
support. Water to be used by HIV/AIDS caregiverstmot lead to harmful effects to
HIV/AIDS patients. Put simply, water must not exdigge opportunistic infections. It
must facility sound health for the HIV/AIDS patisntin addition, it must lead to
vulnerability of HIV/AIDS based caregivers to infems that are associated with its

contamination.

In a nutshell, it can be stated that water hasle tw play in tackling HIV/AIDS

driven health challenges such as countering detigdrahallenges; dealing with
diarrhoeal challenges such as cleaning the patielothes, lines and blankets which
become polluted as a result of frequent bouts aifirdoea that are normally
experienced by HIV/AIDS patients; washing the patSebodies including creating

and maintaining hygienic conditions in the HIV/AID@&sed care giving centres
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which assist in eliminating the spread of oppostiaiinfections to mention just few
examples. Easy access to water also assists imisiing situations where caregivers
become absent in the HIV/AIDS based care-givingtresn Given these facts and
issues and findings in relation to water and HI\I)&I, water has a role to play in the
initiatives that aim at tackling HIV/AIDS driven akh challenges.
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CHAPTER FIVE

5. RECOMMENDATIONS AND CONCLUSIONS

5.1 INTRODUCTION

Water is necessitated by HIV/AIDS based caregivensi HIV/AIDS affected
households. Its unavailability to the HIV/AIDS bdseare centres creates adverse
conditions that retard the efforts that aim at ptmg effective HIV/AIDS based care
giving and support especially to the HIV/AIDS pat® who desperately need water.
These facts reveal that water is life and its uabgity can inevitably lead to the end
of life. This is manifested by Cohen (2006:5) whes says, ‘people can survive
without eating food, but without consuming watéey can survive only few days’.
The high demand for water by the HIV/AIDS basedegarers and HIV/AIDS
affected households has been revealed in chapter fo

In consideration of the above stated facts and vehatgued in the previous chapters,
this chapter intends to provide recommendationshow planning that takes into
account the different water related needs of HID&I based caregivers and
HIV/AIDS affected households can be attained. lesidhat by also providing
conclusions in regarding what is argued in the iprtey chapters. In relation to
recommendations, this research report contendsithtae government and water
related suppliers aim to facilitate the inevitablele of water in dealing with

HIV/AIDS driven health challenges, the followingssverely recommended:

Firstly, it should be noted that, there is a needurvey before making any plan that
aims at addressing the water related challengesatieafaced by HIV/AIDS based
caregivers. In doing this, there should be an appbn of the so-called situation
analysis to clearly assess and understand theoddayt challenges of HIV/AIDS
based care giving. In the initiative that aims $sess the water related situation in the
context of HIV/AIDS based care giving, SWOT (Strérgy Weaknesses,
Opportunities and Threats) analysis should be agplin the context of HIV/AIDS

based care giving, strengths and weaknesses araahfactors while opportunities
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and threats are external factors that can affexsscto water and the way it is used in
the initiatives that aim at providing HIV/AIDS bakeare to the HIV/AIDS patients.

5.2 SWOT ANALYSIS IN THE CONTEXT OF WARD 77

The previous chapters have demonstrated that tNEAHDS based caregivers in
informal settlements face so many challenges thatger their access to water and
their efforts which are aimed at providing effeetiIV/AIDS based care giving. The
SWOT analysis that aims at assessing the situatitwory Park, ward 77 should be
applied. This should be done with the intentiongattdining real information to use in
the efforts that aim at dealing with HIV/AIDS drivénealth challenges. The SWOT

analysis which has to be applied should be stradtir the following manner:

5.2.1 STRENGTHS

It is important to first look at the strengths thatve to be possessed by ward 77 in the
context of HIV/AIDS based care giving. For the HAWDS based caregivers to
provide an effective HIV/AIDS based care givingeyhshould possess the following
existing strengths: Precisely, strengths involvee timternal capacities of the
HIV/AIDS based caregivers. Such internal capacitiesstitute, the installed water
pipes in the HIV/AIDS based care giving centres financial capacity of the
caregivers to buy additional sources of water amsly eaccess to water, which is in
sufficient quantities and in a good quality. If $leeare found, the caregivers would
stand a chance of providing an effective HIV/AID&sbd care that can tackle the

HIV/AIDS driven challenges by the use of sufficievdter that is in a good quality.

Most of the above stated strengths such as wapesspn the HIV/AIDS based care
giving centres, sufficient water and easy acceswater are not found in the
HIV/AIDS based care centres. This shows a lackoofies of the elements of strength
by the HIV/AIDS based caregivers. The Philani Sup@oup demonstrates this.
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5.2.2 WEAKNESSES

These involve internal issues that complicate tiengts that aim at providing an
effective HIV/AIDS based care to the HIV/AIDS patts. The weaknesses in the
context of HIV/AIDS based care giving include tlaeKk of power on the side of the
HIV/AIDS based caregivers to influence the delivefywater, lack of education by
the HIV/AIDS based caregivers which can make thenpleyable and manage the
use of water judiciously, poor water related infirastural development that hinder
access to water in areas of HIV/AIDS based caréengieand support. In addition,
weaknesses include the lack of power by the HIV/3llased caregivers to influence
the agenda of planning regarding the delivery ofew#o the HIV/AIDS based care

giving institutions.

These are the weaknesses that are experiencedryyaaegivers that are located in

informal settlements. Ivory Park, ward 77 has alnadishe above-stated weaknesses.

5.2.3 OPPORTUNITIES

In the context of HIV/AIDS based care giving, th@portunities should entail
political will by the government and other wateppliers to provide additional litres
of free water, the introduction of HIV/AIDS basedregivers’ right protecting laws,
the formulation and implementation of the policisd programmes that aim at
reducing stigma which plays a role in eliminatimgeass to water by HIV/AIDS based
caregivers and HIV/AIDS affected households anddésire to engage HIV/AIDS
based caregivers in planning that has to do wethdidlivery of water. In addition, the
opportunities that have to be there should incltige projects that aim at creating
socio-economic opportunities for the HIV/AIDS basedegivers. Such opportunities

should appear in the form of facilitated educatod employment opportunities.

The HIV/AIDS based caregivers still lack many of tibove stated opportunities such
as legal framework that protects their rights afess to water, there is also a lack of
radical policies that promote access to water. @hemder efforts that aim at
providing effective HIV/AIDS based care giving amtipport to the HIV/AIDS

patients.
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5.2.4 THREATS

These are external elements that negatively affeétAIDS based care giving. They
include crime, which makes caregivers to be scaoedo as individuals to fetch
water, lack of political will and commitment by tigevernment to consider access to
water in the context of HIV/AIDS and stigma whialr®unds HIV/AIDS.

The HIV/AIDS based caregivers face these thredterd is a dire need to consider
the sort of situational analysis which is elabataaéove with the intentions to come
up with join up solutions that should involve HIMIAS based caregivers, the
government and the water suppliers. Join up solstimean that more than one
stakeholder should partake in tackling the watdated problems to provide an

effective HIV/AIDS based care giving.

The following part of this chapter provides reconmai@tion with the consideration of
the situational analysis, which is elaborated abdVvet means all the interventions,
should take into account the day-to-day challetigasare faced by HIV/AIDS based
caregivers as reflected by the SWOT analysis. Tiedns, to improve the strengths

of HIV/AIDS based caregivers in ward 77, initiativehould do the following:

5.3 ADDRESSING SPATIAL AND SOCIO-ECONOMIC PROBLEMS IN
IVORY PARK, WARD 77.

5.3.1 Spatial aspects

It is revealed in the previous chapters that poodgveloped water related
infrastructure is still a problem in informal settients. This hinders the delivery of
water to the HIV/AIDS based caregivers as alreadyed. To counter this, there is
need for radical interventions to install propertavarelated infrastructure. This
initiative should be manifested by the installatiminlarge water pipes and taps that
are very close to the HIV/AIDS based care-givingtoes. The large water pipes will
help to prevent repeated water blockages whichu&etly happen in small water

pipes. These efforts should not end there, thewldhmake sure that HIV/AIDS
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based care giving centres are developed formalfgdilitate the installation of pipes
and drainage toilets in those areas. Being devdlépenally means that they should
not be made up of shacks. They should be constragdgormal houses which have
installed water pipes. This will assist in makiagcess to water easy to the
HIV/AIDS based caregivers. This should be done witle constant contact of
caregivers. They should have a say regarding ttallation of water pipes and taps.
The HIV/AIDS based caregivers should also be gigenhance to manage water
delivery projects. This will make them able to ammmne the reduced accessed to

water that is driven by stigma around HIV/AIDS.

5.3.2 Socio-economic aspects

The successes of government in terms of addreshmgadverse socio-economic
legacies of apartheid are very minimal (Simuta@006). For instance, crime; lack of
skills, education and training which make many klpeople unemployable; poverty
and malnutrition are still severe (lbid). Theseisaonomic problems play a role in
access to water. For instance, the HIV/AIDS basagivers of Philani Support
Group stated that low levels of community safetykesathem afraid to go as
individuals to fetch water (Philani Support Gro@007, pers. comm. 10 August). In
the effort to fetch water, they stated that theyehtn go in groups because they fear
gangs and rapists. This creates a situation wheree tis no access to water. The
pressure to go as groups creates a situation where is no care giver as revealed in

chapter four.

To counter this, the government must work hand&and with HIV/AIDS based
caregivers, the community and South African Poesvices (SAPS) to address the
problem of crime. It must increase the visibilitiypmlice in ward 77. The efforts that
aim at tackling crime which hinders access to wateuld be accompanied by the
facilitation of access to education for the HIV/ADpatients who are not in the
advanced stages of the HIV/AIDS epidemic. This witluce dependency on the
HIV/AIDS based care givers as the educated pasimd more chances of being able

to take care of them selves.
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The government must make sure that the HIV/AIDSHasaregivers have access to
socio-economic opportunities. This should be dowetle projects that aim at
developing and upgrading HIV/AIDS based care centfidnis should be done with
the intentions to create employment, which, in tuvitl assist in reducing poverty for
the HIV/AIDS based caregivers. The reduction of gty will eliminate the
powerlessness of the caregivers that is frequedtlyen by lack of financial
resources. In addition, addressing poverty will meat there more people who have
access to nutritious food. This means that maltarican be addressing by creating
employment in ward 77. In a situation where theegoment does not increase the
litres of water that are necessitated by HIV/AID&®d caregivers, some portion of
incomes of the HIV/AIDS based caregivers can bésatd to purchase additional
litres of water which are of a necessity to exed¢dité/AIDS based care giving duties

such as bathing the patients and cooking for them.

5.4 LEGAL FRAMEWORK ENSHRINING THE RIGHTS OF HIV/Al DS
BASED CAREGIVERS, PATIENTS AND AFFECTED HOUSEHOLDS

Akintola (2004) argues about the need for the thiaion of a legal framework that
aims at protecting the rights of the HIV/AIDS basearegivers and HIV/AIDS
affected households. He argues that this shouldnagany by the introduction and
applications of policies and programmes that airhsp@moting the rights of
HIV/AIDS based caregivers and patients. The govemtnof the Republic of South
Africa (RSA) has not taken any effort to enshrine distinct water related needs and
rights of HIV/AIDS care givers and patients in f@enstitution. The Constitution just
states that ‘everyone has a right of access tacsirif water’ (Republic of South
Africa: 1996:34). This is not reflective in term$ the high water related needs of
HIV/AIDS based caregivers. In terms of programnied iim at promoting the rights
of HIV/AIDS, the government has been lagging behifuis is reflected by one of the
court cases that were opened against the governthahtaimed at ordering the
government to provide Antiretroviral (ARVS) drugeatment to the HIV/AIDS
patients (AIDS Foundations, 2005). This shows & la€ political will by the
government officials to treat the needs of HIV/AIP&tients and affected families in

a special manner.
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To counter the above stated legal problem, the movent must introduce laws that
aim at promoting the rights of HIV/AIDS caregiversterms of access to water. The
government has introduced policies and programnmas &im at dealing with
HIV/AIDS. But, it did not introduce any policy thaims at facilitating access to
water to the HIV/AIDS care giving centres and HIMDS affected households. There
is a need of radical water related policies andyrnmmes that specifically aim at
delivering more litres of water to the HIV/AIDS leak care giving centres and
HIV/AIDS affected households.

5.5 CONTEXTUALISATION OF THE FREE BASIC WATER POLIC Y

There is no fixed number of HIV/AIDS patients tlimaccommodated and taken care
of by the HIV/AIDS based care giving institutiorSiven this fact, the government
must take into account that some HIV/AIDS basede cgiving institutions
accommodate more than ten (10) HIV/AIDS patientseyT do not just take care of
only six HIV/AIDS patients. The government mustcalsonsider that the water
related needs of the HIV/AIDS based patients aghdr than those that are not
affected by the epidemic. In doing so, the govemmreust provide more that six
thousand litres of free water to the HIV/AIDS basearegivers and HIV/AIDS
affected households. All the HIV/AIDS care givingntres should be registered by
the government with the intentions of providingist bf the organisations that will
receive additional litres of free water. This walsult to the provision of water which

is in enough quantity to the HIV/AIDS based canarg institutions.

The government must not end there. It should make shat the water that is
accessed by HIV/AIDS based caregivers and patidots not result to harmful
effects. That means, the government must strivgpravide quality water to the
HIV/AIDS patients. This should be done with the labbration of international
institutions that have interests to the qualitynafter such as the World Bank (WB)
United Nations Development Programme (UNDP) and ddorrnmental

organisations (NGOs) to mention just few examples.

In incorporating the above-mentioned facts and estigns in the Free Basic Water

Policy, the government will be contextualising fiaicy in a manner that reflects the
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water related needs of HIV/AIDS based caregiverd HitV/AIDS patients. This
initiative must be taken with the engagement of AINDS based caregivers, water
suppliers and government. This can be attained bsuaessful application of
Communicative Theory with inputs from the advocadgnners who will take the
needs of HIV/AIDS based caregivers and HIV/AIDSiguatis into planning offices.

5.6 CONCLUSION

There are many challenges that are faced by HIVSAlkased caregivers in their
initiatives that aim at providing effective HIV/A® based care. This occurs since
HIV/AIDS based caregivers lack adequate resourcesatkle HIV/AIDS driven
health challenges. The health challenges that ssecated with HIV/AIDS involve
repeated bouts of diarrhoea incurred by the HIV/3Ipatients, the need for repeated
bathing of HIV/AIDS patients, a need for clean wdita drinking purposes by the
patients, formula feeding for the children of HIVDS patients and the hygienic
conditions which are necessitated to prevent thgpnistic infections. In making
these attainable, water is of a necessity. Thigaksvthat water plays a key role in
HIV/AIDS based care giving.

It is shown that the water related needs of the/AINS based caregivers, HIV/AIDS
patients and HIV/AIDS affected households are ntbas those who are not affected
by the epidemic. The Free Basic Water policy does aonsider the HIV/AIDS
changed demand of water. This is the case sincedhey is based on the water
related needs of the household that constitutgssimimembers which is not affected
by the HIV/AIDS. This policy provides only six thsand litres of water to the
household of six members per month. Some househottie South African informal
settlement entail more than six members. This melaatthe policy excludes the
households with more than six members. Given #hett ft can also be said that some
HIV/AIDS affected households constitute more thamnsembers. The water related
needs to take care of one of two HIV/AIDS patiecdas be very difficult when only

six thousand litres of water are provided per month

It can be stated that the decision to provide si¥ythousand litres of water per month

at each and every household shows lack of conmuitaf the HIV/AIDS based care
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givers. This lack of consultation is manifested thg HIV/AIDS based caregivers
who say that the six thousand litres of water whscprovided by the government per
month is not enough to execute all the duties dnatrelated to the HIV/AIDS based
care giving. There is a need to engage the HIV/AHaSed caregivers in planning the
delivery of water. They must be given a platformteb their stories regarding their
day-to-day water related challenges they face eceting their roles in the providing

effective HIV/AIDS based care giving.

In the initiative that aims at attaining an effeetiHIV/AIDS based care giving,
HIV/AIDS based care givers must be placed in mamegg positions in many
development projects that aim at delivering wafdris will help in fighting the
stigma, which is associated with the epidemic. Mhsuld be accompanied by the
installation of laws and policies that aim at redgc discrimination against
HIV/AIDS based caregivers. Their rights of accessmater must be treated as a

priority.

The water suppliers and agencies including stakiehslthat plan the delivery of
water must pay visits to the HIV/AIDS based caregivwith the intentions to listen
to their needs, concerns and aspiration in relatownater and HIV/AIDS based care
giving. This will assist in creating sound know-hand understanding of the water
related challenges they face in relation to thdiatives that aim at tackling

HIV/AIDS posed health challenges. This will alssiasin revealing the amount of

water that is associated with HIV/AIDS based caveng.

In a nutshell, the government and other water sefgpmust give HIV/AIDS based
care givers and HIV/AIDS affected households’ watdated needs a priority status
as water is of a high necessity in dealing with FANDS driven health challenges
such as bathing the patients, cooking for them,hwgstheir clothes and lines,
cleaning the HIV/AIDS based care giving centredping in medication processes
and watering vegetables gardens that aim at produautritious food for the
HIV/AIDS patients.
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QUESTIONAIRE



University of the Witwatersrand
School of Architecture and Planning

TO BE FILLED BY INTERVIEWER immediately before inte rview starts:

Initials of Interviewer:__S. Date:
Location of interview: Time:
Gender of interviewee (M/F) ,

I ntroduction. Hello, my nameis .| am a Masters student at
Wits University, and | am doing a class project that includes some surveys
of community needs and their priority to the people. Think about your
particular ward or area, the oneyou live in, and the needs of the people
living in it. Also, think of the different people, organizations, and
government institutionsinvolved in your ward to assist in achieving these
needs. Answer to the best of your ability and knowledge.

Thanksfor agreeing to talk to us. Please be assured that thisis a confidential interview
and if you feel uncomfortable, we can stop anytime.

Can you do the interview in English, (y/n) OR
would you prefer another language (what??)

How long have you lived in this area?
The house you live in, do you
Own it,
Rent it,
live with your family,
or other arrangement?

L et me begin by asking you some questions about general concerns. Please
rank each item on a 1-5 scale in terms of theiroirtgmce to you, where 1 is most
important, 3 is of middle importance and 5 is #a&sk important, or not important. Think
about your community needs.

Job creation 1 2 3 4 5
Poverty alleviation programmes* 1 2 3 4 5
HIV/AIDS 1 2 3 4 5
Schools 1 2 3 4 5
Adult Based Education and Training facilities 1 2 3 4 5
Libraries 1 2 3 4 5
Housing 1 2 3 4 5



Recreational facilities 1 2 3 4
Clinics and health facilities 1 2 3 4
Other

* such as free basic service, social grants andifwovulnerable groups.

o1 01

Of the previous list, which are the three most ingoat? Would you like me to read
them to you again?

1.

2.

3.

Let meread you a list of specific concernsand please also rank each item on a 1-
5 scale in terms of their importance to you, wHere most important, 3 is of middle
importance and 5 is the least important, or notortgnt.

Electricity supply 1

Water supply 1

Sanitation 1

Waste removal 1
Public transportation 1
Tarred roads 1
Traffic robots 1

Street lighting 1

Community safety 1
Public phones 1
Improve municipal billing system 1
Other
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Of the previous list, which are the three most ingoat? Would you like me to read
them to you again?

1.

2.

3.

Do YOU have any interest in participating in resolving tieeds of your community
through engaging the officials in the City of Johesburg?
— ] Yes (go to the next question)
2. No
What are the reasons for not being interestguiticipating?
Do not have time
Venues not suitable
Authorities don't take participation seriously
| don’t care
There are community organizations to do these $hing
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6. Other reasons

If yes, how do you want do thaBelect all applicable

Attend the ward public meetings and raise the ssue ()

Through the ward committee (
Make a written submission during the IDP consutaprocess ()
Contact the regional offices (
Petition the City ()
Raise the issue during the mayoral road show ntiézio ()

Speak to my ward councilor ()
Speak out in the media ()

Do you think that community organizations suchessdent associations, ratepayers
associations, civics such as SANCO, community agrakent forums, community
policing forums, etc. are good enough to repregentommunities in public
participation processes?
(@) Yes
(b) No

What are the active community organizations in yereQ?

Demographics of household compositionVe are almost done, now we have just a few

final questions about you:

Which best describes your current house: (check one

a) formal
b) informal house
c) traditional

d) other (what)

Your Age: (tick one) 20-29 30-39 40-49__ 580- 60-69_ 70+__

Education: (tick one)

a) Lessthangrade 8 |,

b) Some High school (standard 8)
c) High School grad Matric)

d) some college

e) college grad



f) post grad
Did you attend secondary school in a rural are&l)Y/ ?

How many persons including yourself lived full tinmeyour house last week:
(number)?

How many employed (full and part time?) people watiag in your household last
week?

Is the household head married?
Recent monthly income (for entire household, tiok)

Less than Rand 2500
2501-3500
3501-4500
4501-5500
5501-6500
6501-7500
More than Rand 7500

Thank you very much for your time!



