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The problem and the policy 
Home-based carers are 
underappreciated and poorly 
supported in the health system. Marije 
Versteeg visits a group of heroic carers 
in the North West to hear their stories. 
Next, we explain some key aspects 
of the new community health worker 
policy. 

Health care that works 
One clinic in Gert Sibande has 
achieved a remarkably low defaulter 
rate. Simonia Mashangoane goes 
looking for the secret of their success. 
Then, we bring you news of exciting 
MSF projects in Khayelitsha and 
Malawi and Adam Malapa spends a 
day following a TAC careworker in 
Mopani.

Moonlighting doctors and science
After Catherine Tomlinson reports on 
how some doctors are cheating the 
health system, we take a closer look at 
two important scientific developments. 
Be sure to read our straightforward 
explanation of the HPTN 052 trial. And 
if you are confused by the many pre-
exposure prophylaxis trials, don’t miss 
the article on page 27.
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Editorial
My name is Nosizwe Mbebe. I was born in 
Malangeni Village in Lusikisiki, Eastern Cape. 
I joined the Treatment Action Campaign (TAC) 
in 2005 and was later elected to be their District 
Women’s Organiser. In 2006 TAC appointed 
me as a Prevention and Treatment Literacy 
Practitioner (PTLP). At the time there were only 
three of us working as PTLPs to support the 
whole Lusikisiki district. Then in 2007 I became 
a prevention and treatment literacy trainer. 

Part of my work is to provide scientific 
information about HIV/AIDS to community 
members who use health care services in 
clinics. I also offer prevention and treatment 
literacy education at TAC branches in the area 
to empower our peer educators. Sometimes 
I give HIV/AIDS and TB talks in schools or 
prisons, at community meetings and to any 
other interested party or organisation – even 
families in need of support. I even give talks on 
a local community radio station. 

In addition, I do outreach programmes at 
hospitals and in areas where there are no 
TAC branches or structures to support local 
people. PLTPs often translate treatment literacy 
information into local languages to make it 
more accessible for people in remote villages. 

My work as a TAC PTLP is very similar to that 
of community health workers (CHWs) in the 
area. However it seems TAC places a greater 
emphasis on understanding the science of HIV 
and TB and explaining that to people. 

CHWs are expected to perform wonders. Yet, 
they are only paid about R1,300 per month – 
assuming there is no problem that prevents 
them from getting paid. When you bear in 
mind that CHWs are often the household 
breadwinners, the pay is not much. These 

same CHWs are expected to walk 
long distances tracing defaulters 
and doing home visits, without a 
transport allowance or government 
transport to these places. 

The new community health 
worker policy aims to solve many 
of these problems by formally 
integrating CHWs into the 
health system. Government needs to draw 
on TAC’s Prevention and Treatment Literacy 
programme as a model of how to implement 
this kind of community health care delivery. 
The programme includes a strong focus on 
enabling individuals, providing clear job 
descriptions, paying standardised, consistent 
salaries and offering stable working conditions. 

It is also extremely important that the new 
CHW policy should be fully funded. For the 
system to work, salaries must rise and CHWs 
must be able to count on being paid on 
time. All this needs to go hand-in-hand with 
better monitoring and evaluation structures 
and clearer lines of responsibility and 
accountability. 

It is also vital to accompany the formalising 
of CHW employment with accredited training 
and skill development opportunities. There 
must also be an acknowledgement of the skills 
already acquired by TAC PTLPs and those in 
similar jobs, so that these people can make 
their maximum contribution to the new system. 

It is simple: if government takes care of CHWs, 
CHWs will take care of the nation. 

Nosizwe Mbebe, TAC Prevention and Treatment 
Literacy Practitioner

Photo by Vuyokazi Matiso.
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Thirty-six-year-old Bertha looks radiant and relaxed when we approach 
her near her brick, self-made home in a rural North West district. We have 
just walked for an hour under the hot sun on uneven, muddy roads, and I 
feel the beginnings of a blister on the sole of my foot.  

Bertha smiles broadly at Rosina, a home-based carer with a local 
community-based organisation (CBO). “When we met in 2004, my CD4 
count was 5, I was bedridden and dying. [Rosina] saved my life. She took 
me to the clinic, counselled and supported me. She made sure I took my 
treatment,” says Bertha. Today, her CD4 count is 396 and rising steadily. 
Rosina not only saved Bertha’s life, she also saved the single mother of 
three children. 

A similar turnaround is hoped for the family of Mpho, another of Rosina’s 
patients. Mpho has TB, but despite six months of treatment, she feels no 
better. She is bedridden and living in a dark, two-room shack that houses 
six people. On the day of our visit, her three-year-old daughter and four-
year-old niece are sleeping in the same room on a blanket on the cement 
floor. It is early afternoon, but the children haven’t eaten since morning. 
The family survives on a pension grant that Mpho’s father receives, and 
recently one of the children was registered for a child support grant. 

“There is little we can do,” observes Chelina, another carer, “except try 
to cook for the family and urge the mother to go back to the clinic.” But 
there is no money for transport, and the carers themselves are poor. 

Home-based carers are saving 
lives in the remote areas of North 
West province. Marije Versteeg 
from the Rural Health Advocacy 

Project went to meet some of 
these remarkable people.

Chelina, Rosina and 
Selina often walk for 
hours in the heat to visit 
their patients. Photo by 
Marije Versteeg. TH
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The carers who work for this CBO, founded in 
2002, receive a monthly stipend of R1,100 from 
the Department of Health. However, payment is 
irregular and sometimes skips a month. When 
I visited the CBO in early May, carers had not 
received any payment since 4 March. A labour 
broker had been appointed to pay their stipend 
but the carers did not know the broker. When 
they contacted the Department of Health to ask 
when they would get their money, the answer 
was a vague “soon”.  Over the past year three 
of the eleven carers employed by this CBO 
have each missed three months’ worth of 
stipends. So far there has been no explanation 
for this, and no back payment. 

Annah, one of the eleven, explains the impact 
of these irregular payments on her own life: 
“I have five children. Each time when it is 
payment time I am under stress. There is no 
fixed payment day. Will I get paid this month? 
My kids see me going to work every day, but 
end of the month: no money. It causes tension 
in the house. One needs a winter coat, another 
needs trousers. I can’t plan ahead; I can’t buy 
anything with instalments, and I struggle to 
pay for my burial society. I walk long distances 

ab

every day but sometimes I don’t even have 
proper shoes myself”. 

Frans, a carer who has been with the 
organisation since it was started, points out 
that food prices have risen, and R1,100 per 
month is not enough. The carers feel that a 
minimum of R3,000 would be fair. They cannot 
afford medical aid and rely on the local clinic, 
which is often plagued by drug stock-outs. 
When the Department of Health recently 
conducted staff screening and immunisation at 
the clinic, carers were excluded, as they were 
not considered employees of the Department of 
Health. Furthermore, even though TB is a major 
problem in this impoverished community, 
carers do not receive TB masks. 

In fact, these carers have been working without 
home-based care kits since June 2010. In the 
past, they were able to treat patients with 
problems such as bed wounds and oral thrush. 
They can no longer do this; their only supplies 
are gloves, and condoms for distribution. The 
local Department of Health office told them to 
collect care kits themselves from the district 
office, 100km away. The local clinic, which 
the carers visit every Monday morning for 
the referral of new patients, allegedly has no 
storage facility for care kits. 

This situation is unfortunately not unique: not 
for this district, not for the province, nor for the 
rest of the country. Across the nation, many 
carers are underpaid, undersupported and 
undervalued. 

Despite working in difficult conditions, home-based carer Selina smiles on the job. 
Photo by Marije Versteeg.

Rosina’s dedication and support has helped Bertha to lead a happy 
and healthy life. Photo by Marije Versteeg.

“We sometimes take money from our own pocket, 
for food or transport, but we struggle ourselves.”
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As part of the Primary Health Care (PHC) revitalisation 
drive by the Department of Health, a new category of 
health worker will be created, the ‘community health 
worker’. Community health workers will be employed 
by government and are expected to receive a decent 
and regular salary. They will play a critical role in 
promoting health at community level, and will take over 
some of the functions of the home-based carer, such as 
screening and referrals. 

But the role of home-based carers will remain pivotal to 
the success of the PHC drive. Rehabilitative after-care 
of patients who have been discharged from hospital 
will continue to be provided by home carers. Essential, 
time-consuming support for vulnerable households, 
such as washing bedridden parents of young children, 
attending to bed wounds, cooking and counselling will 
also remain part of the duties of the home carer. Without 
home-based carers, doctors will be unable to discharge 
patients, since those who do not receive proper after-
care at home will soon be back in hospital. End-of-life 

care also remains part of the emotionally daunting work 
of the carer. 

We cannot accept that many home carers will continue 
to be poorly paid, supported and supervised. Home-
based care is a core component of the PHC approach. 
Not only carers but also the health system itself will 
benefit if carers are given the tools and support that are 
essential to doing their job. Carers must be formally 
adopted into the health system, each one becoming as 
much a member of the health team as the doctor, nurse 
or community health worker. 

While South Africa needs a stronger focus on prevention 
and health promotion, this does not cancel out the 
rights of patients to after-care, treatment at home or 
dignified end-of-life care given by a properly supported 
home-based carer. Rural patients are particularly 
dependent on such care, due to high poverty levels, 
transport problems and long distances to the nearest 
health facilities.

A Changing Landscape
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Photo by Marije Versteeg.
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Before 1990The apartheid government spends most of  its 
health resources on curative, hospital-based 
care that caters for the white minority.

1977
1978

The 
1980s

•	 The apartheid government takes no interest in PHC.
•	 Non-governmental CHW programmes in South 

Africa run successfully with support from 
international funders.

•	 The growth of  these early programmes is tied to the 
struggle against apartheid.  

•	 A group of  community health organisations forms 
the Progressive Primary Health Care Network 
(PPHCN).

Late 
1980s

Maputo AIDS Conference: The progressive movement in 
South Africa gathers in Maputo to design and implement 
an AIDS programme based on key principles of  primary, 
community-based health care.

•	 The DoH reverses its previous policy and begins to support 
CHW programmes.

•	 A community health workers lekgotla is held. 
•	 Government encourages provincial health departments to 

establish CHW programmes. It commits to paying stipends 
of  between R500 and R1,000 per month. 

•	 The Department of  Social Development begins training 
social auxiliary workers to complement the work of  CHWs. 

•	 The Expanded Public Works Programme (EPWP) offers 
support by training large numbers of  CHWs. 

2003

1990

Progressive thinkers establish community initiatives that 
they hope will influence the post-apartheid government’s 
health policies.

•	 The Department of  Health (DoH) neglects 
CHW programmes in favour of  a health system 
driven by professionals like nurses and doctors. 

•	 Organised CHW programmes are replaced by 
small community-based projects.  

•	 Health facilities become increasingly 
overburdened by the HIV/AIDS epidemic. 
Some tasks are shifted to home-based carers.

After 1994

Late 1990s
•	 The impact of  the AIDS epidemic leads to calls 

for community home-based care (CHBC).
•	 Funders start to make AIDS-specific donations 

to CHW programmes.

A new Health Act promises to expand health care for the 
black population, but does not deliver on its promises.

The Alma Ata Declaration puts the World Health Organization’s 
(WHO’s) Health for All principles into action. It states that:
•	 Health is not just the absence of  disease, but concerns the overall 

wellbeing of  a person and their community. 
•	 Health should be equally distributed, accessible and affordable.
•	 Housing, employment and sanitation are central to good health.
•	 Primary Health Care (PHC) is the way to put these principles into 

practice. 
•	 Community health workers (CHWs) are central to delivering PHC.

2004

South Africa adopts a National CHW Policy Framework, 
according to which:
•	 CHWs receive a stipend but are not government 

employees.
•	 Government provides grants to NGOs who employ 

CHWs. 
•	 CHW training is accredited through learnerships. 
•	 CHWs must live in the communities where they work 

and have access to a referral system.•	 The WHO proposes ‘task-shifting and the training of  
CHWs’ as core ideas in its AIDS Health Workforce Plan.  

•	 The DoH registers four community worker qualifications 
under the National Qualifications Framework. 

2006

A PHC revitalisation plan is under construction in 
South Africa that puts CHWs at the forefront of  
PHC delivery.

2011

A short history of community health workers in South Africa

HOME
is coming
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Policymakers have long talked about expanding the role of 
community health workers (CHWs). Yet, despite the 1978 
Alma Ata declaration and the Maputo AIDS Conference of 
1990 (see timeline on the left), government has done little 
to make this a reality on the ground. Even now, payment 
for CHWs is very poor and inconsistent, and many lack job 
security.

Yet community health workers contribute enormously to 
the daily struggle with HIV/AIDS through their support and 
labour. The value of these efforts is usually underestimated. 
From treatment literacy education to defaulter tracing, from 
psychological to social support, CHWs provide services that 
often cannot be supplied by anyone else. A large part of the 
Treatment Action Campaign’s (TAC’s) work in recent years 
has been precisely about showing how community health 
workers can help the fight against HIV.

Now, government’s new CHW policy finally recognises 
the vital role of CHWs in the battle against disease. The 
Department of Health’s (DoH’s) efforts to turn the health 
system around centre on revitalising primary health care 

(PHC) and introducing a National Health Insurance system.  
CHWs have the potential to be at the frontline of these 
changes, which aim for universal access to quality health 
care. 

CHWs can help shape a fairer, more affordable health 
system, but in order to do this, they need support and 
resources. Thousands of CHWs still live off small stipends. 
They often need as much care and support as their clients. 
Many lack the skills, training and resources to cope with 
the demands of their work. Because CHWs are recruited 
from communities that may be overburdened by poverty 
and illness, we must support them so that community 
health work does not become a further burden.  

Most importantly, we must make sure that the new CHW 
policy improves the delivery of health care to everyone 
in South Africa. At its most basic level, the policy may 
be a way to create more jobs, but how it will make a real 
difference to the health of people depends on the details 
of the policy. The rest of this article explores some key 
features of the CHW policy.

After years of poor support and little recognition for community health workers, 
things might be about to change. What are the new policy developments and how 

could they change health care across South Africa?

Buziwe Phendu works as a home-based carer and runs a creche for children with disabilities from her home. Photo by Kali van der Merwe.
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How are CHWs different from home-based carers (HBCs)?

The lines between home-based carers (HBCs) and CHWs have often been blurred. Sometimes they have shared 
tasks, depending on available resources. 

Home-Based Carers Community Health Workers

HBCs focus on caring for sick patients. CHWs focus on prevention and health promotion.

HBCs provide care for patients who are unable to 
care for themselves because they are sick, elderly 
or disabled. These patients are often bedridden and 
cannot walk.

CHWs are responsible for health surveillance and 
health promotion in the community. Along with HIV, TB 
and other chronic illnesses, maternal and child care 
will also become a priority of CHWs.

The work of HBCs includes rehabilitative, palliative 
and post-surgical care. Tasks might include cleaning 
the home, cooking food, bathing the patient, 
dressing wounds and treating bedsores.

CHWs will be trained to spot symptoms of illness, refer 
people to local clinics and advise testing. They will 
share health information, promote treatment literacy 
and provide psycho-social support. CHWs are also 
responsible for following up on those people who are 
in care. They provide treatment adherence support, 
visit homes and monitor side effects.  

HBCs provide intensive care every day, which 
enables them to observe the patient closely. This 
allows for informed referral between home and 
health facilities if needed.

CHWs may only visit patients weekly or monthly.

HBCs will link to hospitals and hospices. CHWs will link to hospitals and hospices.

According to the World Health Organization (WHO), 
“Community health workers should be members 
of the communities where they work, should be 
selected by […and] answerable to the communities 
for their activities, should be supported by the 
health system but not necessarily a part of its 
organisation, and have shorter training than 
professional workers”. These community-based 
health workers are the key to delivering Primary 
Health Care (PHC).

In South Africa, the term ‘community health worker’ 
(CHW) has often been used as an umbrella concept 

for all community lay workers in the health sector. 
CHWs include ART treatment buddies, lay social 
workers, HIV counselling and testing staff, treatment 
literacy workers including the Treatment Action 
Campaign’s (TAC’s) treatment literacy practitioners, 
maternal health workers and many others.

The new policy will combine many of these roles 
into one standardised CHW role. Some differences 
between roles will still exist, but standardised 
training will define the responsibilities of CHWs far 
more clearly.  

The PHC revitalisation plan aims to separate the roles 
of HBCs and CHWs. For one person to fill both roles 
would be a heavy workload. Separating them means 
that time will be given to prevention as well as to care.

However, there are concerns that because the plan 
divides these roles, it may not provide job security or 
recognition for HBCs as part of the primary health 
care team. Unfortunately HBCs have often been 
treated as second-class health workers. This has 
shown in their salaries, which are far lower than those 

of community health workers. Home-based carers 
work under very difficult conditions and their work is 
frequently undervalued. We need to ensure that HBCs 
receive fair treatment, with increased employment 
security and recognition. HBCs and CHWs need to 
work together in PHC outreach teams in order for the 
continuum of care to work effectively.  Unless HBCs 
are employed in the formal sector as part of PHC 
teams, there is a risk that they would become involved 
only at a late stage of a patient’s illness.

What are community health workers?
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Primary health care (PHC) is an approach to 
health that focuses on holistic, preventative 
health care. The aim is to promote healthy 
communities rather than simply treating sick 
people. PHC is central to the Department of 
Health’s strategy to combat HIV and TB, and 
to support maternal and child health. In a PHC 
model, communities take ownership of their 
own health. This involves diagnosing illness 
at an early stage, managing it at community 
level, and promoting treatment literacy. In other 
words, the delivery of health care spreads out of 
hospitals and clinics into the community.

In South Africa, we face a heavy burden of 
chronic illness such as HIV, TB, diabetes and 
hypertension. Quality primary health care with 
CHWs and HBCs at the forefront will allow us to 
manage this at community level and decrease 
the burden on hospitals. 

By promoting primary health care, we also 
encourage community health activism. 
Communities can become more involved in 
advancing and delivering health services.

As TAC has shown, you don’t need to be 
a medical doctor to have expert medical 
knowledge. With access to information and 
training, anyone can understand the basic 
science of chronic illness, treatment adherence 
and healthy living. Enhancing treatment literacy 
and adherence in our communities must be an 
essential part of the PHC programme.

What is Primary 
Health Care?

Deborah Palm works as a home-based carer (top) and as a DOTS 
supporter (middle). In addition to operating a soup kitchen and 

vegetable garden, Nophelo Nogqala (bottom) is a home-based carer 
for people living with HIV or TB.  All photos by Kali van der Merwe, 

courtesy the project “Face the People - honouring community health 
workers.” Face the People was conceived by Gabrielle Le Roux and 

Rita Edwards, with support from the Department of Health, Metro 
District Health Services and the Cape Metropolitan Health Forum. 

For more information, please visit www.otherwise.org.za.



Under the new policy each clinic will have a PHC 
outreach team made up of two nurses, a number of 
community health workers and ideally, home-based 
carers too. The outreach team will divide its time 
between the community and the clinic. Each team 
will be responsible for 1,500 households in a specific 
area and each CHW for 250 households. PHC teams 
will refer individuals to clinics. The referral system 
will then link clinics to community health centres, 
and community health centres to hospitals so that 
there is a continuum of care. 

The role of NGOs and NPOs

For many years, the DoH has relied on non-
governmental and non-profit organisations (NGOs 
and NPOs) to deliver community-based services. 
This has been done with financial support from the 
state or international donors. As a result, NGOs and 
NPOs have gained expertise in administration and 
community health work. Overseeing community-
based health initiatives is difficult work that requires 
continuous training, supervision and mentorship. 
In order for CHW and HBC programmes to run 
effectively we need to draw on the skills of NGOs and 
NPOs, even as we move towards a new system.

The exact role that NGOs should play in future is still 
under discussion, but there are two main camps in 
the debate:

The first camp argues that NGOs and government 
should work alongside one another. Those NGOs that 
currently provide good community-based services 
should continue this work with financial support 
from government. Government can directly employ 
its own CHWs and HBCs in areas where no NGOs 
do this work. The advantage of this arrangement is 

that we would continue to benefit from the skills and 
experience of well-organised NGOs.

The downside is that we would have to manage two 
systems of employment at once. Having PHC teams 
in which some people work for NGOs and others 
for the DoH is a recipe for administrative chaos and 
reduced management control. Furthermore, it could 
lead to divided loyalties or perceptions of inequality 
within PHC teams.   

The second camp argues that all CHWs and HBCs 
should be directly employed by government. Some 
think that this should happen immediately and 
others believe it should happen over time. Those 
that think it should happen over time suggest that 
NGOs continue to run CHW and HBC programmes 
while we wait for government to get more funding 
and strengthen its capacity. This system would mean 
that we would eventually have one, standardised 
programme. It would also mean that we could no 
longer draw on the experience and expertise of NGOs 
and that some small community-based programmes 
would probably close down. Some NPOs would 
however continue to provide training. 

If implemented correctly, the move to a system in 
which all CHWs and HBCs are directly employed 
by government could bring huge improvements to 
the delivery of health care. This might eventually 
make TAC’s treatment literacy programme 
unnecessary, but it is thought that those working 
in the programme would be absorbed into the 
health system where they would have more stable 
employment and greater opportunity for career 
advancement. 

What are the terms of employment for 
CHWs and HBCs?

Even though government has been largely 
responsible for developing and funding these 
positions, up to now it has not made them formal 
civil service employees. Instead, NGOs and NPOs 
have been positioned as middlemen and made 
responsible for paying monthly stipends. These 
stipends range between R1,000 and R2,000. Because 
most CHWs are not permanent employees, they 
do not have the same employment rights as other 
health workers. We need to improve the terms of 
employment for both CHWs and HBCs.

What is a PHC team?
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Maria Appie, a 
retired nurse, is 

chairperson of the 
Mitchells Plain 

Health Committee. 
Photo by Kali van 

der Merwe.
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Option 1: All CHWs and HBCs could become 
government employees hired on a contract basis. 

 Positives: 

•	 CHW salaries would be R2,500 per month – a big 
increase for most.

•	 Workers with experience and a good 
performance record could earn slightly more 
than others. 

•	 Those on contract would enjoy all the benefits 
provided by the Basic Conditions of Employment 
Act.

 Negatives:  

•	 Bigger salaries would mean fewer CHWs and 
HBCs than at present. Although it would be 
good to remove unqualified or underperforming 
staff, overall we would have fewer people in 
these posts and fewer opportunities for people to 
become CHWs or HBCs. 

•	 Working on contract would mean no long-term 
job security. 

•	 CHWs and HBCs would not be eligible for 
medical aid, pensions or housing allowances.

Option 2: All CHWs and HBCs could be permanently 
employed by government at Grade 1 level of the civil 
service. 

 Positives: 

•	 Workers would have greater job security and 
more employment benefits, including housing 
allowances, pensions and medical aid.

 Negatives:

•	 Even bigger salaries than under the contract 
option would mean that even fewer people could 
be employed. At a cost of R70,000 per year for 
each of 40,000 CHWs and 20,000 HBCs, the 
total cost would be over 4 billion rand per year. 
Because of the high cost to the state this option 
is very unlikely to be implemented.

Two main options have been suggested for how to go about employing CHWs:

What career paths do CHWs and 
HBCs have?

In 2003, all community workers were brought 
under the Expanded Public Works Programme 
(EPWP), currently one of government’s 
strategies for alleviating poverty. The EPWP 
has links with the Department of Labour’s 
National Skills Development Strategy. These 
links include accreditation of community-based 
training through structured learnerships. 
Learnerships are workplace learning 
programmes that lead to a qualification. 
Progress has been made towards standardising 
and accrediting CHW training. By 2006 the 
Department of Health had registered four 
community worker qualifications under the 
terms of the National Qualifications Framework. 
This created the possibility of a career path for 
CHWs as mid-level health workers. However, 
so far only a few hundred people have actually 
completed these four levels of training. 

The PHC revitalisation plan recommends 
standardising and accrediting the basic training 
for CHWs so that they have a platform from which 
to progress to other careers. Qualifications should 
allow entry into mid-level training in nursing, 
rehabilitation and pharmacy without requiring a 
separate matric qualification. All training must 
happen in paid time. CHWs should receive top-up 
training to increase their knowledge and skills.  
They would also need continuous mentorship and 
support from colleagues on the PHC team. 

Who will supervise CHWs and HBCs?

The PHC revitalisation plan recommends that 
CHWs form part of PHC outreach teams based 
in local clinics. It suggests that professional 
nurses on such teams supervise CHWs, a role 
that experienced health workers could also play. 
However, it is important that effective supervision 
and mentorship structures are in place for both 
CHWs and HBCs so that less experienced workers 
get enough guidance. 
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No-one
 left

One clinic in Mpumalanga has done remarkably 
well at ensuring that patients do not stop 
taking their antiretroviral treatment. Simonia 
Mashangoane from the Gert Sibande TAC office 
explored the reasons for this success.

Driefontein is a small village just outside Piet 
Retief in Mpumalanga province. It has just one 
clinic for over 68,000 people. The antiretroviral 
(ARV) unit at the clinic has a total of 926 
patients on treatment. 

The remarkable thing about the Driefontein 
ARV unit is that only one patient has stopped 
taking treatment and attending the clinic. 
When a patient stops taking treatment this 
is called defaulting. We also say that that 
the patient is lost to follow-up. The process 
by which patients are traced when they stop 
coming to a clinic is known as defaulter 
tracking. 

Defaulter tracking in Driefontein is made easier 
by the fact that health workers do not wait to 
see whether a patient will return before they 
take action. If a patient misses an appointment, 
that person is called the very same day. And if 
the patient could not make it to the clinic for 
one reason or another the clinic staff are more 
than happy to deliver the medication to them. 
The sister in charge, Sister Zwane, often uses 
her own car to take ARVs to people’s homes. 
She also makes a point of knowing as many 
of her patients as possible so that it becomes 
easier to trace them should they default. 

Part of the clinic’s success is down to their 
openness and willingness to work with the 
community and with organisations like the 
Treatment Action Campaign (TAC). Nomasonto 
Hlatshwayo (Prevention and Treatment 
Literacy Practitioner, or PLTP) and Deli Gama 
(Community Health Advocate, or CHA) from 
TAC are stationed at the clinic.

Photo courtesy Elizabeth Glaser 
Pediatric AIDS Foundation.
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Gama says that often patients who are unable 
to reach the clinic call them on their cellphones 
and ask them to collect medication on their 
behalf. The CHA or PTLP then takes the 
medication home and patients collect it from 
there. In certain cases a patient may be too ill 
to make the journey. When this happens the 
the CHA or the PLTP takes the medication 
to the patient’s home. Deli says, “Most often 
grandparents will forget to fetch treatment for 
small children in their care, in which case we 
take the medication to them after work”.

The role of home-based carers
In larger ARV clinics such as those in Piet 
Retief Hospital and Bethal Hospital, where 
the number of patients on ARVs runs into the 
thousands, it is much harder to keep track of 
defaulters without some form of electronic 
filing system. Staff therefore rely on a good 
relationship between the clinics and HEAPS 
(Highveld East AIDS Support Project, which 
provides home-based care), HEAPS home-
based care workers are usually more than 
happy to go to patients’ homes and find out 
why they have not made it to the clinic. 

“Without the help of home-based caregivers 
this work would be nearly impossible,” says 
Nqobile Tshabalala, a TAC PTLP working in 
Bethal. 

In Amsterdam, another local village, TAC PTLP, 
Mama Maria Shongwe takes her defaulter 

tracing very seriously. Amsterdam clinic treats 
patients from as far as Fernie and Diepdal, both 
at least 30 kilometres away. When Fernie and 
Diepdal clinics began operating as ARV sites 
patients from those areas were transferred 
to their local clinics. However, some did not 
honour their local appointments. In many 
instances clinic staff do not know that a patient 
is being transferred to them until the patient 
shows up with a letter from their previous 
clinic. 

Mama Maria has identified this loophole 
and has taken it upon herself to ensure that 
patients transferring out of the Amsterdam site 
to other clinics in her region actually attend 
those clinics. She has also established working 
relationships with home-based care groups so 
that they can help her trace patients who have 
been lost to follow-up. 

Whenever there is a TAC event in either Fernie 
or Diepdal Mama Maria makes a point of 
attending so that while other TAC members 
undertake door-to-door campaigns she is busy 
finding defaulters. 

Unfortunately, most ARV clinics do not have 
a dedicated staff member to trace defaulters. 
The majority also do not have a phone line that 
health workers can use to call patients who 
have not honoured their appointments. This 
means that clinic staff often end up using their 
own resources to undertake such work. 

Photo by Ryan Varga.

TAC CHA Deli Gama 
(top right) and PTLP 
Nomasonto Hlatswayo 
(bottom right) collect 
medication on behalf 
of patients who are too 
sick to go to the clinic. 
Photos by Simonia 
Mashangoane.
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“Sometimes my journey is stressful because 
I have to borrow money for transport and do 
not want to miss my dates,” says Zwelethu 
Mosiyane from Thembukazi location in 
Lusikisiki. On the days he has to collect 
medication he gets up at 5am so as to catch a 
ride at 6am. The journey to the hospital in the 
Lusikisiki CBD takes more than two and a half 
hours and costs him R40 return. He often has 
to wait in line for medication and then wait 
again for the transport back home. He usually 
only gets home at four in the afternoon.

Xolelwa’s journey to the clinic

There are many 
stories like Xolelwa’s
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Western Cape
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Freestate Kwazulu-
Natal

Gouteng
Mpumalanga

North West

Limpopo
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Durban

Umtata

East London

Port Elizabeth

Lesotho

This map was sourced from Google Maps. It is reproduced here as fair use.

Photos by Tandeka Vinjwa.

MthimdeKwambayi

Machibini

Eluxowni

Luqumbeni

Mavaleleni

Kwagcuda

Upper
Mkata

Mfinizweni

Xolelwa Mdlangathi lives in 
Mfinizweni location in Lusikisiki. She 
leaves home at 5am on appointment 
days to collect medication from 
Xurana clinic, 20 kilometres from 
town. She returns home around 4pm.

If Xolelwa goes by taxi 
she must spend R32 on 
two different vehicles. 
Otherwise, she must 
walk for three hours. 
In winter, it is cold and 
dark and Xolelwa does 
not feel safe.

1

2



Xolelwa’s journey to the clinic
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R61

Herahera

KwaBhala

Xura
Dumasi

Mdikane

Ngobozana
KhTshandatshi

Pamalitoli

Palmarton
Mission

Nyareni

Njikalala

Lumayini Mapheleni

Mvimvane

Dick

Ndibaneni
Mthimde

Bayi
Nyarheni

Laleni

Hillside

Qubedu

Kwa 
Bhushula

Lugqalweni

Zalu Heights

Mpala

Mrhosozo

Xurana

Lusikisiki

R61

Xolelwa Mdlangathi lives in 
Mfinizweni location in Lusikisiki. She 
leaves home at 5am on appointment 
days to collect medication from 
Xurana clinic, 20 kilometres from 
town. She returns home around 4pm.

The taxi only departs when 
it is full of passengers.

Xurana Clinic opens at 7am.

TAC district office. Jacaranda Rd, 
Lusikisiki 4820. Tel. 039 253 1951

3
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to the people
TakingDR-TB treatment

In Khayelitsha the treatment of drug-resistant TB is being taken out of 
hospitals and into the community. Mary-Jane Matsolo went to investigate.

It is a cold and rainy Friday afternoon in 
Khayelitsha. Doctor Jennifer Hughes, the 
Drug-Resistant TB Coordinator for the aid 
organisation Médecins Sans Frontières (MSF), 
is holding her weekly meetings with the 
nurses of Ilizo Nobanda, a township inpatient 
facility that specialises in the treatment of 
drug-resistant tuberculosis (DR-TB).  After 

the meeting she checks up on her patients. 
“You’re going home today,” she tells 21-year-old 
patient Ayanda Mshekexe. Ayanda removes 
the mask she has been wearing over her 
mouth, revealing a bright smile. Doctor Hughes 
continues to assess her progress and instructs 
Ayanda to attend her local clinic every day until 
she has finished her treatment.
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Ayanda is one of an estimated 400 annual 
DR-TB cases in Khayelitsha alone. Currently 
only 200 of these people receive treatment. 
The Western Cape has just two dedicated 
TB hospitals and between them they cannot 
accommodate all the DR-TB patients needing 
beds.  

In the past patients would be admitted to 
crowded wards in mainstream hospitals. They 
would be kept away from their families and 
loved ones for long periods – anything from 
six months to two years. Some patients would 
be unable to gain admission to these facilities 
and while on the waiting list for a hospital bed 
they would transmit DR-TB to family members. 
Some DR-TB patients died while waiting for 
admission.

As a result it became clear that a change 
of strategy was needed. Then, in 2007 MSF 
and a number of partners, including the 
Treatment Action Campaign (TAC), launched 
an innovative pilot programme aimed at 
decentralising DR-TB treatment to primary care 
level and easing the pressure on hospitals.   

When a clinic patient tests for DR-TB and the 
result comes back positive, they are seen by 
a doctor who explains the test results. The 
patient is then referred to a counsellor. There 
are no specific DR-TB counsellors at each 
clinic – three DR-TB counsellors cover the 
whole of Khayelitsha. The counsellor explains 
to the patient that they have been diagnosed 
with DR-TB, what this means and how to 
treat it. Two weeks later the counsellor visits 
the patient’s home to assess their treatment 
adherence and to decide whether that person 
runs a risk of transmitting DR-TB to other 
family members.  

If the counsellor finds children under the age 
of five at the patient’s home, these children are 
referred to a paediatric specialist in order to 
begin preventive treatment.  

TAC’s role in the pilot programme is to educate 
patients seated in clinic waiting areas about 
how to avoid contracting TB and how to 
prevent transmission. TAC Prevention and 
Treatment Literacy Practitioners (PTLPs) offer 
these educational sessions daily at all 12 
clinics around Khayelitsha. TAC Community 
Health Advocates (CHAs) also play their part 

by distributing information about TB door-
to-door. In addition, CHAs visit households 
to educate families about TB and to answer 
any questions people might have about the 
disease. 

Nowadays the world of DR-TB is not quite 
as bleak as it used to be. Today, thanks to 
her ongoing treatment and to preventive 
medication for her daughter, Ayanda can share 
a bed with her child without worrying that she 
might transmit DR-TB to her. Interventions 
such as the patient-centred programme 
that has helped Ayanda are changing many 
lives. In addition, as previously reported 
in Equal Treatment, the introduction of a 
faster diagnostic test (Gene Xpert) and the 
development of potentially useful new drugs 
like TMC207 could further boost the fight 
against this neglected disease.

The MSF programme set out to do the following:

•	 Train nurses to give out DR-TB medicines at clinics.

•	 Improve detection of DR-TB cases.

•	 Upgrade treatment regimens.

•	 Provide ambulatory (outpatient) treatment: In 2010 71% 
of patients started treatment at their local clinics, 15% at 
community-based sub-acute inpatient facilities in Khayelitsha. 
Only 14% were admitted to centralised DR-TB hospitals.

•	 Strengthen TB infection control by taking measures to 
reduce the risk of nosocomial TB transmission (when someone 
contracts TB at a hospital facility).

•	 Improve patient support: Patients now receive one-on-one 
counselling and ongoing adherence support.

•	 Increase survival rates: There have been fewer DR-TB 
fatalities since the intervention began.  
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Ilizo Nobanda provides 
a warm environment 
for inpatients to 
undergo lengthy and 
uncomfortable treatment. 
Photo by Chelsea 
Maclachlan
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Malawi, a small country in southern Africa with a 
population of  13 million, is one of  the poorest in 
the world, with a GDP of  just $596 per person per 
year, compared to South Africa’s $5,756 per person 
per year. 

As is true of  many poor African countries, there 
are too few health workers for the population. 
With only one doctor per 500,000 patients, Malawi 
has one of  the lowest doctor-to-patient ratios 
in the world. Since the onset of  the HIV/AIDS 
epidemic, this already stressed health workforce 
has been further overwhelmed. With 12% of  the 
adult population infected, not only are there more 
sick patients in need of  care, but health workers 
themselves are dying of  HIV-related illnesses. As of  
2008, the National Association of  Nurses in Malawi 
estimated that four nurses die of  HIV and AIDS 
complications every month.

Article edited for Equal 
Treatment courtesy of  
Médecins Sans Frontières

Getting more people on treatment despite the human resource crisis

The Malawi 
model

Ensuring that more people receive antiretroviral 
therapy (ART), which requires health workers’ time 
and expertise, seemed impossible with such a small 
health care workforce. To cope with this challenge, 
Malawi took an innovative approach to public health 
that scaled up access to ART through task-shifting 
and decentralised HIV services.

Task-shifting has been central to the country’s 
health programme. In order to reduce the burden 
on overworked medical staff, tasks such as ART 
initiation are now the responsibility of  non-
physician clinicians (health workers whose training 
lies between that of  a registered nurse and a doctor, 
but who take on some of  the clinical tasks of  a 
doctor). This means that other health workers are 
freed up to do different duties, and that more are 
available to initiate patients on ART. As a result, 
more patients can be seen every day. Testing HE
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and counselling services, which initially relied on 
overworked nurses, are now the task of  trained 
health surveillance assistants (HSAs), otherwise 
known as community health workers. 

As a result, in Thyolo district where Médicins 
Sans Frontières (MSF) works with the Ministry 
of  Health, testing was scaled up from 15,000 
tests per year in 14 sites in 2003, to 85,000 tests 
in 42 sites in 2010. Based on an average time of  
25 minutes per HIV test and counselling session, 
task-shifting of  approximately 7,000 monthly tests 
saved almost 3,000 hours of  nursing time – time 
that is desperately needed for other services, such as 
deliveries or paediatric care.

Decentralisation, or bringing services closer to 
where patients live, is also a central part of  the 
Malawi model. Rather than requiring patients 
to get their ART at district hospitals, patients in 
Thyolo can now receive ART at clinics (health care 
centres and health posts). They no longer have to 
travel far for these services. By mid-2010, Thyolo 
residents could start ART at any of  ten sites and 
receive follow-up services such as refilling ART 
prescriptions in 26 sites, up to 60 km away from 
the district hospitals. These 26 sites include health 
posts where patients receive counselling from 
established HSAs and peer counsellors. At that level, 
community nurses oversee the refilling of  ART 
prescriptions.

As a result of  this task-shifting and decentralisation, 
the number of  patients initiated on ART in Thyolo 

district more than tripled from 103 per month in 
2004 to 433 per month in 2010. 

By improving the way it uses scarce health resources, 
Malawi has become a success story. By the end of  
2010, the country had placed 345,598 people on 
ART, just over half  of  those in need. South Africa, 
by contrast, with a GDP per person more than 16 
times that of  Malawi and the third highest doctor-
to-patient ratio in Africa, has provided treatment for 
approximately one-third of  those in need.

However, the growing number of  people on ART 
still poses a formidable challenge that cannot be 
overcome by these measures alone. Representatives 
from PLWHA groups, the Malawian Ministry 
of  Health, and MSF are currently exploring new 
avenues for more patient-centred and community-
based ART delivery models.

Photo courtesy Médecins Sans 
Frontières.
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WHY ARE MOST CARE WORKERS WOMEN?

By Elizabeth Mills

“Who cares for the carers, and why is it taken for granted that women provide, and will continue to provide, care 
and support to family members and loved ones, with no sense of  the cost and value of  this work to society and the 
economy in general?” (Berman, 2002)

WHAT CAN MEN DO?
•	 Get involved! Talk to CHWs in your community and ask about their work. Contact local organisations that 

support CHWs to find out more about how you can get involved. In the near future payment for these jobs is 
expected to improve, which means there is even more reason for larger numbers of both men and women to 
take on this work. 

•	 Give your support! Speak to the people in your home and community who provide care as CHWs and 
encourage them in their efforts.  

WHAT ARE THE EFFECTS OF THIS GENDER 
IMBALANCE?
•	 The physical security of female CHWs is often 

jeopardised: South Africa’s high levels of gender-
based violence, and of crime in general, mean that 
women’s physical safety may be compromised while 
they provide care or travel to work. 

•	 Large numbers of female carers are exposed to 
health risks: Describing some of the dangers women 
face in their work in Nyanga, Nosipho says, “They 
are not protected against infection when they’re 
doing their job, particularly with MDR- and XDR-TB”. 
The risk of infection, particularly for tuberculosis, is 
documented in research on CHWs in South Africa. 
Clearly, the risk applies to male CHWs, too. 

•	 Few patients have access to male CHWs: Men may 
be reluctant to receive certain kinds of care from 
women. “We have guys who are sick and bedridden. 
It’s not nice for a woman to touch the private parts of 
a [male patient]. It’s not a good thing,” says Nosipho.

Sources: Cindy Berman on gender, HIV, and the care economy. Quoted from the Women at Barcelona Care Economy listserv discussion (July 2002).

Far more women than men are community health 
workers (CHWs) or home-based carers. Reliable 
statistics are not available, but indications are that over 
90% of CHWs are female.

In countries around the world, including South Africa, 
society encourages women from a young age to 
provide care for their families and communities, often 
without payment. Economists label this work the ‘care 
economy’.  

“Women are used to taking care […] They are used to 
being at home, giving warmth to everybody [… Men] 
go out to work, and when they come home they sit 
down and read their newspapers; they don’t care about 
washing people and all that. But things must change,” 
says Nosipho, a CHW working in Nyanga, Cape Town.

The recent shift in government policy on CHWs reflects 
a growing recognition of the value that this ‘care 
economy’ brings to South Africa, and the importance of 
paying CHWs for the work they do to bring health care 
to their communities.
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When I go to meet Francinah it has rained the previous 
evening and the dusty streets of Mariveni have turned to 
mud. It is so bad in places that cars would be at risk of 
getting stuck.

In spite of the muddy roads, Francinah and the TAC 
Mariveni branch have scheduled door-to-door visits for 
the day, with the aim of educating the community about 
gender-based violence. 

When I arrive at Mariveni clinic Francinah is already hard 
at work. The campaign does not mean that her usual 
tasks can be pushed aside.

A while later a group of us walk from the clinic to 
Tibabaneni, an extension of Mariveni village alongside 
a series of banana farms. Here and there we lean on 
fences to make our way through the worst muddy spots. 
Francinah pauses to greet an elderly lady in the street, 
and from the way they chat and laugh it is clear that 
Francinah is a people person.

In Tibabaneni, everyone gathers for a briefing on the day’s 
work. Volunteers are paired into teams for house visits, 
and told that they can call on a PTLP such as Francinah 
if they encounter any difficult questions that they cannot 
answer.

As well as supporting branch activities like these, a 
PTLP like Francinah spends most of her time in health 
facilities. Her day-to-day work at the clinic includes:

•	 Conducting health education sessions. Topics 
include HIV/AIDS, TB, Prevention of Mother-To-Child 
Transmission (PMTCT) of HIV, HIV Counselling and 
Testing, and how to cope with HIV test results.

•	 Providing one-on-one counselling with patients to 
encourage proper treatment adherence.

•	 Tracing those who have defaulted and encouraging 
them to resume treatment. 

•	 Training and supporting local members of TAC and 
other organisations in treatment literacy.

“My favourite topic is PMTCT,” says Francinah, “[…] 
because I relate [it] to my personal experience. When 
I discovered my HIV status, everyone including myself 
thought I was going to die […] but a nurse at Mariveni 
clinic dedicated her time to [teaching] me about HIV and 
now I have survived.” 

“My appointment as a PTLP has been an opportunity […] 
to reach more people”, she notes. “Through health talks 
that we provide at the facility, a lot of people have tested 
for HIV and discovered their status. They are now taking 
medication and they are healthy. What I like about my job 
is that it saves people’s lives.”

Francinah Chauke lives in the rural village of Mariveni, outside Tzaneen 
in Limpopo province. She works for the Treatment Action Campaign (TAC) 
as a Treatment Literacy Practitioner (PTLP) at Mariveni clinic. A PTLP is 
similar to other care workers, the difference being that PLTPs focus more 
on teaching people about diseases and their treatment.

TAC care workerA day in the life of a

By Adam Malapa

Photo by Adam Malapa.
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Cuba

South African
Health workersOver 80% of nurses and 

physicians work in an 
urban area, although only 

54% of South Africa’s 
population is urban

Receiving countries gain a 
large percentage of our health 

workers, but their addition 
makes up a relatively small 
portion of their own health 

worker population. As a result, 
many posts in the South African 

public health care system are 
left vacant. Health programmes 
close due to the lack of human 
resources necessary to sustain 

them. This places extraordinary 
pressure on the health care 
system, and particularly on 
those health workers who 

remain in country. 

the flow of health workers into, 
out of and within South Africa

Number 
of health 
workers 

Burden of 
disease

Number 
of health 
workers Burden of 

disease
South 
Africa:

United
Kingdom:

AustraliaCanada

African 

countries

United 

Kingdom
New ZealandUSA
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Institute of Medicine’s review of Health worker 
migration in South and southern Africa (2007).
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The emigration 
rate is six times 
higher than the 

immigration rate

21% of SA doctors are 
working abroad

Over 300 nurses emigrate 
from SA every month

Most doctors moving to 
South Africa from the 

African continent are from 
Lesotho or Zimbabwe, 

both of which face an even 
greater worker shortage

A quarter of doctors 
in South Africa are not 

South African

Approximately 40% of our 
medical school graduates 

emigrate to the U.K. and U.S.A

58% of South 
African doctors 

intend to emigrate

2% of emigrating 
SA doctors plan 
to stay in Africa



When a patient is referred to a specialist he or she 
may need to travel long distances in order to see 
that doctor in a public hospital. Many people find 
it difficult to get time off work or to raise enough 
money for the cost of such journeys. Yet often, 
patients arrive for their appointments only to be 
turned away or forced to wait long hours because 
the specialist is unavailable.

For some people, access to a qualified specialist 
means the difference between life and death. A 
study published in the medical journal The Lancet 
in 2009 revealed that 8% of stillbirths and newborn 
deaths and 22% of child deaths were related 
to administrative problems, in particular to the 
absenteeism of qualified doctors and nurses and 
the lack of supplies.

Absenteeism amongst medical staff is linked to 
the severe shortage of health workers in South 
Africa’s public sector. Many posts are unfilled or 
frozen. This staffing shortage stands in dramatic 
contrast to the private sector.

Only 30% of doctors work in the public sector. The 
remaining 70% are available to care for the 16% 
of South Africa’s population who have private 
medical insurance and a further, uninsured 16% 
who pay cash for doctor visits. By comparison, 
in 2010, 42.5% of health professional posts in the 
public sector remained vacant.

This means that there are simply too few doctors 
to serve patients in the public sector. Despite 
this, some doctors take time out from their paid 
positions, leaving patients unattended in order to 
moonlight in the private sector.

“In some of our institutions more than 70% of 
the professors and senior doctors are involved 
in remunerated work outside the public sector,” 
says Dr Siva Pillay, Head of the Eastern Cape 
Department of Health. According to Dr Pillay, some 

doctors spend just 20–30% of normal working 
hours in their public sector roles.

Doctors, like other public sector employees, are 
allowed to work limited hours in the private sector 
under the Department of Health’s RWOPS policy. 
This policy aims to retain skills in the public sector 
by allowing employees to supplement their income 
in the private sector.

The RWOPS policy sets out guidelines to prevent 
private sector work from interfering with the 
requirements of public sector jobs. Stakeholders 
including the Department of Health (DoH), the 
South African Medical Association (SAMA) 
and the Rural Doctors Association (RUDASA) 
agree that abuse of RWOPS is due to a lack of 
monitoring systems. 

“Any abuse of RWOPs or moonlighting by full 
time […] government doctors is completely 
unacceptable and immoral.  Such actions – apart 
from the negative impact they have on the health 
of rural communities – […] undermine the hard 
work of many deeply committed rural doctors,” 
says Dr Karl Le Roux, Chairperson of RUDASA.

“There are strict rules applied to how many hours 
you may work outside the public sector but in 
reality it is not well managed and regulated and 
hence, as with all things in life, there are a few 
bad apples [who] probably abuse the system […],” 
explains Dr Mark Sonderup, Vice Chair of SAMA. 
“If doctors are found to be abusing RWOPS their 
managers must deal with them in terms of due 
process.”

Because of the difficulty of monitoring RWOPS, 
the DoH’s Deputy Director General, Dr Percy 
Mahlathi called in March 2011 for the policy 
allowing RWOPS to be scrapped. Dr Mahlathi 
argued that, with the implementation of 
occupation-specific dispensation (OSD – see 

RWOPS 
stands for 

‘Remunerated 
Work Outside 

the Public 
Sector’.

The DoH, 
SAMA and 

RUDASA 
condemn 

the abuse of 
RWOPS.

By Catherine Tomlinson
MOONLIGHTING
The cost of
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table below), doctors no longer need to 
supplement their income with private sector work.

However, in some cases doctors who feel that they 
are not fairly paid may abandon their public sector 
positions if they are no longer able to carry out 
RWOPS. 

The ‘moonlighting’ challenge is a sign of weak 
planning and management by the DoH. The 
current system is deeply flawed; limited public 
resources are serving the interests of the 
commercial health sector and leaving public 
sector patients stranded.

“The impact of the abuse of RWOPs by specialists 
is felt particularly […] by rural patients […] When 
a rural doctor refers a patient, it is usually as a last 
resort because of the cost, the distances travelled 
and the time required of the patient.  When 
specialists are in their private practices instead 
of in the specialist outpatient clinics [...] patients 
are seen instead by junior doctors.  Usually, these 
doctors don’t have the necessary experience to 
help, and […] ask the patient to come back in a 
month or two, in the hope that the specialist might 
actually be in the clinic that time,” said Dr le Roux.

Average salary per annum negotiated under OSD

R270,000 R360,000

Junior Doctor

R650,000

Senior Doctor

R600,000–850,000 R1.2–1.3 million

Head of DepartmentIntern Specialist
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We know that lower viral load reduces the 

chance of  HIV transmission. Now a large 

randomised controlled trial called HPTN 052 

has taken this knowledge a step further and 

confirmed that treating HIV-positive people 

at an early stage reduces new infections.

How did HPTN 052 work?
A total of  1,763 HIV-serodiscordant 
couples took part in HPTN 052. A 
serodiscordant couple is one in which one 
person is HIV-positive and the other is 
not. Only if  the HIV-positive partner had 
a CD4 cell count of  between 350 and 550 
were the couple allowed to take part in the 
trial. 

The couples were split into two groups. 
In the first group, the HIV-positive 
partner received antiretroviral treatment 
immediately. In the second group, the 
HIV-positive partner was only given 
antiretrovirals (ARVs) once their CD4 cell 
count dropped below 250 or he or she 
developed an AIDS-related illness. The 
first group was called the immediate group 
and the second was the delayed group.

Both groups received counselling on safe 
sex practices, free condoms, treatment for 
sexually-transmitted infections, regular 
HIV testing, and frequent evaluation and 
treatment for any complications related to 
HIV infection.

What were the findings of 
HPTN 052?
In the delayed group of  877 couples there 
was a total of  27 new HIV infections. By 
contrast, in the immediate group, there 
was only one new infection. This amounts 
to 96% fewer new infections in the group 
where treatment was given immediately.

Using genetic analysis the researchers 
confirmed that these 28 cases of  HIV 

transmission were from the primary 
partners and not from sexual partners 
outside of  the couple.

The study also found that giving someone 
antiretroviral treatment at an earlier 
stage reduced the risk of  developing 
extrapulmonary tuberculosis (where TB 
infection occurs outside the lungs). Only 
three of  the people in the immediate 
group developed extrapulmonary 
tuberculosis – as opposed to 17 in the 
delayed group. 

(The study was done at 13 sites across Africa, Asia and 
the Americas, starting in 2005. HPTN stands for HIV 
Prevention Trials Network. 052 is just the number given to 
the trial.)

What can we learn from 
the trial?
The findings show that providing 
HIV-positive people with ARVs at an 
earlier stage will help prevent many new 
infections. Aside from pregnant women 
and people with TB, HIV-positive people 
in South Africa only receive ARVs in 
the public sector once their CD4 counts 
drop below 200. This is too late. TAC will 
continue to campaign for HIV-positive 
people to be given ARVs at CD4 counts 
of  350.

It could also be that all HIV-positive 
people should be offered treatment 
regardless of  their CD4 cell count. Two 
trials are considering this question. One, 
called the START trial, has a site at 
the Desmond Tutu HIV Centre at the 
University of  Cape Town. If  you live in 
Cape Town and are HIV-positive with 
a CD4 count greater than 500, please 
consider enrolling in this trial.

It is important to remember that the 
couples in HPTN 052 were also advised to 
use condoms and provided with condoms. 
Without condoms, the HIV infection rate 
in both groups would likely have been 
higher. Earlier treatment should thus 
go hand-in-hand with other forms of  
prevention like condom-promotion and 
voluntary medical male circumcision. 

HPTN 052 showed ARVs prevent many HIV infections.

FEM-PREP shows ARVS do not prevent HIV infections.

Question: How is this possible?
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A study testing whether a daily dose of  ARVs could prevent HIV 
infection in women has been stopped early because it failed to 
show any protective benefit. Here is what you need to know about 
this trial and how it fits in with other, similar studies.

Background
Two important trials reported last year 
suggested that it might be worthwhile 
to treat HIV negative people with 
antiretrovirals (ARVs) in order to prevent 
HIV infection. This kind of  treatment 
is called pre-exposure prophylaxis 
(PREP) since it involves treatment before 
infection.

Firstly, a trial called Caprisa 004 found that 
women given a vaginal gel containing the 
ARV drug tenofovir were 39% less likely 
to become infected with HIV than women 
using an inactive gel. Then, later in the 
year, the iPrEx trial found that giving men 
who have sex with men a daily dose of  the 
antiretrovirals tenofovir and emtricitabine 
(FTC) made them 44% less likely to 
become infected with HIV than men given 
a sugar pill.

As a result of  these findings, many people 
had high hopes for other trials examining 
whether ARVs can prevent infections. 
However, science doesn’t always give us 
what we want. One of  these newer trials 
called FEM-PrEP had to be stopped early 
because there was no indication that the 
treatment was preventing new infections.

What was the FEM-PrEP 
trial?
The FEM-PrEP trial was conducted to 
see whether giving HIV-negative women 
a daily dose of  tenofovir and FTC would 

reduce their risk of  becoming infected 
with HIV. 

A total of  1,951 women were enrolled in 
the trial by February 2011. They were split 
into two groups. The one group received 
a daily dose of  the antiretrovirals, while 
the other group received a placebo pill 
that looked just like the antiretroviral pills. 
The study was conducted in four sites, 
including Pretoria and Bloemfontein.

What were the findings of 
FEM-PrEP?
The FEM-PrEP trial could not be 
completed. In April this year the trial’s 
Independent Data Monitoring Committee 
decided that the trial should be stopped 
because the results so far were not good 
enough. They found that even if  the trial 
was completed, it would not be able to 
show that tenofovir and FTC reduced 
infections in the women who participated 
in the trial.

By February 2011 there was a total of  
56 infections in the trial. 28 of  these 
infections were in the antiretroviral group 
and 28 in the placebo group. There is 
thus no indication that tenofovir and FTC 
offered any benefit. 

What do we learn from 
FEM-PrEP?
FEM-PrEP was a huge setback. However, 
it does not mean that PREP can never 
work. It could be that tenofovir and FTC 

prevents new infections in men who have 
sex with men (as we saw in the iPrEx 
trial), but not in women. It could be that 
there is a simple biological reason for this 
difference. It could also be that adherence 
was poor in the FEM-PrEP trial. We don’t 
really know yet.

It could be that rather than a pill it is more 
effective to give HIV-negative women 
ARVs in a vaginal gel – as was done in the 
Caprisa 004 trial. That trial showed that a 
tenofovir gel offered women some limited 
protection against HIV infection.

Most importantly, the FEM-PrEP trial 
reminds us that there is still a lot we do 
not know about PREP. A number of  trials 
that are currently under way will hopefully 
clear things up. The following trials will be 
particularly important:

1. A trial called VOICE (Vaginal and 
Oral Interventions to Control the 
Epidemic) is testing and comparing 
three potential forms of  PREP in 
women. It is comparing a tenofovir gel 
with a tenofovir pill and a tenofovir/
FTC pill. Results from VOICE are 
expected in 2012.

2. A trial called Partners PrEP is testing 
whether a daily dose of  tenofovir or 
tenofovir/FTC given to the HIV-
negative partner can reduce HIV 
transmission in serodiscordant couples. 
The results of  Partners PrEP are 
expected in late 2012 or early 2013.

Answer: In HPTN 052, only HIV-positive people were 
given ARVs. The aim was to see if their HIV-negative 
partners were less likely to become infected. The trial 
showed that this is true. Indeed, HIV-positive people who 
are on treatment are less likely to infect their partners 
than HIV-positive people who are not on treatment.

In FEM-PREP only HIV-negative people were given 
ARVs. The aim was to see if they were less likely to 
become infected than HIV-negative people who were 
not on ARVs. Unfortunately the trial showed that in 
this case ARVs were of no benefit.
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In the wake of the rape and murder of the 
24-year-old lesbian Noxolo Nogwaza, the 
community of Kwa-thema along with the 
Treatment Action Campaign (TAC) and various 
other groups took part in a march and prayer 
against hate crimes on May 11.

Nogwaza’s body was found in an alley in Kwa-
thema on the morning of April 24. The crime 
was committed almost three years after the 
body of Banyana Banyana star Eudy Simelane 
was found in a creek in the same area.

Branchnews

By Luckyboy Mkhondwane

Speak out against hate crimes
Speakers at the event indicated that lesbians 
and gays no longer feel safe even in their own 
communities and homes. There was a feeling 
that even health service providers and the 
police are often prejudiced and discriminatory 
when it comes to people who happen not to be 
heterosexual.  

“There must be sensitivity among the people 
who are supposed to be protecting the 
community and offering them health services 
that we are not all the same, but we all deserve 
to be treated with dignity like all human 
beings,” said a young gay man.

Nokhwezi Hoboyi who represented TAC at the 
event pleaded, “Give us our space and respect 
our rights as human beings.”

The prayer was also attended by Mondli 
Gungubele, the former Mayor of Ekurhuleni 
Metro. “We are not here only to mourn the loss 
of lives, but to celebrate the lives of the gays 
and lesbians who are brave enough to stand 
up for what they are even though they are 
facing persecution,” he told the gathering. He 
went on to say that acts of so-called ‘corrective 
rape’ are unacceptable and not in line with the 
constitution of our country. He promised that 
these cases will be followed and the people 
who commit such crimes will be brought to 
justice. 

The event was a positive initiative from the 
community, civil society organisations and 
government, but as one speaker said, “It is 
a little too late as lives are being taken away 
brutally and untimely, and the only crime of the 
victims is living and loving differently.”

Read more stories from TAC’s district offices by 
clicking on the “District Blogs” link on the TAC 
website (www.tac.org.za).

TAC will 
continue to seek 

justice for the 
victims of hate 

crimes

Photos by Luckyboy Mkhondwane.
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Searching 
for a 
solution 
Equal Treatment 39

CHWs face many different obstacles in delivering care. Six different 
problems they might experience are hidden in the word box below. Use 
the clues to help you find them. Circle each word. Words can appear 
horizontally, vertically and back-to-front.

O  E  I  D  R  I  O  R  Z  R  G  T  F  B  Z

Y  X  E  T  U  Y  F  B  O  B  G  W  R  T  W

E  L  X  B  A  T  T  I  C  V  R  C  X  P  H

S  S  E  R  T  S  Q  P  A  Y  M  E  N  T  U

Z  Q  Z  W  A  P  F  S  U  P  P  L  I  E  S

F  W  P  X  Y  D  S  V  L  S  X  Y  Q  P  G

S  O  H  Y  Z  N  J  W  F  Y  L  M  L  F  G

R  R  R  Y  B  R  B  P  F  J  M  W  O  X  V

D  K  P  Q  T  R  O  P  S  N  A  R  T  E  N

V  L  N  X  P  T  R  A  I  N  I  N  G  O  A

A  O  M  C  I  C  U  D  Q  R  J  I  O  W  U

T  A  B  O  T  M  L  V  U  R  I  V  V  Y  E

Y  D  D  B  E  P  Z  K  K  Y  P  K  J  K  L

E  S  M  A  V  A  T  V  J  K  J  Z  W  Y  L

W  Y  H  Z  H  C  N  A  M  T  W  Z  D  W  U

R

!

Gloves
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generation 

towards an
AIDs free

in our time
Kheth’impilo has a comprehensive family centred approach to the 
management of HIV/AIDS. 

Our Patient Advocate Community Adherence model has shown 
promising results in patients’ adherence to treatment.

Get involved: 021 447 0822  
or visit www.khethimpilo.org

“People are talking, 
especially the parents of 

the younger patients. I 
visit patients sometimes 

more than three 
times a week, which 
brings people to the 

realisation, we care.”

Ms Mandisa Ntondo, Community Health Worker and 

Patient Advocate – Mzamomhle clinic, Phillipi

Kheth’Impilo Opportunities: marketing@khethimpilo.org    recruitment@khethimpilo.org    training@khethimpilo.org


