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INTRODUCTION 
Based on 2019 figures, there are 7.6 million people living with HIV in South 
Africa—4.8 million women, 2.5 million men and 300 000 children—meaning 
that just over 13% of people in South Africa are living with HIV. Sex workers 
face the highest prevalence rates with 55% of sex workers estimated to be 
living with HIV, followed second by men who have sex with men at 26%. 

1.   Scheibe A et al. (2019) ‘Still left behind: Using programmatic data to assess harm reduction service coverage and HIV treatment cascades for people who 
inject drugs in five South African cities’, 10th International AIDS Society Conference on HIV Science (IAS 2019), Mexico City, session, MOAC0103, 2019.

According to the Thembisa model, South Africa has 
reached 92%-71%-91% pointing to a major ongoing 
crisis in ART continuity. Whilst viral load suppression 
of those on treatment is high, in real terms with a 
low ART coverage rate, it means only about 40% of 
PLHIV in the country are virally unsuppressed. 

According to PEPFAR’s 2020 data, whilst 606,942 people were 
initiated on treatment (TX_NEW) during the year, treatment 
rolls increased by only 96,553 (TX_NET_NEW) by the end of 
quarter 4—meaning 510,389 people stopped treatment, were 
lost, or died during the year throughout the country, also 
pointing to many diagnosis and continuity of care challenges.

The COVID-19 pandemic lead to additional challenges as 
fewer people accessed HIV treatment services. For instance it 
was reported in May 2020 that 11,000 PLHIV did not collect 
ARVs that month in Gauteng alone. At a time when PLHIV 
should have been given access to longer ART refills to avoid 
unnecessary trips to the clinic—moving to much needed 3 
or 6 months supplies (3MMD, 6MMD)—many were not. 

Through Ritshidze in PEPFAR FY 19 quarter 4 (July, August, 
September 2020) out of 5,302 PLHIV interviewed, 986 people 
received 1 month supply, 25 people received 3 weeks supply, 70 
people received 2 weeks supply, and 17 people received just 1 
week supply. All far below the 2 month standard at current policy 
levels. In PEPFAR FY20 quarter 1 (October, November, December 
2020) this had barely improved. Out of 6,253 PLHIV interviewed, 
on their last visit to collect ARVs 1,007 people received 1 month 
supply, 46 people received 3 weeks supply, 98 people received 
2 weeks supply, and 34 people received just 1 week supply.

New infections remain high at 200,000 in the year ending 
mid-2019—and HIV-related mortality was at 74,000. Whilst 
men only account for a third of new infections, they account 
for more than half of the HIV-related deaths, pointing to a 
major challenge in men’s uptake of HIV treatment services1. In 
addition to disproportionate HIV burden amongst women—
especially young women, adolescent girls, and transgender 
women—sex workers, and men who have sex with men, 
South Africa has seen increases in injection drug use, as well 
as disruption and closures of harm reduction services.
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One major reason for the failures in reaching 90-90-90 is the 
poor quality of HIV services available in the public sector. 
Poor HIV outcomes can be directly linked back to gaps in 
service delivery and poor quality public health services. 
Nearly two years ago, in May 2019, the National Department 
of Health announced a slate of policy changes in a circular 
to remove barriers to care and support accountability of 
health workers—however the reality is that, still two years 
later, this directive has not been enacted by all sites. 

With the establishment of Ritshidze, we are systematically 
documenting the failures in quality HIV and TB service delivery 
as well as gaps in terms of implementation of the circular. In 
Ritshidze we collect data in clinics and the community through 
the use of a standardised set of monitoring tools2. The tools 
capture observations as well as the perspectives of both 
healthcare users and healthcare providers like facility managers 
and pharmacists, in order to identify the main challenges 
found at the clinic and the underlying reasons for them. 

2.  https://ritshidze.org.za/category/tools/

According to the planning letter in COP21, PEPFAR SA will be 
receiving a funding cut of USD 75,000,000, from USD 523,440,000 
down to USD 450,000,000. This is a drastic cut in funding, in a 
programme that is failing in getting people on treatment and 
long term retention. According to PEPFAR retention data, South 
Africa is only at 89.19% retention—losing more than 10% of 
people in the world’s largest treatment programme is worrying. 
It is more critical than ever that PEPFAR SA listens to the voices 
of PLHIV and communities who know the interventions which 
can turn this around, documented in the 4th “People’s COP”.

This year’s “People’s COP” has been developed using data 
collected through Ritshidze in October, November and 
December 2020 (COP20 quarter 1). In addition to community-
led monitoring data, the People’s COP has been further 
shaped following consultation with people living with HIV, 
key populations, community based organisations (CBOs), 
Non-Governmental Organisations (NGOs), and Faith Based 
organisations (FBOs)—all stakeholders with collective 
experience at the forefront of South Africa’s HIV and TB response.
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COMMUNITY PRIORITIES 
INTERVENTIONS FOR COP21
This table reflects the 2021 community priorities for inclusion in COP21. Some are priorities that 
have been included in past People’s COPs but have not yet been fully implemented. 

PRIORITY TARGET
WHAT YEARS 
DID WE ASK 
FOR IT?

DO WE 
HAVE 
IT?

1. Funding COP21 Target: COP21 (FY22) budget is flatlined at $523,440,000. COP21 No

2.1. Staffing COP21 Target: Maintain commitments to fund 20,000 supplemental frontline 
staff, that has been promised for three years and not yet materialised

COP18, COP19, 
COP20, COP21

No

COP21 Target: Additional staffing allows for all PEPFAR supported sites to extend 
opening hours to 5:00 -19:00 on weekdays and 8:00-16:00 on Saturdays.

COP20, COP21  No

2.2. Filing Systems COP21 Target: Functional filing systems are in place and 
maintained in 100% of PEPFAR support sites.

COP20, COP21 No

COP21 Target: Files are stored in a space that is confidential so that patients 
cannot access or view other people’s files in 100% of PEPFAR supported sites.

COP20, COP21 No

2.3. Community 
healthcare 
workers

COP21 Target: Maintain commitments made since COP18 
to fund 8,000 community healthcare workers.

COP18, COP19, 
COP20, COP21

No

COP21 Target: CHWs are supported with 1) high quality standardised 
training, 2) adequate infection prevention equipment, 3) adequate 
remuneration, and 4) adequate and reliable transport to ensure 
community outreach to find PLHIV who have disengaged from care.

2.4. Male 
nurses and 
counsellors

COP21 Target: All PEPFAR supported sites have at least one male nurse and 
one male counsellor in place leading to a greater uptake of services by men.

COP20, COP21 In part

COP21 Target: All PEPFAR supported sites have at least one male clinic day 
(ensuring male staff are on duty) per week or Men’s Corners integrated 
into service delivery to provide services specific to the needs of men.

3.1. 6MMD + 12 
month scripts

COP21 Target: ARV refills extended to 3 to 6 month supply all 
patients eligible for repeat prescription collection strategies.

COP20, COP21 In part

COP21 Target: Retain the government gazetted 12 month ART scripting 
& implement the March 2020 revised Standard Operating Procedures 
(SOPs) on repeat prescription collection strategies with fidelity.

COP21 Yes

3.2. Repeat 
prescription 
collection 
strategies

COP21 Target: Scale implementation of repeat prescription strategies 
to reach 60% of all PLHIV and ensure 25% are accessing treatment 
from a community-model and 20% from an Adherence Club.

COP17, COP18, 
COP19, COP20, 
COP21

In part

COP21 Target: All repeat prescription collection strategies are functional so that 
they make ARV refill collection quicker for PLHIV. Where PLHIV are unsatisfied 
with their RPCS model, either the model should be improved in quality (if failing) 
or PLHIV should be transferred to a model that better suits their needs.

COP18, COP19, 
COP20, COP21

In part

COP21 Target: Carry out an audit into the functionality of 
adherence clubs together with the PLHIV sector in COP20.

COP21 No

COP21 Target: Where clubs do not meet quality/functional 
standards outlined by People’s COP21, urgently improve 
quality, for the remainder of COP20 and into COP21.

COP17, COP18, 
COP19, COP20, 
COP21

No

COP21 Target: All “Decanting Officer” positions are returned 
to “Adherence Club Facilitator” positions in COP20.

COP21 No

COP21 Target: Scale up facility and community based adherence clubs so 
that there are clubs available at 100% of PEPFAR supported facilities and 
that 20% of eligible PLHIV are voluntarily decanted into this model.

COP18, COP19, 
COP20, COP21

In part
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PRIORITY TARGET
WHAT YEARS 
DID WE ASK 
FOR IT?

DO WE 
HAVE 
IT?

4.1. Staff attitudes COP21 Target: All staff at PEPFAR supported sites are trained to provide a friendly 
and welcoming environment for all patients whether accessing HIV prevention, 
accessing ART, or, most especially, returning to care after a treatment interruption.

COP19, COP20, 
COP21

In part

COP21 Target: Working with NDoH, PEPFAR SA ensures that no PLHIV 
is sent to the back of the queue if they miss an appointment.

COP21 No

COP21 Target: <90% of enrolled patients return for follow up 
visit to clinic and are appropriately linked to care.

COP19, COP20, 
COP21

No

4.2. Confidentiality COP21 Target: PEPFAR SA ensures that all supported sites are trained 
to ensure that people’s HIV status are not disclosed at any time, and 
this is proven through a drastic improvement in confidentiality results 
seen through Ritshidze qualitative and quantitative data.

COP21 No

COP21 Target: PEPFAR SA ensures at all supported sites that when PLHIV are 
being attended to by a healthcare worker, they do so in a private room.

COP21 No

4.3. Psychosocial 
support

COP21 Target: PEPFAR SA and GoSA meet with MSF and PLHIV Sector 
representatives in order to discuss in detail the MSF Welcome Services 
and approach in Western Cape and other psycho-social support needs, 
for roll out in more provinces and all PEPFAR supported sites.

COP20, COP21 No

COP21 Target: A package of psychosocial support should be 
available at 100% of PEPFAR supported sites that includes provision 
of individualised counseling to patients; peer-led patient navigators 
acting as a bridge between clinicians and patients; mapped networks 
of referral services; optional support groups, and food parcels.

COP19, COP20, 
COP21

In part

COP21 Target: All PLHIV are able to access psychosocial support at any time whether 
newly initiated or to support long term retention—and any PLHIV who misses an 
appointment or is returning into care should be offered psychosocial support.

COP21 No

4.4. Support 
groups

COP21 Target: Maintain commitments in COP20 to ensure there are support 
groups linked to 100% of PEPFAR supported sites lead by PLHIV and that newly 
diagnosed PLHIV, PLHIV returning to care, or PLHIV struggling with adherence 
are provided with the option to be linked to these support groups.

COP18, COP19, 
COP20, COP21

In part

5. Tracing and 
re-engaging 
PLHIV in care

COP21 Target: PEPFAR SA ensures that all protocols are routinely 
followed when someone misses an appointment including SMS, 
phone calls, home visit, at 100% PEPFAR supported sites—shown 
to be effective through improvements in Ritshidze data.

COP21 In part

COP21 Target: PEPFAR SA ensures that PEPFAR supported CHWs have access to 
reliable transport to effectively trace PLHIV who have disengaged from care.

COP21 No

COP21 Target: PEPFAR SA ensures that all linkage officers have access to phones/
airtime/data to be able to effectively call PLHIV who miss appointments.

COP21 No

COP21 Target: PEPFAR SA ensures there are an adequate number of Linkage Officers 
at all supported sites in order to effectively call PLHIV who miss appointments.

COP21 No
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PRIORITY TARGET
WHAT YEARS 
DID WE ASK 
FOR IT?

DO WE 
HAVE 
IT?

6. Index testing COP21 Target: No index testing targets enforced in COP21 or the 
remainder of COP20. Index testing targets as a percent of all new HIV 
positive diagnoses not communicated to implementing partners.

COP20, COP21 No

COP21 Target: Before contacting the sexual partners of PLHIV, all healthcare 
providers ask if the individual’s partners have ever been violent and record the 
answer to this question. No contacts who have ever been violent or are at risk 
of being violent should ever be contacted in order to protect the individual 
and other sexual partners the contact may have that are unknown.

COP20, COP21 No

COP21 Target: After contacting the contacts, healthcare providers must follow-
up with the individual after a reasonable period (1-2 months) to assess whether 
there were any adverse events - including but not limited to violence, disclosure 
of HIV status, dissolution of the relationship, loss of housing, or loss of financial 
support - and refer them to the IPV centre or other support services if the answer is 
yes. Data on such occurrences must be shared by the IPs with PEPFAR and CSOs.

COP20, COP21 No

COP21 Target: Prior to (re-)implementing index testing in any facility, there 
are adequate IPV services available for PLHIV at the facility or by referral and 
all PLHIV who are screened should be offered this information. Referrals 
must be actively tracked to ensure individuals access them and referral 
sites have adequate capacity to provide services to the individual. 

COP20, COP21 In part

COP21 Target: All implementing partners (IPs) and health care workers 
understand that index testing is always voluntary, for both sexual contacts 
and children, where individuals are not required to give the names of their 
sexual partners or children if they don’t want to, and this is explained to all 
PLHIV. No index testing will occur without the informed consent of a PLHIV.

COP20, COP21 No

COP21 Target: All adverse events are monitored through a pro-
active adverse event monitoring system capable of identifying and 
providing services to individuals harmed by index testing. Comment 
boxes and other passive systems are necessary but inadequate.

COP20, COP21 In part

COP21 Target: Index testing will not continue at the facility for 
any population where an IP cannot meet these demands.

COP20, COP21 No

7.1. KP targets COP21 Target: KP_PREV targets double those of COP20 (415,850) COP21 No

COP21 Target: PEPFAR maintains at least $28,400,489 supported 
in COP21 as well as integrating the lessons of KPIF implementation 
into how COP funding is allocated and programmed.

COP21 No

7.2. KP friendly 
services

COP21 Target: In collaboration with the KP sector, training modules are developed 
and healthcare workers trained (including clinical and non-clinical staff as well 
as security guards) at all PEPFAR supported sites to provide key population 
friendly services and a welcoming environment for all KPs at all times.

COP21 In part

COP21 Target: Reviewed peer programme to ensure that all PEPFAR sites 
have key population community member peer navigators at the facility 
to support key population service delivery and improve retention.

COP21 In part

7.3. KP specific 
services

COP21 Target: All KP specific services outlined in the People’s COP are 
made available at 100% of PEPFAR supported sites, either on site or through 
referral to nearby, accessible, and friendly specific service centres.

COP21 In part

COP21 Target: Lubricant is made available at all PEPFAR 
supported sites, alongside male and female condoms.

COP21 No

COP21 Target: Harm reduction services — including medically 
assisted treatment and other drug dependence treatment — are 
made available at health facilities and Drop in Centres.

COP21 No

COP21 Target: Transgender people are able to access 
hormone therapy at sites closer to home.

COP21 No

COP21 Target: Mobile clinics and drop in centres for KPs are scaled 
up to all PEPFAR supported key populations districts.

COP21 In part

7.4. PrEP COP21 Target: Increase PrEP target to 330,000 for COP21 and 
ensure that PrEP is offered to all eligible individuals, particularly 
key populations, to ensure sufficient scale up.

COP21 No
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PRIORITY TARGET
WHAT YEARS 
DID WE ASK 
FOR IT?

DO WE 
HAVE 
IT?

8. HIV and TB 
prevention 
and treatment 
literacy

COP21 Target: People friendly treatment literacy materials, developed 
in consultation with PLHIV and KPs, are available and community based 
organisations deliver treatment literacy services through support groups, 
adherence clubs, health talks, and localised social mobilisation campaigns.

COP17, COP19, 
COP20, COP21

In part

COP21 Target: PEPFAR will fund at least 5 community lead PLHIV 
organisations to carry out HIV and TB prevention and treatment literacy 
trainings with the general population and 5 key populations lead 
organisations (including MSM, sex workers, transgender people, and 
people who use drugs) to target those groups more specifically.

COP17, COP19, 
COP20, COP21

No

COP21 Target: Healthcare workers—including implementing partner staff and 
community healthcare workers— provide accurate and easily understandable 
information on treatment adherence and the importance of an undetectable 
viral load when talking to PLHIV, through counselling, and through health talks 
at clinics. This ensures that viral load test results are always properly explained 
to all PLHIV in a timely manner, as proven in improvements in Ritshidze data.

COP19, COP20, 
COP21

In part

9. Dolutegravir COP21 Target: PEPFAR institutes tracking of weight gain amongst PLHIV, especially 
as more people transition or start on DTG. Where problematic weight gain is 
identified, clinicians refer PLHIV to a dietician in order to properly support the 
individual. Further the PLHIV is screened for other NCDs associated with obesity.

COP20, COP21 In part

COP21 Target: In conjunction with meaningful inputs from PLHIV, people 
friendly materials are developed to help people in diet and nutrition, and rolled 
out across PEPFAR supported clinics, adherence clubs and support groups.

COP21 No

COP21 Target: In conjunction with meaningful inputs from PLHIV, people friendly 
topics are developed regarding weight and nutrition to be rolled out in all 
PEPFAR supported adherence clubs and support groups across the country.

COP21 No

10. Stockouts COP21 Target: PEPFAR ensures that supported districts are adequately 
stocked by supporting the supply chain at a facility level.

COP19, COP20, 
COP21

In part

COP21 Target: PEPFAR strengthens supply chain monitoring tools 
(such as the stock visibility system) to allow for public monitoring and 
problem identification in a transparent, expeditious manner.

COP19, COP20, 
COP21

In part

11.1. Advanced 
HIV Disease

COP21 Target: Point of care diagnostic tools at all PEPFAR supported sites 
allow CD4 detection, to allow patients to be assigned to care depending 
on whether their CD4 count is above or below 200 cells/ul.

COP20, COP21 In part

COP21 Target: PEPFAR SA and GoSA meet with MSF and PLHIV Sector 
representatives in order to discuss in detail the MSF Welcome Services 
and approach in Western Cape and other medical support needs, 
for roll out in more provinces and all PEPFAR supported sites.

COP21 No

11.2. TB screening 
and testing

COP21 Target: 100% of PLHIV, including CLHIV, are screened for 
TB upon presentation to care at every clinical encounter.

COP19, COP20, 
COP21

In part

COP21 Target: 100% of PLHIV, including CLHIV, who present to care with signs 
and symptoms of TB or advanced HIV disease in inpatient and outpatient 
settings receive both urine-LAM and rapid molecular testing (including the 
use of stool samples among CLHIV) upon their first presentation to care.

COP19, COP20, 
COP21

In part

COP21 Target: 100% of PLHIV, including CLHIV, with positive 
urine-LAM results immediately initiate TB treatment, while 
awaiting confirmatory rapid molecular test results.

COP19, COP20, 
COP21

In part

C OP21 Target: 100% of PLHIV, including CLHIV, who are co-infected 
with TB receive confirmatory diagnostic test results and are linked to TB 
treatment in less than five days after their first presentation to care.

COP19, COP20, 
COP21

In part

COP21 Target: Procurement quantities of commodities required for 
urine-LAM and rapid molecular testing should each exceed 200,000, 
the estimated number of PLHIV, including CLHIV, expected to present 
to care at PEPFAR-supported sites with advanced HIV disease in COP21 
(according to PEPFAR data [individuals newly testing positive for HIV] and 
estimates that 1 in 3 PLHIV present to care with AHD in South Africa).

COP19, COP20, 
COP21

In part
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PRIORITY TARGET
WHAT YEARS 
DID WE ASK 
FOR IT?

DO WE 
HAVE 
IT?

11.3. TB preventive 
therapy

COP21 Target: Given the underperformance across the clinical cascade, 
exacerbated by COVID-19 lockdowns, PEPFAR should support GoSA to 
implement a “TPT cach up plan” aligned with the planned “TB catch-up plan”.

COP19, COP20, 
COP21

In part

COP21 Target: All contacts of PLHIV with TB, including children and adolescents, 
should be traced and 100% of those eligible should be initiated on TPT. TPT must 
be incorporated within DSD models of HIV service delivery, even with IPT/TPT

COP19, COP20, 
COP21

In part

COP21 Target: 2,100,000 PLHIV including children and adolescents be initiated 
and complete TPT within COP21, and cotrimoxazole, where indicated, must 
be fully integrated into the HIV clinical care package at no cost to the patient. 
Of these, at least 70% should receive 3HP and 30% should be on IPT.

COP21 No

COP21 Target: PEPFAR to support GoSA to expedite the adoption of LTBI Guidelines, 
including implementing a “TPT-catch-up plan”. All PEPFAR-supported districts to 
expedite the introduction of short-course single-dose and FDC 3HP therapies.

COP21 No

11.4. TB infection 
control

COP21 Target: All patients are screened for TB symptoms upon 
arrival at the facility (this can be integrated with COVID-19 
screening) at 100% of PEPFAR supported facilities.

COP20, COP21 In part

COP21 Target: All windows at 100% of PEPFAR supported 
sites are kept open for ventilation.

COP20, COP21 No

COP21 Target: Large TB infection control posters in various 
South African languages to be displayed in visible places in the 
waiting area at 100% of PEPFAR supported facilities.

COP20, COP21 No

COP21 Target: People coughing or with TB symptoms are seen first to reduce 
the risk of TB transmission at 100% of PEPFAR supported facilities

COP20, COP21 No

COP21 Target: People who are coughing are separated from those who 
are not whilst waiting in 100% of PEPFAR supported facilities.

COP20, COP21 No

11.5. Viral hepatitis COP21 Target: All KPs are offered voluntary hepatitis testing, at no 
out-of-pocket cost and including for reinfections, when accessing 
HIV prevention, treatment, or other harm reduction services. 

 COP21 No

COP21 Target: Preventative HBV vaccine is offered at the time of 
return of HIV results, depending on other health conditions, previous 
treatment experience, and potential drug-drug interactions

COP21 No

COP21 Target: All people diagnosed with HBV and/or HCV are 
offered treatment, care, and linked to wraparound services. 

COP21 No

11.6. Hypertension 
+ Diabetes

COP21 Target: Diabetes and hypertension screening and treatment is 
incorporated within repeat prescription collection strategies for HIV treatment.

 COP21 No

12.1. Clinic 
committees + 
AIDS Councils

COP21 Target: PEPFAR SA funds a community-led and wide-scale 
capacity building programme to train clinic committees on their 
roles and responsibilities to ensure their functionality.

COP17, COP20, 
COP21

No

COP21 Target: PEPFAR SA provides quarterly POART updates and slides at national, 
provincial and district levels for AIDS councils and other interested parties.

COP21 No

12.2. Ritshidze COP21 Target: Funding is maintained at $2.5 million for the 
Ritshidze project (run by the PLHIV Sector) in COP21 to continue 
monitoring 400 high burden sites across South Africa.

COP19, COP20, 
COP21

YES!
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COMMUNITY PRIORITY 
INTERVENTIONS FOR COP21

1. Funding

Last year activists emphasised the grave risk of premature removal of COP18-19 “surge” 
funding in COP20, and demanded that it be continued into FY21. Whilst the final SDS for South 
Africa does not include the overall funding levels demanded by civil society in the People’s 
COP20, PEPFAR officials did commit formally during the South Africa RPM Outbrief session 
in Johannesburg, that they would carry out an analysis of human resources gaps and would 
increase funding for FY21 for health workforce based on the outcomes of that analysis. 

However, PEPFAR has not carried out that essential analysis. 
There are anecdotal reports that health workers are 
not being retained as a result of surge funding winding 
down—before surge funding was fully spent on hiring 
additional clinical and community staff who are urgently 
needed to reduce long waiting times in high volume, 
poorly performing public sector clinics. Now, as we move 
into COP21, the planning letter reveals that South Africa 
is facing a further funding cut down to $450,000,000.

COP19 funding level COP20 
funding level

COP21 funding 
level

$752,896,249 $523,440,000 $450,000,000

COP21 Target: COP21 (FY22) budget 
is flatlined at $523,440,000. 
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2. Staffing & waiting times

2.1. Staffing

Monitoring at Ritshidze sites in quarter 1 showed that 
of 378 facility managers interviewed, 87% reported that 
there was not enough clinical and non-clinical staff at the 
facility to meet the needs of patients. The most commonly 
reported understaffed cadre were professional nurses (230 
reports), enrolled nurses (181 reports), cleaners (162 reports), 
and doctors (148 reports). According to 7159 patients, 
interviewed, on average, only 29.3% thought there was always 
enough staff to meet patients’ needs across the sites. 

One major result of human resource shortages is long waiting 
times. It is well known that each time someone is asked to spend 
an extended amount of time at a clinic, simply to collect ART 
refills, there is an increased risk of losing that person from care. 

Patients at 184 clinics reported average waiting times of more 
than 5 hours, with an average at six hours or more at 84 of those 
clinics, and an average of seven hours or more at 33 clinics. The 
longest waiting time was reported as 9 hours 56 minutes. 

We note that waiting times are calculated based on the time the 
patient arrived at the facility that day and the time they expect 
to leave that day. At times, but not always, this can include time 
before the clinic opens depending on the time of our interviews. 
We recognise that this can extend the waiting time, however, given 
that clinics were called upon by the May 2019 circular to open from 
5am, and given that time before the clinic opens also contributes 
to overall patient experience, we have retained this calculation. 

Whilst the National Department of Health circular issued 
in May 2019 states that “Every effort must be made to extend 
opening hours of facilities to attract patients, e.g., those working, 
who cannot attend during normal opening times. Facilities must 
be open from 5:00 -19:00, as well as 8:00-16:00 on Saturdays. 
Patients should also be able to use these extended opening 
times to pick up their medication from internal pick up points” 
— not all facilities have implemented this directive. 

Average time patients spend at the facilities in each PEPFAR supported district in quarter 1

Patient reports on whether the queues at 
the facility are long in quarter 1

Yes

Don’t 
know

No

Are the queues at the facility long?
Total responses: 7144
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Only 2 sites were reported to have opening times from 5am 
(Sinathing Clinic, uMgungundlovu and Empangeni Clinic, 
King Cetshwayo). More positively, 95 sites were reported 
to have opening times at or before 8am on Saturday as per 
the circular directive. However, at all other sites monitored 
opening hours have not been extended as per the circular. 

Commonly when this issue is raised at clinic level, 
facility managers tell us that they are unable to extend 
opening hours due to insufficient staffing to cover 
this time — meaning we need to address the human 
resource shortages to implement this directive. 

Long waiting times are compounded by the issue of 
staff taking long breaks for lunch and tea. 19.6% of 
respondents stated that this was a cause of long queues.  

Another issue with long waiting times is that also affects 
the quality of services provided, as healthcare providers 
have little time to provide adequate information or care 
to patients. For example it is critical that healthcare 
workers explain the results of viral load tests to PLHIV, yet 
Ritshidze data revealed that 1277 PLHIV we interviewed 
said a healthcare worker did not explain the results. 

COP21 Target: Implement commitments to fund 
20,000 supplemental frontline staff, as has been 
promised for three years and not yet materialised. 

COP21 Target: Additional staffing  for all PEPFAR 
supported sites to extend opening hours to 05:00 
-19:00 on weekdays and 08:00-16:00 on Saturdays.

2.2. Filing systems

The challenge of long waiting times is further compounded 
by poor filing systems. At many facilities, poor filing systems 
and/or lost files or cards were also observed or reported on by 
healthcare users. Ritshidze observations reported 155 filing 
systems to be in a bad condition. Messy and disorganised filing 
systems increase the delays to healthcare users being attended 
to, and increase the burden on already overstretched healthcare 
workers. Lost files can cause huge inconvenience to healthcare 
users. Many patients complained about the filing systems of 
clinics being a mess, with their files often missing or taking 
forever to find. This was often cited as a reason that they thought 
the waiting time was so long. This despite a directive in the May 
2019 NDoH circular stating: “a functional filing system must be in 
place and maintained to ensure that files can be open and retrieved 
in the shortest possible time to reduce patient waiting times.” 

 + “The staff – from the security guard, to the clerks and even 
some of the nurses – they are not hungry for their jobs, you 
can see that. They shout at you, they leave the clinic to go 
buy magwinya and cold drinks even when the queues are 
long and they take their time. They also lose our files and 
don’t care for our privacy,” he says. He says he’s been issued 
about three or four patient files in recent months, because 
an effective filing system doesn’t appear to be in place at 
the clinic. “I tell them, how can you know the history of my 
problems if you have to open a new file every time? They 
don’t even care when I ask this”.

 + “They don’t phone those defaulters to ask why they’re not 
taking treatment or coming back to the clinic. But I can believe 
that because they can’t find anyone’s files so I think they just 
don’t care for anyone.”

PLHIV reports of if a healthcare worker explained viral load test results in quarter 1

Filing systems: what is in a bad condition in quarter 1 

Patient reports of reasons for long queues in quarter 1 

There is not 
enough staff

There are too 
many patients

Other reason

Don’t know

Staff take 
long breaks

Other reasons given for long queues
Total responses: 9942
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 + One PLHIV told us that the clinic staff have opened four files for 
her in three months. This carelessness has started to affect her 
treatment. Sometimes pharmacists will refuse to give her all her 
medicines, saying it’s not in her file. She has to keep explaining 
that her original file has been lost. In June, she also had a pap 
smear done; she says she’s still waiting for those results over 
three months later.

COP21 Target: Functional filing systems are in place 
and maintained in 100% of PEPFAR support sites. 

COP21 Target: Files are stored in a space 
that is confidential so that patients 
cannot access or view other people’s files 
in 100% of PEPFAR supported sites.

2.3. Community healthcare workers

CHWs have long been recognised as an integral health human 
resource, playing a role in the HIV/AIDS response, TB response 
and most recently, being deployed to the frontline for COVID-19 
community screening. Yet they continue to be employed on one-
year fixed term contracts with no benefits, and they are poorly 
remunerated for the important services they render. It is about 
time they were properly employed by the state and remunerated 
accordingly. An investment in CHWs is an investment in health.

Through Ritshidze, the vast majority of Facility Managers 
(354) reported that there are community healthcare workers 
(CHWs) based at their facilities, however 25 facilities had 
no CHWs reported at all. These facilities had on average 20 
CHWs based at the facility (range 1-84). These CHWs are 

3.   Call to Action: Civil Society Organisations support Community Health Worker Consultation on the WBPHCOT Policy 
Implementation Plan. Available at: https://drive.google.com/file/d/1PnZJqKku16YCV6g1XKRhWSNyVamXpwQS/view 

mostly supervised by the Department of Health (88%), with 
25 Facility Managers (7%) reporting that the CHWs were 
supervised by PEPFAR implementing partners. Most facilities 
had 1 CHW supervisor (range 0-14). The majority, 79% of 
Facility Managers (n=274) said that CHWs at their facility do 
not have access to transport to work in the field. Of those that 
did report that there is transportation for CHWs (n=61), only 
41 Facility Managers considered this transportation reliable. 

This means that across 381 facilities monitored in quarter 
1, only 41 (<11%) report having CHWs based at the 
facility who have reliable transportation to the field. 

Further, research conducted by TB Proof shows additional 
challenges faced by CHWs including poor quality training and 
challenges accessing PPE. CHWs also expressed a concern 
about TB affected communities’ access to care during COVID-19, 
where there has been a significant shift in focus and that they 
feel under pressure to screen households and communities for 
COVID-19 as a main priority, leaving them concerned about 
their existing clients with chronic diseases as well as a concern 
for people with undiagnosed infectious diseases such as TB3.

 + “We trace less people who are lost to follow-up for TB then we 
did before COVID-19.”

 + “Our TB patients were neglected during the time of COVID-19.”
 + “Working in a community is different from the clinic, we go 

house to house without PPEs,without knowing if those people 
already have TB or are lost to follow-up.” 

Furthermore, CHWs provide a vital role in providing 
adequate counselling and treatment literacy for TB and HIV, 
especially now amidst COVID-19 where stigma is acting as 
a barrier to people accessing care at the facility and where 
people need to know about the overlapping symptoms and 
ways to protect themselves against COVID-19 and TB.

COMMUNITY HEALTHCARE WORKERS ROLE IN ACHIEVING THE 90-90-90S IN ESHOWE

In Eshowe, MSF provided HIV testing and linkage to care through community-based support 
(through patient supporters and community health workers), resulting in Eshowe being able 
successfully to achieve the 90-90-90 targets (95-95-95) a year ahead of the UNAIDS deadline. 

Critical to this was the ability to use mobile sites and 
community-based support on farms and in deep rural 
communities. Although over time the HIV+ yield of the 
CHW testing programme decreased, early on it was very 
high. The CHWs also helped to “normalise” HIV testing and 
treatment as they became a fixture of normal community 
health services. Finally, when a HIV+ case was detected, 
they were able to follow up to try to ensure that the 
individual had been linked to HIV treatment services. 

Following the achievement of the 90-90-90 targets, 
MSF started handing over activities related to HIV to the 
Department of Health, remaining focused only on TB. 
The aim being to show how lessons learned from its HIV 
bending-the-curves strategy and innovative strategies 
can be put in place to ensure TB cascade strengthening. 

The following objectives were set to support 
the achievement of the aim of: 1) enhancing 
TB Prevention; 2) finding the missing cases; 
and 3) improving treatment outcomes. 

The project has worked closely with CHWs from the area 
in facilitating the implementation of community based 
sites (called Luyanda sites) which aim at bringing screening 
services closer to the people. These sites are minded by 
CHWs from SHINE and provide services such as TB, HIV, STI, 
NCD screening and family planning. A referral system has 
been established to provide linkage of care for patients 
that need to be seen at facilities. Support is also provided 
by the mobile clinic nurse who visits the site for non-
urgent cases and provides needed resources. The sites are 
also ear-marked to be used as CCMDD pick up points.
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“People are stigmatising those who recovered from 
the disease and they are afraid to come near them as 
they think they will infect them with COVID-19.”

COP21 Target: Maintain commitments made since 
COP18 to fund 8,000 community healthcare workers.

COP21 Target: CHWs are supported with 1) 
high quality standardised training, 2) adequate 
infection prevention equipment, 3) adequate 
remuneration, and 4) adequate and reliable 
transport to ensure community outreach to 
find PLHIV who have disengaged from care.

2.4. Male nurses + counsellors

Male HIV diagnosis and ART coverage is much lower compared 
to women in South Africa. Whilst men only account for a third 
of new infections, they account for more than half of the HIV-
related deaths, pointing to a major challenge in men’s uptake 
of HIV treatment services. In Khayelitsha just 30% of those on 
ART are men and in Eshowe MSF/DOH data for 2017 showed 
that only 27% of patients on ART are men. This is not unique to 
South Africa. Research in many African countries has shown that 
HIV-positive men are less likely to initiate ART, and those who 
do are more likely to present to clinics later, more ill and have 
poorer retention and worse clinical outcomes. Explanations put 
forward for men’s low attendance and poor outcomes include 
notions of masculinity that are at odds with illness and ‘good 
patient’ behaviour, public health systems that are historically 

built around maternal and child health and systematic 
under-funding of men’s services compared to women.

About 30% of HIV transmission occurs amongst stable partners 
and the HIV positive partner amongst sero-discordant couples is 
more commonly male than female. This together with growing 
evidence that ART reduces HIV mortality and morbidity more 
so if treatment is started early and potential benefits of viral 
load suppression in reducing transmission, make men a critical 
target population to reduce HIV incidence and mortality. 
The MenStar coalition also identifies men’s HIV diagnosis and 
treatment as a key to breaking the cycle of transmission which 
when dealt with could ultimately end the AIDS epidemic as a 
public health problem by 2030. Targeting specific populations 
that are most likely to transmit the virus like men and 
adolescents for ART treatment and care could have important 
outcomes in preventing transmission to other populations.

Ritshidze data shows that only 108 clinics reported having 
male nurses/counsellors/healthcare workers at the facility. 
Only 59 clinics said they had male outreach services 
and 88 said they had no male specific services at all. 

COP21 Target: All PEPFAR supported sites have at 
least one male nurse and one male counsellor in 
place leading to a greater uptake of services by men. 

COP21 Target: All PEPFAR supported sites have 
at least one male clinic day (ensuring male 
staff are on duty) per week or Men’s Corners 
integrated into service delivery to provide 
services specific to the needs of men.

Voluntary male medical circumcision 
(at facility or referral)

Access to condoms & lubricant

Male outreach services (outside facility setting)

Male only after-hours clinics

Male nurses/counsellors/healthcare workers

No—we do not have services specific to men 

Don’t know

Specific services provided to men
Total responses: 628

197

145

62

17

110

88

9
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3. ART Continuity

4.  https://mer.amfar.org/location/South Africa/treatment
5.  Godfrey K 2020. CQUIN, RSL, IAS webinar, DSD for people living with HIV and NCDs. Oct 2020.
6.   Twenty‐four‐month outcomes from a cluster‐randomized controlled trial of extending antiretroviral therapy 

refills in ART adherence clubs. Available at: https://onlinelibrary.wiley.com/doi/10.1002/jia2.25649

3.1. 6MMD + 12 month scripts

According to PEPFAR’s 2020 data, whilst 606,942 people were 
initiated on treatment (TX_NEW) during the year, treatment rolls 
increased by only 96,553 (TX_NET_NEW) by the end of quarter 
4—meaning 510,389 people stopped treatment, were lost, or 
died during the year throughout the country. In PEPFAR priority 
districts  whilst 504,309 people were initiated on treatment (TX_
NEW) during the year, treatment rolls increased by only 98,230 
(TX_NET_NEW) by the end of quarter 4—meaning 406,079 people 
stopped treatment, were lost, or died during the year. Analysis at 
a district level shows that 22 PEPFAR priority districts achieved 
less than 20% of their net new goals, with 4 districts losing 
more people on treatment than were initiated in the last year, 
pointing to many diagnosis and continuity of care challenges.4

Ritshidze data reveals that most PLHIV reported receiving 2 month 
ART refills and — worryingly — a substantial proportion of PLHIV, 
18%, reported refills of 1 month or less. Whilst 81% of Ritshidze 
respondents received 2-months or shorter refills, only 23% of 
PEPFAR supported clients in other countries had refills of less 
than three months. Further, amongst PLHIV supported by PEPFAR 
in other countries between April-June 2020, 18% of adult men 
and 17% of adult women receive 6 months of ART refills5. Yet in 
South Africa, only 1% of PLHIV report receiving 6 months supply.

Alongside, the broader call for support, scaled and quality 
implementation of South Africa’s repeat prescription collection 
strategies (RPCSs) including increasing the proportion of 
PLHIV accessing out-of-facility models, we welcome the 
push towards multi-month dispensing and are encouraged 
by the findings of the Médecins Sans Frontières (MSF) pilot 
involving 6-month ART refills. MSF implemented a randomised 
controlled trial to compare extending multi-month ART refill 
intervals from two to six months amongst existing adherence 
club patients and showed noninferiority in terms of 24-month 
retention, viral load completion and viral load suppression.6

COP21 Target: Extend and implement ARV refills 
to 3 to 6 month supply for all eligible patients.

COP21 Target: Scale implementation of repeat 
prescription strategies (RPCs) to reach 60% of PLHIV 
and ensure 25% are accessing treatment from a 
community-model and 20% from an Adherence Club.

COP21 Target: Retain the government gazetted 12 
month ART scripting & implement the March 2020 
revised Standard Operating Procedures (SOPs) on 
repeat prescription collection strategies with fidelity.
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Worst performing sites: ARV refill length in quarter 1

District performance: ARV refill length in quarter 1

Length of HIV medicine refil in quarter 1
Total responses: 6253

1 week

2 weeks

3 weeks

1 month

2 months

3 months

6 months

Don’t know

15

76

24

986

3966

1133

45

8
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3.2. Repeat prescription collection strategies

Repeat prescription collection strategies should simplify 
and adapt HIV services across the cascade, in ways that both 
serve the needs of PLHIV better and reduce unnecessary 
burdens on the health system. These should be much simpler 
and quicker systems than waiting in long clinic queues.

During quarter 1 Ritshidze monitoring 366 clinics reported 
offering facility pick up points at the clinic (87% have CCMDD 
parcel collection room, pharmacy, fast lane, fast track, Sha’p 
Left, ARV ATM, 10% have Pelebox/locker with code sent to 
phone); 331 offer community collection points (pharmacy 
e.g. Clicks or Dischem or independent pharmacist, community 

venue e.g. church/library/other, from a mobile van, Sha’p Left, 
ARV ATM, Pelebox/locker with code sent to phone, Post Office); 
108 reported offering adherence clubs in the facility and 74 
reported offering adherence clubs in the community. The 
graphs below breakdown what facility pick up points and 
community collection points are available per province.

In order to be effective, repeat prescription collection 
strategies should make ARV collection quicker, easier and 
more satisfactory for PLHIV. When asking PLHIV using 
facility pick up points “does the facility pick up point make 
it quicker to collect your ARVs than waiting at the facility?” 
— 94% thought it made it quicker, however 6% (n=78) of 
respondents said it did not make it quicker, or did not know. 

When asking PLHIV using community collection points 
“does the community collection point make it quicker to 
collect your ARVs than waiting at the facility?” — 96% 
thought it made it quicker, and only 24 respondents 
said it did not make it quicker, or did not know.

Most PLHIV who were surveyed (73% — n=4534) said 
that they would like to collect ARVs closer to their home 
if it were possible. In this regard, we should be working 
towards decanting more PLHIV out of the facility and into 
community-based collection points closer to home. 

Very satisfied

Neutral

Unsatisfied

Very Unsatisfied

Satisfied

PLHIV responses in quarter 1: “On a scale of 1 to 5, how 
satisfied are you with the facility pick up point you use? 
If 1 is VERY UNSATISFIED and 5 is VERY SATISFIED”. 
Total responses: 1205

Very satisfied

Neutral

Unsatisfied

Very Unsatisfied

Satisfied

PLHIV responses in quarter 1: “On a scale of 1 to 5, how 
satisfied are you with the community collection point you 
use? If 1 is VERY UNSATISFIED and 5 is VERY SATISFIED.”  
Total responses: 593

PEOPLE’S COP21 – COMMUNITY PRIORITIES – SOUTH AFRICA18



Not all facilities report having adherence clubs: 108 reported 
offering adherence clubs in the facility and 74 in the 
community. The graphs below break this down per province.

Furthermore, Ritshidze data gathered talking to adherence 
club members in the province, points to some challenges and 
some positives. Adherence clubs should make ART collection 
easier and quicker and 91% of adherence club members say 
they do make it quicker than waiting at the clinic. In addition 
to making it quicker, people living with HIV who join an 
adherence club should be able to join discussions about 
issues of treatment adherence. It is an opportunity to get the 
much-needed treatment literacy information and support 
to remain adherent to their treatment. Overall, PLHIV using 
clubs have a reasonably high satisfaction level. However 
27% of adherence club members said that they did not get 
information about the importance of adherence, did not know, 
or only got information at the first meeting. Further, 25% of 
adherence club members say they do not get peer support 
from adherence clubs (19%), or do not know (7%). In order 
to better provide quality information in adherence clubs and 
adequate peer support, ideally clubs would be run by PLHIV. 

Further, during COVID-19 we have seen worrying reports 
of some “adherence club facilitators” being reassigned as 
“decanting officers” — pointing to a movement away from 
clubs altogether in favour of pick up points. 30% of PLHIV 
reported that club meetings lasted less than 30 minutes 
— which also points to clubs being a pick up point rather than 
a space for discussion and peer support. We maintain that 

functional adherence clubs play an important role in providing 
adequate treatment literacy information to ensure PLHIV stay 
on treatment and should not be removed in light of COVID-19. 

Only 30.6% of PLHIV who are not adherence club members 
told us that they had ever heard of an adherence club. PLHIV 
need to be made aware of repeat prescription collection 
strategies including adherence clubs to ensure stable PLHIV 
are able to be voluntarily decanted out of the facility. 

Very satisfied

Neutral

Unsatisfied

Very Unsatisfied

Satisfied

PLHIV responses in quarter 1: On a scale of 1 to 5, 
how satisfied are you with the adherence club? If 1 
is VERY UNSATISFIED and 5 is VERY SATISFIED.  
Total responses: 547
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COP21 Target: Scale implementation of 
repeat prescription strategies to reach 60% 
of all PLHIV and ensure 25% are accessing 
treatment from a community-model 
and 20% from an Adherence Club.

COP21 Target: All repeat prescription collection 
strategies are functional so that they make 
ARV refill collection quicker for PLHIV. Where 
PLHIV are unsatisfied with their RPCS model, 
either the model should be improved in quality 
(if failing) or PLHIV should be transferred 
to a model that better suits their needs. 

COP21 Target: Where clubs do not meet quality/
functional standards outlined by People’s COP21, 

urgently improve quality, for the remainder of COP20 
and into COP21. 

COP21 Target: Carry out an audit into the 
functionality of adherence clubs together with the 
PLHIV sector in COP20. 

COP21 Target: All “Decanting Officer” 
positions are returned to “Adherence 
Club Facilitator” positions in COP20.

COP21 Target: Scale up facility and community 
based adherence clubs so that there are 
clubs available at 100% of PEPFAR supported 
facilities and that 20% of eligible PLHIV are 
voluntarily decanted into this model.

A FUNCTIONAL ADHERENCE CLUB 

 + Adherence clubs are run by an adherence club facilitator 
who understands treatment adherence information and 
who is trained to identify people with psycho-social and 
other mental health challenges who need referral for 
further support. Adherence club facilitators should 
preferably be living with HIV;

 + Community-based clubs can be run by community based 
organisations in conjunction with facilities, where a visiting 
clinician joins the club sessions to dispense medicines and 
provide a clinical check-up; 

 + The meetings take place either at the facility or in a venue 
in the community where participants discuss issues 
concerning them and their group members; 

 + Members are stable patients who should collect three to six 
months’ supply of ARVs; 

 + To qualify for the adherence club, patients must be stable 
(6-months on treatment, evidence of treatment success); 

 + One club consists of a maximum of 30 people living with 
HIV who meet every three to six months (depending on 

MMD supply) and are reminded of their appointment by 
SMS the day before; 

 + Annually, members will go to the clinic for a quality clinical 
check up (including viral load test);

 + TB symptom screening will occur at each session and TPT 
collection will be available through clubs; 

 + Diabetes and hypertension screening and treatment is 
incorporated within clubs;

 + In contrast to clinic visits which can take hours or even a full 
day, adherence club members must be in and out of their 
club visit in between one and two hours. 

 + Clubs are not simply a collection point, they must include 
discussion on issues of treatment literacy and adherence 
information which members need to follow; 

 + Some clubs should be specific to target populations based 
on gender, age or if part of a key population; such as male 
clubs, youth clubs, KP clubs etc. 

 + All club members should understand the function of the 
club and why they have been decanted to the model.
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4. Psycho-social support + better attitudes from health workers

4.1. Staff attitudes

It is often reported to us that people who miss appointments 
and/or stop taking their treatment can be treated badly 
by health workers when they return into care. This fear of 
being reprimanded discourages people from going back 
to the clinic to seek help and restart their treatment. 

Staff attitude remains a major barrier in quarter 1 monitoring 
— reports of staff reactions to patients who missed a 
facility visit for ARV collection were often unwelcoming, 
unempathetic, or at worst objective human rights violations. 

Across clinics, out of 7162 patient responses, 
only 54.6% of patients thought that the staff 
were always friendly and professional. 

One PLHIV told us that the treatment she says she’s been 
receiving makes every visit to the clinic a nightmare. The 
name calling is insulting and an irritation, and affects her 
care and “makes me so cross and makes me want to cry”. 

She says she’s routinely spoken to rudely by the admin staff 
in particular. She feels singled out when staff tell her to 
produce an appointment card even though she has never 
been issued one and she says she’s not familiar with the 
clinic’s system having only moved to Orange Farm recently. 

“They will tell me that because of that card they can’t 
help me and then they just let me sit. Sometimes I sit till 
late in the afternoon even though I come there early. 

“They don’t care that I am hungry and I don’t have a 
lunchbox or money to buy food. They just cheek you 
and say things like ‘don’t waste my time’ or ‘we have a 
half day today so don’t come with your problems’.”

676 PLHIV said that staff were welcoming when they came to 
collect ARVs even if they had previously missed a visit. However, 
545 said that if you miss an appointment to collect ARVs you 
are sent to the back of the queue next time you come in. 

Another 518 PLHIV reported that when you return to the 
clinic you are reprimanded for missing a visit. This compares 
to only 410 of PLHIV who report that staff will provide 
counseling on adherence if you return to the clinic. 

COP21 Target: All staff at PEPFAR supported sites 
are trained to provide a friendly and welcoming 
environment for all patients whether accessing 
HIV prevention, accessing ART, or, most especially, 
returning to care after a treatment interruption. 

COP21 Target: Working with NDoH, PEPFAR 
SA ensures that no PLHIV is sent to the back 
of the queue if they miss an appointment. 

COP21 Target: More than 90% of enrolled 
patients return for follow up visit to clinic 
and are appropriately linked to care.

PLHIV responses in quarter 1 on what happens when you miss a clinic visit 

When a patient misses a visit, what happens the next time the patient comes to collect ARVs?
Total responses: 4963

Don’t know 1948

Staff are welcoming back 678

Staff reprimand you 518

Staff counsel you on adherence 410

Staff ask why you missed appointment 839

Staff send you to back of queue 545

Other 25
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Staff attitude per district in quarter 1 

Worst performing sites in quarter 1: “Are the staff friendly and professional?” 

PLHIV responses to what happens when you miss a clinic visit per province in quarter 1
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4.2. Confidentiality 

Another factor contributing to unwelcoming services is 
that there have been a number of reports of clinics not 
keeping people’s HIV status confidential. Ritshidze data 
shows that most commonly, there were 62 reports of PLHIV 
being separated from other chronic patients in the waiting 
rooms, 42 reports of more than one person being consulted 
or counselled in the same room or with the door open, 
and 21 reports of staff disclosing people’s HIV status. 

 + One person told us that despite there being extra rooms in 
the clinic, four staff members cram into one room and see one 
patient at a time in the room. “Sometimes you want to discuss 
something with the nurse but now you have to say it in front 
of everybody so you keep quiet instead. I don’t know why they 
don’t work in the other rooms and then they can also see more 
patients at a time.”

 + Another person told us that “There is always a high volume of 
people when I go there on Thursdays. And people are waiting 
outside and it’s dusty or cold. There are not enough chairs 
for everyone. They don’t have your file ready and it’s the 
security guard who takes our appointment cards and goes 
to find the files. And he is harsh, he screams at us and there’s 
no confidentiality – everyone knows you are there because 
you are HIV positive because he is shouting at us to stand in 
different queues.”

COP21 Target: PEPFAR SA ensures that all supported 
sites are trained to ensure that people’s HIV status are 
not disclosed at any time, and this is proven through 
a drastic improvement in confidentiality results seen 
through Ritshidze qualitative and quantitative data. 

COP21 Target: PEPFAR SA ensures at all supported 
sites that when PLHIV are being attended to by a 
healthcare worker, they do so in a private room.

4.3. Psychosocial support

Psychosocial support is a critical element to ensure long term 
retention and viral suppression and to prevent treatment 
interruptions. As we know, there continues to be a high number 
of people disengaging from care and there have been a number 
of losses in the past few years of people becoming treatment 
fatigued, stopping ARVs, and passing away. Ritshidze data 
shows that more than a quarter of PLHIV do not have access 
to psychosocial support, or do not know if it is available.

A challenge to meeting ART retention targets is developing, 
testing, and implementing programme designs to target 
mobile populations and retain them in lifelong care whilst 
maintaining an individual’s mental wellbeing. This should 
be guided by risk factors for disengagement and improving 
interlinkage of routine information systems to better 
support patient care across complex care platforms.

Patient privacy concerns in quarter 1 per province

PLHIV responses on accessibility of psychosocial support in quarter 1

Is psycho-social counseling available for PLHIV? 
Total responses: 6229

Yes

Don’t 
know

No
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Life long treatment is a lifetime commitment and “pill 
fatigue” is to be expected. When PLHIV disengage from 
treatment for any reason clinicians need to be sensitised 
and attempt to expect and normalise treatment 
interruption, this way the narrative between PLHIV and 
clinician will be less punitive and more supportive.

Socio-structural factors such as programme characteristics, 
transportation, poverty, work/child care responsibilities, 
and social relations are also major determinants of retention 
in care, and therefore interventions to improve continuity 
of treatment should focus on implementation strategies 
that view the patient holistically including psychosocial 
support and put them at the centre of every intervention.

In order to ensure that PLHIV are re-engaged in care, MSF 
established “Welcome Services” at Michael Mpongwana Clinic 
in Khayelitsha, Western Cape. It has since expanded to three 
additional sites, and plans to expand further in 2021. One 
component of this approach, operated by the provincial health 
department, is a psychosocial package of support that includes: 

 + Training in helping change staff attitudes to patients upon 
return after interruption; 

 + Provision of individualised counseling to patients;

 + Peer-led patient navigators acting as a bridge between 
clinicians and patients;

 + Mapped networks of referral services; and 

 + Optional support groups.

The NDoH Welcome Back Campaign (WBC) is a positive step 
towards filling gaps in care for patients that are struggling 
with engagement in the current system. The focus on tracing 
and monitoring of these tracing systems is welcomed. 
The emphasis on enhanced adherence counselling (EAC) 
and patient education is important, however there is no 
counselling content in the national adherence guidelines 
that supports staff to give tailored sessions to those that are 
returning to care or who have advanced HIV. MSF has content 
on these topics and would be willing to share it (MSF has 
already trained the Western Cape PDC trainers in its use).

The WBC is also supportive of the use of motivational 
interviewing and a ‘Welcome Approach’, but does not give 
further tools or instruction on how to implement this. We 
feel strongly that healthcare cannot merely adopt ‘customer 
service’ techniques and apply them to the healthcare worker-
patient relationship, as the power dynamics and objectives 
of the clinic visit are very different from sales. Thus MSF 

have developed a three-session package to support staff’s 
welcoming attitudes and build resilience to help them be 
more supportive of difficult patients. Again, MSF is willing to 
share the three ‘Healthcare Worker Engagement’ sessions. 

As part of this we feel the language used regarding patients who 
are struggling with ART needs to change, including replacing 
the word ‘default’ with ‘disengage’, including in all guidance on 
the topic, in order to reduce the stigma associated with these 
‘bad patients’ who are labelled as such for life after any episode 
of poor adherence. This shift in language is reiterated in this 
year’s PEPFAR Global Guidance that states: “COP21 guidance shifts 
language with “continuity of treatment” replacing “retention”, and 
“interruption in treatment” replacing “loss to follow up” (LTFU).”

The WBC should incorporate a more cyclical view of 
engagement (account for the ‘churning’ seen when looking 
at large datasets) rather than the traditional, linear 90-
90-90 perspective, and should include all patients who 
struggle with ART (those who have a high viral load due to 
non-adherence, those who intermittently engage with the 
system and those who have completely disengaged and 
are returning to restart ART) into one differentiated model 
for struggling patients. Advanced HIV (AIDS) is an ongoing 
challenge especially in those patients disengaging from care.  

COP21 Target: PEPFAR SA and GoSA meet with 
MSF and PLHIV Sector representatives in order 
to discuss in detail the MSF Welcome Services 
and approach in Western Cape and other 
psycho-social support needs, for roll out in more 
provinces and all PEPFAR supported sites.

COP21 Target: A package of psychosocial support 
should be available at 100% of PEPFAR supported 
sites that includes provision of individualised 
counseling to patients; peer-led patient navigators 
acting as a bridge between clinicians and 
patients; mapped networks of referral services; 
optional support groups, and food parcels.

COP21 Target: All PLHIV are able to access 
psychosocial support at any time whether newly 
initiated or to support long term retention—and any 
PLHIV who misses an appointment or is returning 
into care should be offered psychosocial support.

PLHIV responses on what psychosocial support is available in quarter 1
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4.4. PLHIV led support groups

As requested in previous People’s COPs — support groups 
linked to each public health facility are critical to provide 
counselling and support services to people prior to testing, 
post testing, pre-treatment, and those struggling on treatment 
or re-engaging in care after a treatment interruption. 

In the SDS, PEPFAR commits to “continue to scale up peer-led 
support groups in PEPFAR supported sites and ensure that newly 
diagnosed PLHIV, PLHIV returning to care, or PLHIV struggling 
with adherence are provided with the option to be linked to these 
support groups. This will be especially important in retention 
districts where the PEPFAR staff footprint will be reduced and 

support will be provided through a mix of technical assistance, 
mentorship and direct service delivery” (pg. 15). There should 
be a minimum of one PLHIV-led support group linked to each 
PEPFAR supported facility that people newly initiated on 
treatment, people re-engaging in care, and people struggling 
on treatment can be linked to, lead by PLHIV. However to 
date, The PLHIV Sector has not been engaged on this. 

COP21 Target: Maintain commitments in COP20 
to ensure there are support groups linked to 100% 
of PEPFAR supported sites led by PLHIV and that 
newly diagnosed PLHIV, PLHIV returning to care, or 
PLHIV struggling with adherence are provided with 
the option to be linked to these support groups.
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5. Tracing + re-engaging PLHIV in care

A second challenge identified is that people who miss appointments are not contacted. Whilst the 
majority of PLHIV (39.8% — n=1753) we talked to said that they had never missed a facility visit to collect 
their ARVs (so they did not know what would happen if they did) — we see that 282 PLHIV report not 
being contacted at all. 

In terms of contacting PLHIV (through phone calls or a CHW 
going to their house), Facility Managers report lack of equipment 
for linkage officers or lack of transportation for CHWs as major 
challenges to finding people who have missed appointments 
or have a treatment interruption, together with the ongoing 
challenge of people giving wrong numbers and addresses. 

What are the major challenges for linkage officers 
to finding people who are lost to follow up?

%

Patients give wrong phone numbers or addresses 95%

Not enough linkage officers 26%

Not enough phones 30%

What are the major challenges to 
bringing patients back into care? 

%

Patients give wrong phone numbers or addresses 93%

No transport 45%

Not enough phones 26%

Safety issues 26%

Not enough CHWs 12%

The revised National Adherence Guidelines Standard Operating 
Procedures (SOPs) include an SOP on tracing outlining a 
prioritisation order for tracing and recall, including ensuring 
that patients on the CCMDD system are also traced.

It is also critical that PLHIV who interrupt treatment are supported 
to re-engage in care. Further, it is essential to support this re-
engagement by reducing or removing health system barriers 
to being retained in care. The revised National Adherence 
Guidelines SOPs include a new SOP, “SOP 9 Re-engagement 
in care”. The guiding principles of this SOP describe how staff 
should be friendly and welcoming and acknowledge the 
challenge for life-long adherence. Further, it notes that time 

constraints represent a challenge to many patients and that 
efforts should be made to support patients with suppressed viral 
loads to receive extended refills and or enrollment in a repeat 
prescription strategy. This SOP is accompanied by Annexure VI: 
Re-engagement algorithm outlining how to ensure clients that 
re-engage are supported to, as quickly as possible, be offered 
and enrolled or re-enrolled in the repeat prescription collections 
strategies available at the facility. Implementing this SOP is vital 
to supporting improved adherence and re-engagement and 
providing appropriate clinical and psychosocial support to PLHIV. 

COP21 Targets: PEPFAR SA ensures that all protocols 
are routinely followed when someone misses an 
appointment including SMS, phone calls, home 
visit, at 100% PEPFAR supported sites—shown to be 
effective through improvements in Ritshidze data. 

COP21 Target: PEPFAR SA ensures that PEPFAR 
supported CHWs have access to reliable transport to 
effectively trace PLHIV who have disengaged from care. 

COP21 Target: PEPFAR SA ensures that all linkage 
officers have access to phones/airtime/data to be able 
to effectively call PLHIV who miss appointments. 

COP21 Target: PEPFAR SA ensures there are 
an adequate number of Linkage Officers 
at all supported sites in order to effectively 
call PLHIV who miss appointments. 

COP21 Target: PEPFAR SA ensures that all of the 
revised Standard Operating Procedures (March 
2020 revision) are implemented, including SOP 8 on 
tracing and recall SOP 9 to support re-engagement.

Clinics with 4 or more PLHIV reports of not being contacted if you miss an appointment in quarter 1
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6. Index testing

Almost every facility monitored through Ritshidze reports engaging in index testing. Whilst index testing 
has the ability to help identify individuals who may have been exposed to HIV earlier, thereby protecting 
their health and interrupting onward transmission of HIV, if implemented in ways that cause harm to 
individuals, undermine their rights to consent, privacy, safety and confidentiality, it erodes communities’ 
trust of healthcare providers. This is extremely important in the context of South Africa where, prior 
to COVID-19, the country faced a well-documented epidemic of gender-based violence (GBV). 

The most recent South African Demographic and Health 
Survey (DHS) reports that more than a quarter (26%) of ever-
partnered South African women have experienced some 
type of physical, sexual, or emotional violence by a partner. 
Evidence shows that HIV diagnosis is an increased risk 
factor for violence and improperly conducted or pressured 
participation in index testing exacerbates these risks. Given 
this, activists have been raising multiple concerns about the 
index testing programme since the last COP meetings. 

First, South Africa is showing extremely high acceptance 
rates—93% in Q3 POART data. There are no studies that have 
been conducted that document acceptance rates anywhere 
near this high. Refusal rates of 25% to 35% of those offered are 
to be expected. That “acceptance rates” are going up is definitely 
concerning. Data from Ritshidze monitoring in quarter 1 show 
that amongst 6,203 PLHIV, 62.2% said that a healthcare worker 
had ever asked them for the names and contact information 
of their sexual partners so that they may be able to test them 
for HIV respectively. Of the 3,845 who were asked to disclose 
their contacts, 27.4% reported that they did not think they 
were allowed to “say no” or refuse to give the names of their 
sexual partners—this is particularly bad in Mpumalanga, 
Eastern Cape, and North West where 37% of index testing 
participants were not informed they could say no. Even the best 
performing province (KZN) 21% of index testing participants 
were not informed that they could refuse participation.

The high acceptance rates have been attributed by PEPFAR to 
a different strategy of implementation in South Africa to other 
countries—namely that partners identified through index 
testing are ‘invited for an HIV test and other health screenings 
as part of the Phila Campaign by the department’. This strategy 
is not unique to South Africa. Additionally, the details of the 
Phila Campaign are unclear as are details of how it is being 
implemented by the department or PEPFAR’s implementing 
partners. Who besides the contacts of index testing clients are 
being pro-actively contacted in the same manner through the 

Phila Campaign? If only index clients are pro-actively solicited, 
couching index testing within a generalised campaign but for 
which there is highly differential outreach as part of index testing 
does not ensure that such outreach is safe and anonymous.

Secondly, we are concerned that screening protocols are not 
always being followed. The SDS states that “Screening and 
monitoring incidence of intimate partner violence (IPV) is a high 
priority for this testing modality…. Additionally, with the help of 
adverse event monitoring tools, the fidelity of index testing will 
be scrutinized at every facility performing this work. Monthly 
analyses comparing site level acceptance rates and partner 
elicited acceptance rates against the average will be conducted 
to pick cases where coercion may be happening” (pg 28). 

However, data from Ritshidze shows that only 83.6% of Facility 
Managers say that they always screen clients for intimate partner 
violence (IPV) as part of their index testing protocol. Further, 
half of the Facility Managers (49.7%) who do screen for IPV 
still contact all the partners of clients regardless of reported 
violence. This is a major concern and violation of people’s 
safety and privacy. Only 33% said that they either don’t trace 
any contacts or don’t trace the contacts for which there was 
reported violence for HIV testing. What is the point of the IPV 
screen if contacts are just notified of their exposure anyway? 

The December 2020 SOP on index testing outlines the screening 
process, however where violence is found, the advice is to 
“consider alternative approaches for partner testing if the client is in 
danger”. What are the alternatives that are considered and being 
used by implementing partners and the department? How will 
the partner be found outside of the index testing modality?

The concerns regarding contacting partners who have 
screened positive for IPV must also extend to other 
partners that the contact may have. Even if the index 
client’s individual belief is that they are no longer in 
danger from the contact, that contact may have other 
partners who index testing may put at risk if contacted.
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Thirdly, screening for IPV without adequate IPV services to 
respond to a client’s ‘positive’ screen is dangerous and unethical. 
Ritshidze found that the majority of Facility Managers (49.1%) said 
that if a client screened positive for violence that they offered then 
IPV services on site, and (41.6%) said they are referred for services. 
However, 5.5% (n=20 facilities) said that they do not offer anything. 

The COVID-19 pandemic has further impacted referrals. An amfAR 
study7 found that despite commitments by government to 
maintain GBV services during lockdown, a quarter of Thuthuzela 
Care Centers – government-run, one-stop sexual assault resource 
centers – and 40% of violence shelters were unreachable during 
a week of twice-daily calling. Additionally, only 25 shelters 
nationwide stated they were able to take in new clients, and not 
all individuals seeking services would likely meet the criteria 
for admission. These troubling barriers to accessibility are likely 
indicative of COVID-19 lockdown challenges as well as existing 
pre-COVID-19 deficiencies in South African GBV service capacity. 
Index testing programs rely on the full functionality of GBV services 
for referrals and support. Where GBV services have closed, or have 
decreased ability to serve new clients under COVID-19 restrictions, 
index testing programs must be adapted. Adaptations may include 
expanding the geographical scope of the GBV referral network 
and resourcing clients to reach these farther services. In other 
cases, the temporary halting of index testing programs may be 
required if internationally agreed upon standards for violence 
screening and referrals cannot be met. Further government 
action and resources must be directed to ensure reliable access 
to GBV services for the duration of COVID-19 and beyond. All sites 
conducting index testing must be assessed for the capacity and 
accessibility of the GBV services available at that site or by referral.

Finally, IPV is not the only potential adverse event that can 
come from index testing or is associated with recent HIV 
diagnoses. Other harms including loss of financial support, 
being kicked out of the home, dissolution of a relationship, 
and public disclosure of the client’s HIV status by the partner 
could also occur even in circumstances where precautions were 
taken. Adverse-event monitoring systems must be established 
to detect these harms and respond to them as well.

COP21 Target: No index testing targets enforced 
in COP21 or the remainder of COP20. Index testing 
targets as a percent of all new HIV positive diagnoses 
not communicated to implementing partners.

COP21 Target: Before contacting the sexual 
partners of PLHIV, all healthcare providers ask if 
the individual’s partners have ever been violent 

7.  https://www.amfar.org/uploadedFiles/_amfarorg/Articles/In_The_Lab/2020/IB-GBV-Rapid-Assessment-082520.pdf 

and record the answer to this question. No contacts 
who have ever been violent or are at risk of being 
violent should ever be contacted in order to 
protect the individual and other sexual partners 
the contact may have that are unknown.

COP21 Target: After contacting the contacts, 
healthcare providers must follow-up with the 
individual after a reasonable period (1-2 months) 
to assess whether there were any adverse events 
- including but not limited to violence, disclosure 
of HIV status, dissolution of the relationship, loss 
of housing, or loss of financial support - and refer 
them to the IPV centre or other support services if 
the answer is yes. Data on such occurrences must 
be shared by the IPs with PEPFAR and CSOs. 

COP21 Target: Prior to (re-)implementing index 
testing in any facility, there are adequate IPV services 
available for PLHIV at the facility or by referral and 
all PLHIV who are screened should be offered this 
information. Referrals must be actively tracked to 
ensure individuals access them and referral sites have 
adequate capacity to provide services to the individual. 

COP21 Target: All implementing partners (IPs) 
and health care workers understand that index 
testing is always voluntary, for both sexual 
contacts and children, where individuals are 
not required to give the names of their sexual 
partners or children if they don’t want to, and 
this is explained to all PLHIV. No index testing will 
occur without the informed consent of a PLHIV.

COP21 Target: All adverse events are monitored 
through a pro-active adverse event monitoring 
system capable of identifying and providing 
services to individuals harmed by index 
testing. Comment boxes and other passive 
systems are necessary but inadequate.

COP21 Target: Index testing will not continue 
at the facility for any population where 
an IP cannot meet these demands.
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7. Key populations (KPs)

7.1. KP targets

Whilst in FY 2020 PEPFAR reached 95.5% of its target in COP19 
(KP_PREV 159,797), the initial KP_PREV target of 167,246 was low. 
The SDS20 states that “All key population programs are aligned 
with strong country strategic plans and informed by population-
size estimations and bio-behavioral data” (pg 35) — however, 
targets remain low for KP programming. For FY21, targets were 
increased, but not far enough. Low targets can lead directly 
to underfunding and underprioritising interventions and 
programmes for HIV prevention and treatment that specifically 
target the additional vulnerabilities that key populations face.

Looking at size estimates and KP_PREV targets across other 
African PEPFAR programmes show South Africa’s targets cover 
only about 33% of the estimated number of KPs in the country. 
This is amongst the lower coverage rates in PEPFAR programmes. 

This chart shows funding from both PEPFAR and the Global 
Fund for each key population. PEPFAR’s current FY2021 

resources for KP programming is shown on the right. 
From expenditure data, in FY20, only 2.4% of PEPFAR’s 
expenditures in South Africa went to KP programming. 
That is well below the overall average in PEPFAR of 4.1% 
and lower than many other countries in the region. 

It is critical that PEPFAR doubles its level of funding in COP21 
as well as integrates the lessons of KPIF implementation 
into how COP funding is allocated and programmed—
ensuring that KP-led organisations are adequately 
resourced to support work with their communities.

COP21 Target: KP_PREV targets double 
those of COP20 (415,850)

COP21 Target: PEPFAR maintains at least US$ 
28,400,489 supported in COP21 as well as integrating 
the lessons of KPIF implementation into how 
COP funding is allocated and programmed.
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7.2. Attitudes towards KPs

One major barrier to HIV prevention and treatment services for 
key populations is being discriminated against at the facility. 
The SDS highlights the provision of KP friendly mobile and drop 
in services, but does not mention sensitising staff at primary 
healthcare facilities to provide KP friendly services—the entry 
point for most KPs to access HIV, TB and other health services. 
Ritshidze interviews with key populations highlight the trauma 
that many key populations face when trying to access HIV, TB 
and other healthcare services—and it is very clear why some 
KPs do not access services or disengage from care altogether.

 + One person who uses drugs and who we spoke to told us 
that currently he has stopped taking his HIV treatment and 
he says he’ll have to find the will, patience and clarity to start 
again. He needs to be in a different frame of mind because 
he has to face being treated like an outcast when he arrives 
at the clinic. “I lost all hope because of the way they treat 
me there. The nurses call me dirty and they chase me away 
like I’m a nobody. They say because I smoke and inject these 
drugs I must just stand aside and go away because there are 
others who deserve treatment, not me. It’s because of my 
appearance and it made me sad when they say that; I feel 
discriminated against.” He told us that being judged for his 
dependency then having to face extra hurdles to access his 
ARVs is demoralising – it also makes him return to “nyoape”, 
even though he says he is ready to quit. It has become a 
vicious cycle. 

 + “The attitude is really bad, we don’t even have our vitals 
checked as they feel it is a waste of time for them. They don’t 
realise that we also need basic healthcare. In most cases 
people who use drugs are thrown out of the clinic as we are 
viewed as a nuisance and only up to cause trouble. It also 
depends on what you look like on the day, if you are dressed 
nicely they will attend to you but if you are looking rough, 
chances are you will get kicked out.”

 + One transgender woman recalled an experience at the clinic:  
“I was being called a man in a dress, they were really just 
making fun of me. The staff were asking other staff members 
and patients if they cannot tell that I was really a man in dress.” 
The pain and humiliation of this experience ensured she left the 
clinic before accessing any services. “They call us names and 
laugh at us and ask how they think they can really be women 
with all the hair, the deep voices and the muscles.” This woman 
completely changed clinics in the hope of better treatment. 

 + “When they find out I am a transgender, they get confused 
not knowing how to address me as male or female. They are 
not keen to help after knowing my gender and they want to 
always ask someone to come help instead. Also, they are quick 
to want to refer us to NGOs before even treating us. Attitude is 
really bad with some nurses, they use the word “chomi” which 
is hated by all trans people. It’s a patronising term used to call 
LGBTQIA people. They do treatment so fast to get rid of us.”

 + They are very rude to us, called derogatory names, treat us 
like we are not humans.” This man who has sex with other 
men explained how he sends family members to collect 
medicines for them, having stopped going to the clinic 
because of the discrimination by healthcare workers. 

 + “The attitude of staff can be ok sometimes, but can also 
really nasty to patients, in general and worse if you are 
transgender. The name calling is the worst for me at this 
clinic, everyone including the security people are calling us 
names.”

 + “You may find someone who is really happy to help you, 
but in most cases you are likely to meet rude staff.” She 
recounted an experience she had at the clinic being called 
names and asked if she really thought she was a woman, 
whilst at the same time her friend who is also a transgender 
woman failed to get any help at all at the clinic and had to 
move to another facility for treatment.

 + “They should stop gossiping about us when we visit the 
facility. In as much as the staff does not discriminate but 
gossiping is the most hurtful case. They don’t have respect 
for people and especially transgender people. Once we visit 
the facility we become a subject of the day, you are sent from 
pillar to post.”

 + One transgender woman explained that “we feel they don’t 
know what to do with you in terms of treating us. It’s like 
they want to first understand your sexuality, that’s what 
matters to them. They call each other and make such a hype 
about it to talk about you. It’s really embarrassing and 
irritating because one will be feeling unwell.”

 + ““They have a very bad attitude and they discriminate 
against us. Example is of my MSM friend when he was sick 
with STI on the anus, the matron was reluctant to help and 
only gave him salt and sent him away. She plainly refused to 
help him with proper treatment.”

“There are many young people like me who are on nyoape and 
can’t stop and many like me also have HIV. I want the nurses to 
stop treating us like we are below them just because of what we 
look like to them. We need their help, not their discrimination.”
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 + “They are rude, call us names, ask us too many questions 
like ‘do you enjoy sleeping around’. If you want to get good 
service then you should make sure you are not a sex worker. 
If you take more condoms you are shouted at asking why 
you need so many. If you come to the clinic telling them the 
condom burst, you also get into trouble, especially if you 
come, say twice a week with a burst condom issue. A visit to 
the clinic is a nightmare for us sex workers.”

 + “There is not enough respect towards sex workers. We are 
often called by bad names. Healthcare workers feel that 
sex work is a sinful profession and always have religious 
comments towards us.”

 + “As a sex worker, this clinic has no interest helping us at all, 
we are called Satanists and treated like we are the devils. 
I felt so humiliated, angry and fell into depression. I never 
went back to the clinic to finish off my treatment and this 
caused more depression.”

 + “They are very rude to us, called derogatory names, treat 
us like we are not humans.” Two sex workers explained to us 
that they do not go to the clinic anymore as they are made to 

feel terrible about themselves and their lifestyle. They send 
relatives to collect medicines for them. Some have stopped 
going to the local clinics and rather go to clinics further away 
from their communities, where they are not known because of 
the stigma.

COP21 Target: In collaboration with the KP 
sector, training modules are developed and 
healthcare workers trained (including clinical 
and non-clinical staff as well as security guards) 
at all PEPFAR supported sites to provide key 
population friendly services and a welcoming 
environment for all KPs at all times. 

COP21 Target: Reviewed peer programme to ensure 
that all PEPFAR sites have key population community 
member peer navigators at the facility to support key 
population service delivery and improve retention.
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7.3. KP specific services

Key populations are disproportionately affected by HIV and 
face many additional challenges in accessing HIV prevention, 
testing and treatment services than the general population. It is 
therefore critical that key populations can access specific services 
to meet their specific needs. Catering to the specific needs of 
each KP (including men who have sex with men, sex workers, 
people who use drugs, transgender people, and prisoners) 
can increase service acceptability, quality and coverage.

In the SDS, PEPFAR states that “remarkable success” has been 
shown in the KP programme, going on to state in a very brief 
section that “the core of the COP20 program focuses on peer-led 
outreach and mobilization, targeted strategic communication 

and demand creation, and key population-friendly mobile and 
drop in centers. These centers provide HIV testing and treatment; 
STI screening and treatment; TB screening and referral; PrEP; 
PEP; and other primary health services, including sexual and 
reproductive health. Additional targeted services, including 
hormone replacement therapy for transgender people and 
opioid substitution therapy for people who inject drugs, are 
also provided based on key population needs” (pg 35).

However, monitoring of Ritshidze sites revealed that a limited 
number of facilities responded affirmatively to providing 
services for key populations when asked generally — with the 
following number of facilities reporting to provide services 
for sex workers (134), men who have sex with men (143), 
transgender people (62), and people who use drugs (91). 

# of facilities reporting specific services for transgender people in quarter 1

# of facilities reporting specific services for sex workers in quarter 1

Specific services for sex workers
Total responses: 563

Sex worker friendly STI testing & treatment

No — we do not have services 
specific to sex workers

Sex workers outreach services

Sex worker friendly HIV testing & counselling 

Access to PrEP

Access to contraception

Access to lubricant

Information packages for sexual & reproductive 
health services

41

82

120

101

61

73

81

4

# of facilities reporting specific services for men who have sex with men in quarter 1

Services provided to MSM
Total responses: 476

Don't know

No — we do not have services specific 
to men who have sex with men

MSM friendly STI testing & treatment

Information packages for MSM sexual & 
reproductive health services

Access to lubricant

Access to PrEP

MSM friendly HIV testing & counseling

MSM outreach services 27

90

119

87

63

83

3

4

Specific services offered to transgender people
Total responses: 263

Transgender outreach services 20

Transgender friendly HIV testing & counseling 60

Access to PrEP 69
Information packages for transgender sexual & 

reproductive health services 38

Transgender friendly STI testing & treatment 55

Hormone therapy 6
No — we do not have services specific to 

transgender people 14

1Don't know
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However, when probed further into the specifics of what 
services are provided, it is apparent that very few facilities 
provide comprehensive key population services, and 0 
sites offer services for people who use drugs specifically. 

Ritshidze data collected through interviews and focus 
groups with key populations confirmed the unavailability 
and inaccessibility of certain services. For example, lubricant 
was repeatedly reported as unavailable amongst multiple 
focus group discussions: “condoms are there but no lubes 
offered at all”; “lubricants are unavailable completely”; 
“no lubes offered and we need lubricants”. Further many 
transgender people complained of having to travel very 
far to access hormone therapy, making in inaccessible for 
them: “There is no service of hormones at the clinic, we 
have to go to Johannesburg for anything and everything 
to do with hormones, including just information.”

Furthermore, how many KP friendly mobile clinics and 
drop in centres are actually being established by PEPFAR 
in COP20? We know the benefit this model can have on 
uptake of services by KPs, but only if they are widespread. 

One person interviewed told us “They are just 100% perfect; 
they treat me like a friend and they really care about me”. 

Another says he’s come to regard the staff as his friends. Through 
them he was able to get a proper check-up and blood tests. 
They also communicated with him comprehensively about 
the results, counselled him and started him on medication for 

HIV and TB. “They will even phone me now and again to check 
on me. And they are like ‘Chommie, are you okay? Are you 
eating and if you don’t have something to eat please tell us 
and we will make a plan’. They will call me the day before they 
come to drop my medicines to make sure I will be at home”

COP21 Target: All KP specific services outlined 
in the People’s COP are made available at 
100% of PEPFAR supported sites, either on 
site or through referral to nearby, accessible, 
and friendly specific service centres.

COP21 Target: Lubricant is made available 
at all PEPFAR supported sites, alongside 
male and female condoms. 

COP21 Target: Harm reduction services—including 
medically assisted treatment and other drug 
dependence treatment—are made available 
at health facilities and Drop in Centres. 

COP21 Target: Transgender people are able to 
access hormone therapy at sites closer to home.

COP21 Target: Mobile clinics and drop in 
centres for KPs are scaled up to all PEPFAR 
supported key populations districts.

PACKAGE OF KEY POPULATION SPECIFIC SERVICE PROVISION:

SEX WORKERS
 + Sex worker outreach services

 + Sex worker friendly HIV testing and counseling

 + HIV care and treatment 

 + Access to PrEP

 + Access to lubricant

 + Access to contraception

 + Information packages for sexual and reproductive health 

services

 + Sex worker friendly STI testing & treatment

 + Cervical cancer screening

MEN WHO HAVE SEX WITH MEN
 + MSM outreach services

 + HIV care and treatment 

 + MSM friendly HIV testing and counseling

 + Access to PrEP

 + Access to lubricant

 + Information packages for MSM sexual health services

 + MSM friendly STI testing & treatment

ALL KPS 
 + Peer educators/navigators at the facility level

 + Support groups to improve continuity in care

 TRANSGENDER PEOPLE
 + Transgender person outreach services

 + HIV care and treatment 

 + Transgender friendly HIV testing and counseling

 + Access to PrEP

 + Information packages for transgender sexual and 

reproductive health services

 + Transgender friendly STI testing & treatment

 + Hormone therapy

PEOPLE WHO USE DRUGS
 + PWUD outreach services

 + PWUD friendly HIV testing and counseling

 + HIV care and treatment 

 + Counseling and risk reduction information

 + Medication-assisted treatment and other drug- dependence 

treatment

 + Wound and abscess care

 + Unused needles, syringes, or other injecting equipment

 + Overdose management

 + Prevention and treatment of STI

 + Vaccination, diagnosis, and treatment of viral hepatitis 

(including HBV, HCV)

 + Prevention, diagnosis, and treatment of tuberculosis
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7.4. PrEP scale up

Oral tenofovir, alone or in combination with emtricitabine 
(PrEP), is the only prevention technology that does not require 
partner knowledge or co-operation. As such it is a critical 
prevention intervention requiring wide roll out to not only 
AGYW, but also KPs. In quarter 1, Ritshidze found that 90% 
of facilities are offering PrEP, but not to all populations. 

According to Q4 data, PEPFAR enrolled 63,673 people on 
PrEP, only 53.98% of the 117,957 annual target for COP19. 
The SDS states “As per the NDoH PrEP and Test and Treat Policy, 
priority groups for PrEP in COP20 remain individuals who tested 
negative in index testing but remain at increased risk of HIV 
acquisition by virtue of unprotected exposure to HIV, KP (including 
sex workers, men who have sex with men, transgender persons, 
and people who use drugs), AGYW, including breastfeeding 
women, in areas with high HIV incidence or with high risk 
partners, and other identified sero-discordant couples” (pg 
39). The target for COP20 (FY21) is 215,000 which is only for 

AGYW. However, many of the key populations we spoke to 
through Ritshidze would like to access PrEP however either 
did not know about PrEP, or were unable to access it. 

 + “We all know about PrEP but were never offered. The clinic 
says it’s expensive to give to sex workers”. (Sex worker’s 
response)

 + “I know about PrEP, but never been offered it at the clinic.” 
(Transgender person’s response)

 + “I am not on PrEP and would love to access them from the 
clinic, if possible.” (MSM response)

 + “I have never heard of PrEP but would be keen to have some 
from the clinic” (PWUD response)

COP21 Target: Increase PrEP_CURR target to 
330,000 for COP21 and ensure that PrEP is 
offered to all eligible individuals, particularly 
key populations, to ensure sufficient scale up.

8. HIV and TB Prevention + Treatment Literacy 

In an era of immediate treatment initiation, we need a far better approach to ensuring PLHIV starting 
care are well prepared for adherence from the start. By becoming as informed as possible, people are 
empowered to take control of their own health and sex lives. Treatment literacy improves linkage and 
retention rates as people understand the importance of starting and remaining on treatment effectively. 

However, in quarter 1 Ritshidze monitoring, we found gaps 
in knowledge amongst PLHIV about what an undetectable 
viral load test means. Only 73.6% of participants living with 

HIV reported that they know their viral load. Further only 
76% agreed with the statement; “having an undetectable 
viral load means the treatment is working well” and only 56% 

PLHIV responses on if a healthcare worker explained the result of the viral load test per province in quarter 1

Facility manager responses on who is offered PrEP in quarter 1

What patients are offered PrEP? Select all that apply
Total responses: 1107

Adolescent girls/young women 239

All women 165

Men who have sex with men 158

Sex workers 174

People who inject drugs 106

Anyone who is sexually active 235

Other 30
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agreed with the statement “having an undetectable viral 
load means a person is not infectious.” 92.7% of participants 
had gotten a VL test in the past year and of those, only 77% 
said that a healthcare provider had explained the results. 

The SDS made vague commitments that: “COP20 will fund an 
aggressive expansion of treatment literacy across all PEPFAR 
supported districts involving communities living with HIV and key 
populations. This will include dissemination to 100% of PEPFAR 
supported sites, trainings on materials, social mobilization and 
incorporation in health talks. It will also include a healthcare worker 
training component ensuring that community and facility-based 
health workers understand HIV and TB fully to offer up to date 
prevention and treatment literacy information — and offer HIV and 
TB education in facilities, adherence clubs and beyond” (pg. 38).

However, no PLHIV Sector or Key Populations Sector 
organisations have been approached to date to implement 
community-led treatment literacy interventions. Rather, PEPFAR 
is engaging implementing partners to implement this work. 

We know there is a U=U message drive planned for COP20, 
however we urge PEPFAR to engage the PLHIV Sector in 
this process. As PLHIV we know what messages work. For 
instance a new campaign poster highlighted in Q4 POART 
slides that simply says “U=U means undetectable equals to 
untransmittable” without any other information will not 
resonate with PLHIV. Whilst a short meeting took place with 
PEPFAR’s ad agency working on this and TAC’s treatment 
literacy team in March 2020, nothing more materialised. 

COP21 Target: People friendly treatment literacy 
materials, developed in consultation with PLHIV 
and KPs, are available and community based 
organisations deliver treatment literacy services 
through support groups, adherence clubs, health 
talks, and localised social mobilisation campaigns.

COP21 Target: PEPFAR will fund at least 5 community 
lead PLHIV organisations to carry out HIV and TB 
prevention and treatment literacy trainings with 
the general population and 5 key populations 
lead organisations (including MSM, sex workers, 
transgender people, and people who use drugs) 
to target those groups more specifically.

COP21 Target: Healthcare workers—including 
implementing partner staff and community 
healthcare workers— provide accurate and easily 
understandable information on treatment adherence 
and the importance of an undetectable viral 
load when talking to PLHIV, through counselling, 
and through health talks at clinics. This ensures 
that viral load test results are always properly 
explained to all PLHIV in a timely manner, as 
proven in improvements in Ritshidze data.

PLHIV responses on the questions “Do you agree 
with the following statement: Undetectable viral load 
means the treatment is working well” and “Do you 
agree with the following statement: Undetectable viral 
load means a person is not infectious” in quarter 1

Treatment Literacy: Do patients understand 
viral load and their health?
Total responses: 6229

Yes 4707

No 548

Don't know 974

Treatment Literacy: Do patients understand 
viral load and transmission?
Total responses: 6213

Yes 3504

No 1261

Don't know 1448
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9. Dolutegravir (DTG)

In last year’s People’s COP20 we raised concerns regarding clinical trial results pointing to 
significant weight gain associated with first line dolutegravir (DTG) and Tenofovir alafenamide 
(TAF) usage as witnessed in ADVANCE and NAMSAL. At the time, it seemed to indicate that 
DTG and TAF were a direct cause of weight gain amongst, predominantly, black women. 

Since then, increasing data has been released that now presents 
a different picture—although there is still considerable debate. 
Now, it seems that in fact, PLHIV who metabolised efavirenz 
more slowly developed a build up of the drug in their bodies, 
blunting weight gain. In addition, it seems that tenofovir 
disoproxil fumarate also blunts weight gain. As these PLHIV are 
moving to DTG now, the gain in weight would therefore be a 
return to their normal weight trajectory, a result of stopping EFV. 
Much more still needs to be understood about this evidence, 
however one thing is clear, some PLHIV are putting on significant 
weight leading to clinical obesity and the risk of numerous 
non-communicable diseases (NCDs) associated with obesity. 

COP21 Target: PEPFAR institutes tracking of 
weight gain amongst PLHIV, especially as 
more people transition or start on DTG. Where 

problematic weight gain is identified, clinicians 
refer PLHIV to a dietician in order to properly 
support the individual. Further the PLHIV is 
screened for other NCDs associated with obesity. 

COP21 Target: In conjunction with meaningful 
inputs from PLHIV, people friendly materials are 
developed to help people in diet and nutrition, 
and rolled out across PEPFAR supported clinics. 

COP21 Target: In conjunction with meaningful 
inputs from PLHIV, people friendly topics are 
developed regarding weight and nutrition to be 
rolled out in all PEPFAR supported adherence 
clubs and support groups across the country.

10. Stockouts

Stockouts and shortages of ARVs, TB medicines, contraceptives and other medicines 
cause disruption, confusion, and cost to people, and in extreme cases detrimentally affect 
adherence and lead to disengagement from care. Ritshidze monitoring reveals ongoing 
complaints regarding stockouts and shortages of medicines and medical tools at sites 
across the province. Across clinics, 12.8% (total responses=7132) of people left, or knew 
someone who left, a clinic without the medication that they needed in quarter 1. 

Patient reports of HIV medicine shortage or 
stockouts in last 3 months in quarter 1

Patient reports of contraceptive shortage or 
stockouts in last 3 months in quarter 1

HIV medication shortage(s)
Total responses: 299

First line FDC 122

DTG-based first line FDC 29

Nevirapine (NVP) 7

Other 12

Don't know 33

Dumiva (ABC/3TC) 19

Lamivudine (3TC) 14

Emtricitabine (FTC) 11

Abacavir (ABC) 7

Zidovudine (AZT) 5

3Lobinavir/Rironavir(LPV/r)

Dolutegravir (DTG) 35

2Atazanavir/Ritonavir (ATV/r)

HIV medication shortage(s)
Total responses: 299

Condoms (male/female) 23

Female/internal condoms 21

Birth contriol pill 72

Injection 244

Implant 41

IUD (interuterine device) 16

Other 4

Don't know 11
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Of the clinics that experienced a stockout or shortage as 
reported by the Facility Manager — 15% were forced to 
send people away empty handed. 38% of facility managers 
reported that they gave patients a shorter supply and 
61% reported that they provided an alternative.

Furthermore, in quarter 1 Ritshidze launched a fact-finding 
mission to the North West, after learning that there were 
large scale shortages of medicines and surgical supplies. 16 
out of the 16 facilities visited (clinics, CHCs and Hospitals) 
had shortages and stockouts. Most out of stock were 
Rifinah, TEE, TLD, Alluvia, Rifafour, HIV rapid test kits, TB 
LAM tests (monitoring & implementation), antipsychotics 

and contraceptives. Alarm was also raised about epileptic 
medication. The medical depot was repeatedly fingered as 
a central problem (for various reasons by multiple actors).

COP21 Target: PEPFAR ensures that supported 
districts are adequately stocked by supporting 
the supply chain at a facility level. 

COP21 Target: PEPFAR strengthens supply chain 
monitoring tools (such as the stock visibility 
system) to allow for public monitoring and problem 
identification in a transparent, expeditious manner.

Facility reports in quarter 1 of patients leaving the facility without the medicine they 
need due to a stockout or shortage in last 3 months per district 
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11. AIDS + comorbidities

8.  Carmona et al, Clinical Infectious Diseases, March 2018

11.1. AIDS

HIV-related mortality is high in South Africa at 74,000 for the 
year ending mid-2019—and advanced HIV disease (AHD), or 
AIDS, is a major challenge that needs addressing for people 
starting treatment late, or re-engaging after a treatment 
interruption. It is estimated that 1 in 3 PLHIV present to care 
with AHD in South Africa8. However, just starting people on 
ARVs is not going to eliminate opportunistic infections and 
AHD. Instead AHD care needs to be enhanced at primary 
healthcare facilities. PLHIV struggling with care are often very 
sick and management of those needs must be better integrated 
through point of care technology when needed and proper 
triage and immediate care plus referrals. Improved referral 
pathways between primary healthcare facilities and secondary 
and tertiary hospitals is critical to ensuring better outcomes. 

CD4 testing is essential for diagnosing (especially asymptomatic) 
AHD. The provision of point of care diagnostic tools to allow 
CD4 detection allows patients to be assigned to care depending 
on whether their CD4 count is above or below 200 cells/ul. This 
can lead to getting patients onto an effective HIV treatment 
regimen asap to improve viral load suppression including 
rapid restart or rapid switch to second line treatment. 

Whilst South Africa has adopted a number of medical 
interventions to address AHD such as CrAg screening as 
well as some urine-LAM testing and roll out of TPT, more 
can be done to diagnose and treat the people who present 
with AHD, half of whom are missed with clinical staging/
symptom screening alone as they enter care or re-engage. 
MSF has developed a medical package of care within their 
“Welcome Services” as discussed in previous sections and is 
willing to share more about this with the PEPFAR teams. 

COP21 Target: Point of care diagnostic tools at all 
PEPFAR supported sites allow CD4 detection, to allow 
patients to be assigned to care depending on whether 
their CD4 count is above or below 200 cells/ul.

COP21 Target: PEPFAR SA and GoSA meet with MSF and 
PLHIV Sector representatives in order to discuss in detail 
the MSF Welcome Services and approach in Western 
Cape and other medical support needs, for roll out in 
more provinces and all PEPFAR supported sites.

11.2. TB screening and testing

One key driver of excess morbidity and mortality amongst 
people living with HIV (PLHIV) is that symptoms of 
TB or other risk factors are often overlooked by clinics 
and healthcare workers, and that the opportunity for 
early TB diagnosis and treatment is missed. Monitoring 
by Ritshidze in quarter 1 revealed that 75% of Facility 
Managers reported no TB LAM testing being available. 

In contrast, but still with room for improvement, Facility 
Managers reported GeneXpert testing as being available 
in a majority of clinics, either onsite (32%) or offsite (53%), 
however it was reported as not available in 14% of sites. 

In COP20, PEPFAR South Africa committed to “including 
TB-LAM and GeneXpert testing for TB at primary facilities 
and outpatient settings” (pg. 17) as part of the package for 
Advanced Clinical Care, “ensuring implementation of universal 
TB screening at all PEPFAR-supported facilities” (pg. 17-18), 
and allocating PEPFAR funding for “advanced clinical care to 
support the roll-out of TB-LAM (accessible as a POC test at primary 
facilities in both inpatient and outpatient settings)” (pg. 18). 

As evidenced by the Ritshidze monitoring findings, PEPFAR 
South Africa fell short of this commitment with just 77 
of 368 facilities surveyed reporting any access to TB LAM 
testing and 53 of 374 facilities surveyed reporting no access 
to GeneXpert testing at all. In COP21, South Africa should 
recommit to providing urine-LAM and rapid molecular 
testing for TB as part of the package for Advanced Clinical 
Care, and further expand its efforts to reduce preventable 
morbidity and mortality amongst PLHIV and their close 
contacts by implementing TB screening at every clinical 
encounter followed by urine-LAM and rapid molecular testing 
administered according to WHO guidelines and algorithms.

To improve rates of TB detection amongst PLHIV in the 
PEPFAR programme in South Africa in COP21, clinics, 
hospitals, and other PEPFAR sites should universally 
screen PLHIV, including children living with HIV (CLHIV), 
at every clinical encounter for TB symptoms and other 
risk factors, using the WHO four-symptom screen or other 
WHO-recommended screening tools including chest 
X-ray, C-reactive protein (CRP), or rapid molecular tests 
(Xpert MTB/RIF Ultra or Truenat MTB Plus and MTB-RIF Dx). 
PEPFAR Guidance states that “All PLHIV must be screened at 
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every clinical encounter for TB symptoms and using available 
technologies consistent with international guidelines” (pg. 354). 

PEPFAR Guidance also states that “For individuals who screen 
positive for TB symptoms, a WHO- recommended rapid molecular 
diagnostic test (e.g., Xpert MTB/RIF Ultra, Truenat MTB Plus and 
Truenat MTB-Rif) should be used in conjunction with LF-LAM, if 
appropriate,” and that “LF-LAM should be performed in parallel to 
molecular diagnostic tests” (pg. 348-349). Clinics, hospitals, and 
other PEPFAR sites should ensure that both urine-LAM and rapid 
molecular testing is available on-site and implemented upon first 
presentation to care for all PLHIV, including CLHIV, with TB signs 
and symptoms, who are seriously ill, or who have low CD4 counts 
<200 cells/mm3, in both inpatient and outpatient settings. 
In line with WHO guidance, TB treatment should be initiated 
immediately following positive urine-LAM results, while awaiting 
confirmatory results from rapid molecular testing. Whenever 
an individual is believed to be at risk of or is diagnosed with 
TB, PEPFAR South Africa should ensure contact tracing is 
conducted amongst their household and other close contacts. 

In COP21, PEPFAR South Africa should support training 
for healthcare workers on TB symptom screening and the 
use of other WHO-recommended screening tools; and on 
sample collection and preparation for urine-LAM and rapid 
molecular testing with Xpert MTB/RIF Ultra or Truenat MTB 
Plus and MTB-RIF Dx, including stool sample processing 
for CLHIV. PEPFAR Guidance states that “Where appropriate, 
programs should ensure WHO-recommended rapid molecular 
TB diagnostic testing for children is done using both sputum 
and non-sputum specimen types (including stool) according to 
the WHO policy guidance for each test type” (pg. 359). Where 
TB tests are inconclusive but risk factors and likelihood of 
TB are high, especially amongst children, PEPFAR South 
Africa should support clinical/empirical TB diagnosis and 
treatment initiation. Additionally, PEPFAR South Africa should 
commit to positioning rapid molecular testing platforms 
(GeneXpert, Trueprep/Truelab) as close as possible to the point 
of care at peripheral health centers in order to ensure rapid 
turnaround times to results and rapid linkage to appropriate 
TB treatment within five days of first presentation to care.

To ensure that TB screening and both urine-LAM and rapid 
molecular testing are being implemented in all settings where 
PLHIV present to care in COP21, PEPFAR South Africa should 
set ambitious targets for TB screening and testing amongst 
PLHIV. PEPFAR Guidance states that “Procurement quantities 
of LF-LAM should exceed the number of PLHIV, including CLHIV, 
who present to care with signs and symptoms of TB or advanced 
HIV disease in inpatient and outpatient settings, and sufficient 
budget should be allocated accordingly” (p361). The PEPFAR 
planning letter reiterates this, stating that “Countries should 
budget adequately for commodities including urinary LAM” (pg. 
20).  PEPFAR South Africa should allocate sufficient budget to 
support the procurement of commodities required for urine-
LAM testing (e.g., TB LAM urine assays, urine cups, pipettes, 
pipette tips, timers) and rapid molecular testing (e.g., test 
cartridges/chips, sample cups, sample processing kits including 
stool processing kits for children, pipettes, and pipette tips), 
in quantities that each exceed 200,000, the number of PLHIV, 

9.  Call to Action: Civil Society Organisations support Community Health Worker Consultation on the WBPHCOT Policy 
Implementation Plan. Available at: https://drive.google.com/file/d/1PnZJqKku16YCV6g1XKRhWSNyVamXpwQS/view 
10.  Carmona et al, Clinical Infectious Diseases, March 2018

including CLHIV, estimated to present to care at PEPFAR-
supported sites with advanced HIV disease in COP21. If a more 
sensitive urine-LAM assay becomes available and receives 
WHO endorsement during COP21, PEPFAR South Africa should 
support its use. PEPFAR Guidance states that “In the meantime, 
programs should scale-up and implement the currently available 
LF-LAM test” (pg. 361), Abbott’s Determine TB LAM Ag test. 

According to the Department of Health prevalence survey, 
TB testing dramatically decreased during COVID-19. Further, 
research by TB Proof shows that the majority of CHWs are 
not trained about the overlapping symptoms of COVID-19 
and TB. CHWs reported that when a patient was coughing, 
62% referred for COVID-19 and TB testing, 29% referred only 
for COVID-19 testing and 10% referred only for TB testing9. 
Integrated TB and COVID-19 screening should be taking place. 

COP21 Target: 100% of PLHIV, including 
CLHIV, are screened for TB upon presentation 
to care at every clinical encounter.

COP21 Target: 100% of PLHIV, including CLHIV, who 
present to care with signs and symptoms of TB or 
advanced HIV disease in inpatient and outpatient 
settings receive both urine-LAM and rapid molecular 
testing (including the use of stool samples among 
CLHIV) upon their first presentation to care. 

COP21 Target: 100% of PLHIV, including CLHIV, 
with positive urine-LAM results immediately 
initiate TB treatment, while awaiting 
confirmatory rapid molecular test results.

COP21 Target: 100% of PLHIV, including 
CLHIV, who are co-infected with TB receive 
confirmatory diagnostic test results and are 
linked to TB treatment in less than five days 
after their first presentation to care.

COP21 Target: Procurement quantities of 
commodities required for urine-LAM and rapid 
molecular testing should each exceed 200,000, 
the estimated number of PLHIV, including CLHIV, 
expected to present to care at PEPFAR-supported 
sites with advanced HIV disease in COP21 
(according to PEPFAR data [individuals newly 
testing positive for HIV] and estimates that 1 in 3 
PLHIV present to care with AHD in South Africa10).

COP21 Target: All patients are screened for 
TB symptoms upon arrival at the facility (this 
can be integrated with COVID-19 screening) 
at 100% of PEPFAR supported facilities.

COP21 Target: Any person with a cough of any 
duration should be tested for both TB and COVID-19.
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11.3. TB preventive therapy (TPT)

The SDS commits to supporting the GoSA to ensure that 
“individuals with TB know their HIV status, to effectively link 
HIV-infected TB patients to appropriate HIV treatment, and to 
scale up TB prevention and treatment among PLHIV” (pg 18). 
With dedicated PEPFAR funding, implementing partners are 
expected to scale-up TB preventive therapy including, with a 
greater focus on ensuring TPT completion through the roll-out 
of 3HP (Rifapentine and Isoniazid) and provision of dedicated 
adherence support focused on TB prevention and TB treatment. 

Further, the planning letter states that “TPT is considered 
routine HIV care, and all country programs must have offered 
TPT to all PLHIV on treatment by the end of COP21; targets have 

been set accordingly. Countries should budget for full coverage, 
and plan to use optimal regimens (3HP) as supply allows.” 

Currently South Africa provides IPT for 12 months, yet the 
programme continues to observe low adherence levels. 
It was expected that government would introduce 3HP, 
pending SAHPRA approval. The SOP on enrollment and 
management of patients on preventive treatment onto the 
CCMDD programme has been finalised, and stable patients 
on ART eligible for TPT are to be enrolled on CCMDD. 

Ambitious targets were set by PEPFAR SA in COP20, to support 
“NDoH to increase TPT coverage among patients newly and 
previously initiated on ART. A total of 836,401 (85%) patients 
on ART receiving TPT are expected to complete the course 
from the 984,001 initiated on TPT” (pg 40). Unfortunately, 
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performance in COP19 has not met the SNU prioritisation 
target of 641,255 PLHIV initiated on IPT/TPT. Out of a TB_PREV 
target of 738,289, only 45.58% (336,492) were reached by 
the 2,505 reporting facilities in Q4 of FY20. This was an 
incremental improvement from COP19, where only 33% 
(193,536) PLHIV were reached, out of the target of 578,149.

The challenges noted in the planning letter are concerning: 
“PEPFAR notes that despite TPT availability in all PEPFAR supported 
districts, initiation and completion is still below target. The 
overall TPT completion rate remains low at 61% for FY20 Q4…
The program continues to work with NDoH to ensure consistent 
supply of INH and increase TPT coverage. In addition, PEPFAR will 
support NDoH to roll out 3HP in 4 pilot districts this year upon 
SAHPRA approval, with broader expansion anticipated in COP21”.

In order for GoSA to meet its minimum programme 
requirements for TPT—ensuring that all eligible PLHIV, 
including children and adolescents, be offered TPT by the end 
of COP21—South Africa will need to dramatically scale up its 
support for TPT amongst PLHIV. TPT scale up should be linked 
to TLD transition and incorporated within repeat prescription 
collection strategies. The COP21 Guidance has been clear that 
“all PEPFAR-supported care and treatment programs should be fully 
engaged in aggressive TPT scale-up with clear timelines to 100% 
coverage, focusing on rifapentine-based regimens” (pg 367). This 
includes promoting integrated HIV/TB service delivery models, 
especially in a country that still offers IPT for 12 months, despite 
the existence of 3 month and 1 month short-course rifapentine-
based therapies. Further, “if PLHIV are enrolled in a DSD program 
for ART, TB treatment or TPT should also be integrated into DSD. 
To ensure TB prevention and treatment services continuity in the 
context of COVID19, many countries moved into implementation 
of MMD for TPT and TB treatment aligned with ART MMD plans.” 

For children and adolescents, PEPFAR Guidance notes that “there 
is extensive evidence that isoniazid (6H or 9H) is well-tolerated 
in children and adolescents; therefore, it should continue to be 
used as the regimen of choice for children pending availability 
of 3HP in child-friendly formulations at an affordable price” 
(Pg368), Further, the Guidance provides that treatment literacy 
and counseling should be provided to empower pregnant 
women to decide when and whether to initiate TPT (pg 370).

MSF in South Africa has incubated some innovative TPT 
responses in supporting TPT implementation focusing on 
implementation challenges especially for children and 
adolescents. In Khayelitsha, one of the most successful projects 
during the COVID-19 crisis has been the implementation 
of preventive therapy for children living in households of 
someone diagnosed with drug-resistant TB (DR-TB). Following 
South African national guidelines, MSF launched an urgent 
intervention in March 2020 to provide TPT to children under 
the age of 18 years living in a household where someone has 
been diagnosed with DR-TB. Using a home-based care strategy, 
MSF teams visit the households, perform clinical assessments 
of the exposed children, and provide preventive therapy for 
those who do not have signs or symptoms of TB. Prevention 
of active disease in this population is an urgent priority in 
view of their high risk, preferably including appropriate LTBI 
treatment when resources are available and if they can be 
monitored closely for the development of active disease and 

adverse events. Khayelitsha is an urban setting and is densely 
populated. Research done by MSF in Khayelitsha showed that 
older children and adolescents in Khayelitsha are at increased 
risk of poor outcomes when they become sick with RR-TB when 
compared with younger children and adults. The programme 
has been highly successful as an active way to diagnose TB 
disease in household contacts, and to prevent vulnerable 
individuals from becoming sick—since screening for active 
TB is conducted and treatment for infection is provided.

South Africa’s TPT programme is off track and requires urgent 
attention. The country has a consignment of 3HP from 2020, 
that has still not been distributed due to SAHPRA delays. 
Transition to 3HP is further delayed by the slow progress in 
costing, printing and rolling out of the new LTBI guidelines. As at 
January 2021, 4 districts had been identified for implementation 
of 3HP and the IEC materials will be printed in Q1 of COP21. 
The first training that was slated to commence in eThekwini 
was rescheduled due to IEC materials having to be updated 
to include information about how facilities should respond 
to the  nitrosamine impurities in the batches of 3HP. The 
IMPAACT4TB project is finalising the Clinician guide for 3HP.

The 3HP product launch is also facing challenges from 
SAHPRA. The regulatory body has not yet made a decision 
on whether it will approve the roll out of 3HP. This decision is 
dependent on SAHPRA being satisfied that the programme 
can efficiently respond to the nitrosamine impurities that 
have been found in certain batches. Once SAHPRA approves 
these products, further stock can be sent to South Africa. In 
terms of forecasting, 600,000 patient packs will be available 
by Sanofi. This will be in addition to the 2020 back orders. 
This stock from Sanofi is anticipated in April to May 2021. 

COP21 Target: Given the underperformance 
across the clinical cascade, exacerbated by 
COVID-19 lockdowns, PEPFAR should support 
GoSA to implement a “TPT catch-up plan” 
aligned with the planned “TB catch-up plan”. 

COP21 Target: All contacts of PLHIV with TB, 
including children and adolescents, should be traced 
and 100% of those eligible should be initiated 
on TPT. TPT must be incorporated within DSD 
models of HIV service delivery, even with IPT/TPT

COP21 Target: 2,100,000 PLHIV including children 
and adolescents be initiated and complete TPT 
within COP21, and cotrimoxazole, where indicated, 
must be fully integrated into the HIV clinical care 
package at no cost to the patient. Of these, at least  
70% should receive 3HP and 30% should be on IPT. 

COP21 Target: PEPFAR to support GoSA to 
expedite the adoption of LTBI Guidelines, including 
implementing a “TPT-catch-up plan”. All PEPFAR-
supported districts to expedite the introduction of 
short-course single-dose and FDC 3HP therapies.
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11.4. TB infection control

TB can be spread through the air when people with active TB 
disease cough or sneeze. Various TB infection control measures 
can be taken to reduce the risk of TB transmission at clinics. 

The following questions in Ritshidze monitoring relate to TB 
infection control: 

1. Is there enough room in the waiting 
area? (Observation survey) 

2. Are you seen within 1 hour 15 minutes of 
arriving at the facility? (Patient survey) 

3. Are the windows open? (Observation survey) 

4. Are there posters telling you to cover your mouth 
when coughing or sneezing? (Observation survey) 

5. Are people in the facility waiting area asked if 
they have TB symptoms? (Patient survey) 

6. Are people who are coughing separated from 
those who are not? (Patient survey) 

7. Are people who cough a lot or who may have TB 
given tissues or TB masks? (Patient survey)

Based on the answers to these seven questions facilities 
are ranked RED (3+ questions answered “no”), YELLOW (1-2 
questions answered “no”), or GREEN (0 questions answered 
“no”). Of facilities assessed, 159 in a YELLOW state and only 2 in a 
GREEN state11. 

By indicator our data shows that the majority of patients still 
report that facilities are not taking the appropriate measures to 
minimise the risk of TB spread. 

 + Only 47.7% of observations reported enough room in the 
waiting area;

 + Only 1% saw people within 1 hour 15 minutes of arriving at 
the facility;

 + 91.9% of clinics had their windows open;

 + There were 378 observations of posters telling you to cover 
your mouth when coughing or sneezing; 

 + Only 49.7% of patients report that staff always ask people in 
the waiting areas if they have TB symptoms (i.e. coughing, 
fever, recent weight loss); 

 + Only 33.6% of patients report that people coughing in waiting 
areas are always separated from other people; 

 + During Q1, due to mandatory wearing of masks, we did not 
collect data on this indicator as it is happening in all sites. 

However much more needs to be done to ensure that all 
facilities are at the required level for TB infection control. For 
years we have been advocating unsuccessfully for certain 
measures to be put in place, only to see that it has been possible 
during COVID-19. If we are able to provide infection control for 
COVID-19, then it must be possible for TB. 

COP21 Target: All patients are screened for 
TB symptoms upon arrival at the facility (this 
can be integrated with COVID-19 screening) 
at 100% of PEPFAR supported facilities.

COP21 Target: All windows at 100% of PEPFAR 
supported sites are kept open for ventilation.

11.  Full infection control survey results available at: http://bit.ly/Ritshidze-TB-Infection-Control-COP21 

COP21 Target: Large TB infection control 
posters in various South African languages to 
be displayed in visible places in the waiting 
area at 100% of PEPFAR supported facilities. 

COP21 Target: People coughing or with TB symptoms 
are seen first to reduce the risk of TB transmission 
at 100% of PEPFAR supported facilities

COP21 Target: People who are coughing are 
separated from those who are not whilst waiting 
in 100% of PEPFAR supported facilities.

11.5. Viral hepatitis 

Co-infections of HIV with HBV and HCV significantly contribute 
to morbidity and mortality within populations of people who 
are living with HIV. Addressing HIV/HCV co-infection amongst 
key populations is also important because HIV infection can 
lead to reduced spontaneous clearance of HCV, higher viral 
loads of HCV, and more rapid liver disease progression, which 
can cause advanced cirrhosis, liver cancer, and liver failure.

HIV/HBV co-infection promotes: 

 + increased HBV replication and rates of HBV reactivation, 

 + acute liver failure, 

 + increased rates of occult HBV (i.e., detection in blood or liver 
and associated with higher rates of HBV infection and liver 
disease),

 + chronically, newly acquired HBV infections, 

 + accelerated progression to liver scarring and liver disease,

 + liver cancer (HCC) occurs at a younger age and is more 
aggressive,

 + increased risk of ART hepatotoxicity, and 

 + ART-related immune reconstitution hepatitis (i.e., increased 
liver enzymes and sometimes symptomatic hepatitis).

Data and surveillance of viral hepatitis is lacking; the viral 
hepatitis epidemiology in South Africa is poorly understood 
and characterised. An estimated 600,000 people in South Africa 
(95 per cent UI 400 000 – 800 000) are chronically infected with 
HCV. Previous data suggests a HCV seroprevalence in urban 
blood donors (low risk) of 0.01% - 2.%, with a higher rate in 
the rural population (3.8%). Seroprevalence rates are higher in 
key populations, including people who use and inject drugs 
(PWID), men who have sex with men (MSM), and female sex 
workers (FSW), due to sharing of unsterile needles, other drug 
injection and noninjection equipment, and condomless sex. 
Recent data suggesting almost 50%—or as high as 93%—of 
PWID, and 3% to 6% of MSM, especially if HIV positive, are living 
with HCV. A 2016-2017 study amongst 3,500 key populations, 
including sex workers, men who have sex with men, and 
people who use and inject drugs, across seven South African 
cities had identified an HCV viraemic prevalence of 13%. 

The estimated number of people who inject drugs in South 
Africa is between 67,000 and 75,000 people. With people who 
inject drugs, there is significant regional variation in viremic 
prevalence: the highest is in Pretoria (~75%) and between 
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30% to 40% in Durban and Cape Town. In the 2016-2017 
study, the highest prevalence is amongst people who inject 
drugs (44% n=939) ranging from 33% in Durban to 69% in 
Pretoria. HCV prevalence among people who use drugs, but 
who had not injected in the previous year was 8% (n=224). A 
subsequent survey conducted in 2017 found HCV viraemic 
prevalence of 63% in Cape Town (n=348) and 93% in Pretoria 
(n= 544) using respondent driven sampling methodology12.

South Africa is considered a pangenotypic country, with 
genotypes 1, 3, and 5 the more common genetic variations of 
the hepatitis C virus. Thus, pangenotypic treatment regimens 
should be registered and made available for all who need 
treatment. Amongst the estimated 40 million people living 
with HIV globally, about 10% are chronically infected with 
HBV13. In South Africa, HIV/HBV coinfection in the HIV general 
population (>8% prevalence) compares similarly to HBV 
prevalence rates among MSM (11% prevalence). South Africa 
has one of the largest HBV burdens globally with an estimated 
hepatitis B surface antigen (HBsAg) prevalence of 6.7% (3.4 
million individuals). A retrospective seroprevalence study from 
KwaZulu-Natal in infants younger than 18 months revealed a 
10% overall HBV seroprevalence: 13% (21/161) in HIV-positive 
infants compared to 7.5% (12/161) in HIV-negative infants 
despite universal HBV immunisation. Incidence of HBV in people 
who are treated with ART raises concern; future surveillance 
studies on HBV treatment resistance should be conducted.

COP21 Target: All KPs are offered voluntary hepatitis 
testing, at no out-of-pocket cost and including 
for reinfections, when accessing HIV prevention, 
treatment, or other harm reduction services. 

COP21 Target: Preventative HBV vaccine is offered 
at the time of return of HIV results, depending 

12.   National Guidelines for the Management of Viral Hepatitis. 2019. https://www.globalhep.org/sites/default/files/
content/programs/files/2020-09/SA%20NDOH_Viral%20Hepatitis%20guideilnes%20final_.pdf

13.   Msomi, N., Naidoo, K., Yende-Zuma, N. et al. High incidence and persistence of hepatitis B virus infection in 
individuals receiving HIV care in KwaZulu-Natal, South Africa. BMC Infect Dis 20, 847 (2020). https://doi.org/10.1186/
s12879-020-05575-6 https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-020-05575-6

on other health conditions, previous treatment 
experience, and potential drug-drug interactions

COP21 Target: All people diagnosed with 
HBV and/or HCV are offered treatment, care, 
and linked to wraparound services.

11.6. Hypertension & diabetes

A growing number of PLHIV are also living with non-
communicable diseases including hypertension and diabetes. 
With an increased risk of cardiovascular morbidity and 
mortality amongst PLHIV and the aging of ART cohorts, 
addressing the comorbidities of hypertension and diabetes is 
an essential component of a comprehensive package of care. 

WHO recommends all PLHIV should be screened for 
cardiovascular disease risk, however this is not systematically 
implemented. Once diagnosed, integration of comorbidities 
such as hypertension and diabetes into their repeat 
prescription collection strategy for HIV should benefit 
both the client and health system. The PEPFAR COP21 
guidance includes an important new provision to support 
comprehensive person-centered health services for people 
living with HIV and indicates a possible opportunity to 
support integrated services, including screening, diagnosis 
and treatment of hypertension and diabetes, in high-
performing districts/provinces/sub-national units.

COP21 Target: Diabetes and hypertension screening 
and treatment is incorporated within repeat 
prescription collection strategies for HIV treatment.
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12. Accountability

14.  https://ritshidze.org.za/category/tools/ 

12.1. Clinic committees + AIDS Councils

In South Africa, governance structures in the form of clinic 
committees are intended to ensure community participation 
at a local and district level. They are provided for in South 
African law and are key to ensuring accountability and a 
successful AIDS and TB response. They are the forums through 
which public healthcare users are meant to engage and take 
ownership over the health system, raise concerns and ensure 
accountability at local, district, and provincial levels. They 
should input and feedback into the planning, delivery and 
organisation of health services and play an oversight role in 
the development and implementation of health policies and 
provision of equitable health services. The committees are 
made up of a combination of community and civil society 
representatives and health professionals of each area. They allow 
community concerns to be elevated through the structures 
from local to district to provincial and finally to national level. 

Section 42 of the National Health Act 61 of 2003 requires 
provinces to provide for clinic committees and ensure their 
functioning. However, six of the nine provinces do not 
have such legislation and it cannot be claimed that clinic 
committees function effectively in any province. Too many lack 
a clear understanding of their role and responsibility and no 
financial resources are allocated to improve this situation. 

South Africa also has a National AIDS Council (SANAC), provincial 
AIDS councils, district AIDS councils, and ward AIDS councils. 
These AIDS councils give civil society a way to have a say in 
South Africa’s AIDS response. It is critical to ensure that AIDS 
Councils are functional and responsive to the realities we face 
in our communities. AIDS Councils can play a critical role in 
getting business, labour, civil society and various government 
departments to work together in the fight against HIV and TB. 
It is through these consultative structures that the vision set 
out in South Africa’s National Strategic Plan for HIV, TB and STIs 
2017 – 2022 is to be turned into real and tangible change in 
our communities. The Council should meet every quarter to 
discuss the AIDS response in the district. However, just having 
meetings is not good enough, people have to make sure that 
these meetings are used to catalyse a more effective response 
to the HIV and TB epidemics in their districts or provinces. 
Often though, AIDS councils are dormant or dysfunctional—
without clear understanding of the role of the councils, 
non-participation by government officials, and no financial 
resources allocated to improve this situation. Further to make 
best use of AIDS Councils, PEPFAR SA should be providing 
quarterly updates at all levels through the POART data. 

COP21 Target: PEPFAR SA funds a community-
led and wide-scale capacity building programme 
to train clinic committees on their roles and 
responsibilities to ensure their functionality.

COP21 Target: PEPFAR SA provides quarterly 
POART updates and slides at national, 
provincial and district levels for AIDS councils 
and all other interested stakeholders.

12.2. Ritshidze

Ritshidze has a critical role to play in identifying local-level 
problems and advocating for solutions. Before it’s establishment, 
community members lacked the opportunity and resources 
to monitor facilities, document the barriers to care, and 
share their findings. Conversely, provincial and national 
officials who are empowered to hold the district and local 
governments accountable were not receiving the information 
from the communities that they need in order to do so.

Community-led monitoring will contribute to South Africa’s 
HIV/AIDS and TB responses by empowering PLHIV to monitor 
facilities and hold authorities accountable for providing 
high-quality HIV and TB care and support. We have shown 
it is possible to systematically collect information—through 
a standardised set of monitoring tools14—and translate 
that into informed community accountability efforts. 

PEPFAR SA should continue to fund this project through 
UNAIDS going forward to ensure that PLHIV have the ability 
to monitor the quality of service provision and escalate 
performance problems—an indispensable strategy for 
enabling South Africa to meet the 95-95-95 targets. 

COP21 Target: Funding is maintained at US$ 
2.5 million for the Ritshidze project (run by the 
PLHIV Sector) in COP21 to continue monitoring 
400 high burden sites across South Africa.
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1. Funding

“The PEPFAR Country/Regional Operational 
Plan (COP/ROP 2021) notional budget 
for South Africa is $450,000,000 inclusive 
of all new funding accounts and applied 
pipeline” planning letter pg. 3

COP21 (FY22) budget is 
flatlined at $523,440,000.

COP21 Target: COP21 (FY22) budget 
is flatlined at $523,440,000.

2.1. Staffing

PEPFAR SA will continue to provide 
substantial support to facility- and 
community-level human resource 
investments to enable HIV testing, same-
day initiation, extended service hours, 
patient navigation, active linkage, case 
management, adherence and retention 
tracking and tracing, and differentiated 
care in districts that have the greatest ART 
coverage gap to 90–90–90. It is anticipated 
that retention-focused districts will have 
more roving staff (who rove between 
sites) focused on providing technical 
assistance and mentorship to their DoH 
counterparts with less staff providing 
direct service delivery. Meanwhile, the 
continued DSD districts will retain their 
DSD staff compliments (who are fixed or 
seconded to specific sites) and primarily 
provide direct services (and less technical 
assistance and mentorship). - pg. 15

“In COP20, the PEPFAR team intends to 
continue to support direct placement 
of lay counselors, nurses, and linkage 
officers to focus on case finding and 
ART initiation in DSD districts.” - pg. 15

“This will be especially important in 
retention districts where the PEPFAR 
staff footprint will be reduced and 
support will be provided through a 
mix of technical assistance, mentorship 
and direct service delivery.” - pg. 16

“In districts that are designated DSD 
districts, PEPFAR SA will increase its 
facility- and community-level human 
resource investments to enable increased 
HIV testing, same-day initiation, extended 
service hours, patient navigation, active 
linkage, case management, adherence 
and retention tracking and tracing, 
and differentiated care.” - pg. 29-30

“20,000 health workers use the 
Knowledge” from HMIS systems - pg. 85

In COP21, PEPFAR SA will fund the 
deployment of 20,000 supplementary 
frontline staff directly through a partnership 
with NDOH. These staff will be fully 
based in facilities, but spend a portion 
of their time outside of peak need times 
supporting community-based ART 
programming and adherence clubs in 
the community to help expand initiation 
and follow ups outside of overcrowded 
clinics. The staff will be prioritised for larger 
clinics, with significant HRH shortages. 
PEPFAR’s additive HRH investment will 
allow for all PEPFAR supported sites to 
extend opening hours to 5:00 -19:00 on 
weekdays and 8:00-16:00 on Saturdays.

COP21 Target: Maintain commitments 
to fund 20,000 supplemental frontline 
staff, that has been promised for three 
years and not yet materialised. 

COP21 Target: Additional staffing 
allows for all PEPFAR supported sites to 
extend opening hours to 5:00 -19:00 on 
weekdays and 8:00-16:00 on Saturdays.

SPECIFIC LANGUAGE 
REQUESTED IN COP21
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2.2. Filing Systems

No mention in SDS In COP21, PEPFAR SA will support the 
maintenance of functional filing systems 
to improve patient waiting times and the 
quality of services. Where not already, files 
will be moved to be stored in confidential 
rooms inaccessible by other patients. 

COP21 Target: Functional filing 
systems are in place and maintained 
in 100% of PEPFAR support sites.

COP21 Target: Files are stored in a space 
that is confidential so that patients 
cannot access or view other people’s files 
in 100% of PEPFAR supported sites. 

2.3. Community healthcare workers

“In the area of Human Resources for 
Health (HRH), GFATM funding will 
support community workers” - pg. 21

In addition to government workers 
and in line with the GoSA CHW policy, 
PEPFAR SA will fund 8,000 CHWs and OTLs 
to saturate communities and address 
under performance. All PEPFAR sites will 
be linked with a cadre of community 
health workers supported by PEPFAR 
through the public sector. These CHWs 
will be formally paid, trained, capacitated, 
and equipped with communications 
equipment and reliable transportation 
needed to be effective. PEPFAR will also 
fund a cadre of supervisors of the CHWs 
at ratios based on best practices. 

COP21 Target: Maintain commitments 
made since COP18 to fund 8,000 
community healthcare workers.

COP21 Target: CHWs are supported with 
1) high quality standardised training, 
2) adequate infection prevention 
equipment, 3) adequate remuneration, 
and 4) adequate and reliable transport 
to ensure community outreach to find 
PLHIV who have disengaged from care.

2.4. Male nurses and counsellors

“providing population-specific services 
like Men’s Corner (e.g. specific spaces to 
provide services to male clients)” - pg. 17

“male-friendly spaces that improve 
the experience of men will be 
strengthened” - pg. 29

“PEPFAR SA will scale up of population 
friendly services namely male-
friendly services for men,” - pg. 30

In COP21, HRH programming will add 
at least one male counselor and at 
least one male nurse to each PEPFAR 
supported site, additive to existing HRH 
complements, as a way to urgently increase 
the number of men on treatment and 
who are virally suppressed. The male 
counsellors and male nurses will at a 
minimum engage in male clinic days 
and Men’s Corners, as well as supporting 
outreach and community testing models. 

COP21 Target: All PEPFAR supported 
sites have at least one male nurse and 
one male counsellor in place leading to 
a greater uptake of services by men. 

COP21 Target: All PEPFAR supported 
sites have at least one male clinic day 
(ensuring male staff are on duty) per 
week or Men’s Corners integrated into 
service delivery to provide services 
specific to the needs of men. 

3.1. 6MMD + 12 month scripts

“PEPFAR will support the national 
roll out of Multi-Month Dispensing 
(MMD) from the current 2-month 
supply to a 6-month supply.” - pg. 6

“the PEPFAR team will work with the 
NDoH to support national roll out of MMD 
(moving from the current 6-month visits 
with dispensing of 2-month supply to 
dispensing the full 6-month supply).” - pg. 16 

“PEPFAR will continue advocating with 
NDoH for the national roll out of MMD 
from the current 2 months supply to 6 
months supply (with support to the supply 
chain for stock forecasting).” - pg. 38

“Six-month, multi-month scripting will be 
expanded in a targeted manner, to allow 
the ND0H to closely monitor treatment 
outcomes and 3MMD will be expanded for 
those not decanted to the Central Chronic 
Medicines CCMDD program.” - pg. 43

In COP21, PEPFAR SA will support GoSA 
to roll out multi-month dispensing 
including 6 month supply to all eligible 
patients, whether within a repeat 
prescription collection strategy 
or not, across South Africa. 

COP21 Target: ARV refills extended to 3 
to 6 month supply all patients eligible for 
repeat prescription collection strategies.

COP21 Target: Retain the government 
gazetted 12 month ART scripting & 
implement the March 2020 revised 
Standard Operating Procedures 
(SOPs) on repeat prescription 
collection strategies with fidelity.
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3.2. Repeat prescription collection strategies

“PEPFAR SA will focus heavily on retention 
and viral suppression through expanding 
access to patient-centered retention 
strategies, including appointment systems 
and decanting stable patients to adherence 
clubs, external pick up points, and spaced 
and fast-lane appointments (SFLA).” - pg. 6

“Overall, retention among stable HIV 
patients who have been down-referred 
to differentiated service delivery models 
(e.g. decanted) is high in SA, yet it is 
estimated that only 53% of eligible clients 
are currently decanted. Demand creation 
for decanting is being implemented in 
COP19 and the PEPFAR team will aim to 
increase the total proportion of eligible 
patients decanted to 85% in COP20. 
Differentiated Service Delivery models 
include fast lane, Adherence Clubs (both 
facility and community based), and external 
pick-up points. There will be quarterly 
reporting on the number of clients 
transitioned to these models.” - pg. 16

“Specific focus on expanding options 
for differentiated service delivery such 
as external pick-up points, adherence 
clubs, fast lanes, 24-hour ART lockers, and 
extended service hours will further support 
increased retention among men.” - pg. 29

“In COP20 PEPFAR SA IPs will continue 
implementing retention strategies, 
including appointment systems and 
decanting stable patients to adherence 
clubs, external pick-up points, and spaced 
and fast-laned appointments.” - pg. 38

In order to improve ART continuity and 
to reduce the burden on health facilities, 
PEPFAR SA will continue to scale up 
implementation of functional repeat 
prescription collection strategies, including 
facility pick up points at the facility (CCMDD 
parcel collection room, pharmacy, fast lane, 
fast track, Sha’p Left, ARV ATM, Pelebox/
locker with code sent to phone), community 
collection points (CCMDD at pharmacy 
e.g. clicks or dischem or independent 
pharmacist, community venue e.g. church/
library/other, from a mobile van, Sha’p Left, 
ARV ATM, Pelebox/locker with code sent 
to phone, Post office) and adherence clubs 
(based at the facility and in the community) 
to ensure 25% are accessing treatment 
from a community-model and 20% from 
an Adherence Club by end COP21. 

Systems will be put in place to ensure 
RPCS functionality, to ensure that they 
streamline ART refill collection to make it 
quicker, easier and increase overall patient 
satisfaction. A specific focus will be put 
on auditing and improving the quality of 
facility and community based adherence 
clubs based on the minimum requirements 
outlined in the “People’s COP21”. 
PLHIV will be recruited as Adherence 
Club facilitators to provide up to date 
adherence information at club meetings. 

COP21 Target: Scale implementation of 
repeat prescription strategies to reach 
60% of all PLHIV and ensure 25% are 
accessing treatment from a community-
model and 20% from an Adherence Club.

COP21 Target: All repeat prescription 
collection strategies are functional so that 
they make ARV refill collection quicker 
for PLHIV. Where PLHIV are unsatisfied 
with their RPCS model, either the model 
should be improved in quality (if failing) 
or PLHIV should be transferred to a 
model that better suits their needs. 

COP21 Target: Carry out an audit into 
the functionality of adherence clubs 
together with the PLHIV sector in COP20. 

COP21 Target: Where clubs do not meet 
quality/functional standards outlined by 
People’s COP21, urgently improve quality, 
for the remainder of COP20 and into COP21. 

COP21 Target: All “Decanting Officer” 
positions are returned to “Adherence 
Club Facilitator” positions in COP20.

COP21 Target: Scale up facility and 
community based adherence clubs 
so that there are clubs available at 
100% of PEPFAR supported facilities 
and that 20% of eligible PLHIV are 
voluntarily decanted into this model.
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4.1. Staff attitudes

“Guided by the Minister of Health’s circular 
that defined and outlined performance 
standards and expectations for DoH staff, 
facility staff and managers work to ensure 
that PLHIV are linked to care, PLHIV who 
miss appointments are traced immediately 
and returned to care, and PLHIV who have 
dropped out of care are identified and 
welcomed back into facilities for care. The 
circular outlined performance standards 
for health care workers including nurses, 
community health workers, lay counsellors, 
and data clerks. Siyenza’s objectives at the 
patient level are to increase retention by 
providing a better experience through 
improved health worker engagement and 
reduced waiting times. Siyenza’s goals 
at the facility are to increase numbers of 
PLHIV initiated and retained on treatment 
and reduction in the number of patients 
disengaging from care” - pg. 9-10

“In COP20, PEPFAR will increase direct 
facility and community linkage to achieve 
>95% linkage in all PEPFAR supported 
districts. Strategies to improve linkage 
and treatment initiation in COP20 include 
same-day ART initiation through the 
handshake model (escorting HIV positive 
patients directly from testing to the ART 
initiation room/officer), provision of 
adherence counseling for PLHIV newly 
initiated on ART by lay counselors, 
community ART initiation, the welcome 
back campaign (to welcome back clients 
who defaulted from care back into the 
care and treatment program, including 
intensified adherence counselling), and 
through direct service delivery staffing 
and mentoring of DoH cadres.” - pg. 15

“During the second half of COP19 and into 
COP20, PEPFAR SA will focus on preventing 
defaulting by better understanding the 
individual characteristics and reasons 
for disengaging from care, improving 
patient experience during clinic visits 
(by reducing queues, decanting stable 
patients, expanding hours of operation 
including Saturdays, offering scheduled 
visits with appointment times, retraining 
and sensitizing providers on friendly/
compassionate services, ensuring 
organized/up-to-date/available patient 
records, providing population-specific 
services like Men’s Corner or Youth-friendly 
services after school hours), providing 
enhanced support SMS reminders, and 
through “case managers”/ “buddies” to 
patients initiating therapy which is part of 
client centered services provision.” - pg. 38

Together with GoSA, PEPFAR SA will 
ensure that all clinical and non clinical 
staff at PEPFAR supported sites are trained 
to provide a friendly and welcoming 
environment for all patients whether 
accessing HIV prevention, accessing ART, 
or, most especially, returning to care after 
a treatment interruption. Where PLHIV 
may have had a treatment interruption 
or have missed an appointment, staff will 
treat those returning respectfully and 
with compassion. Working with GoSA, 
PEPFAR SA will ensure that no PLHIV will 
be sent to the back of the queue if they 
miss an appointment. Further where 
staff are found to reprimand clients, 
disciplinary measures will be taken 
against the relevant staff member. 

COP21 Target: All staff at PEPFAR supported 
sites are trained to provide a friendly and 
welcoming environment for all patients 
whether accessing HIV prevention, 
accessing ART, or, most especially, returning 
to care after a treatment interruption. 

COP21 Target: Working with NDoH, PEPFAR 
SA ensures that no PLHIV is sent to the back 
of the queue if they miss an appointment. 

COP21 Target: <90% of enrolled patients 
return for follow up visit to clinic and 
are appropriately linked to care. 
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S 4.2. Confidentiality

No mention in SDS PEPFAR SA will work with the GoSA to 
ensure that no-one’s HIV status is ever 
disclosed by any clinical or non clinical 
staff or implementing partner — either 
through intentional verbal disclosure, or 
unintentionally through queuing systems, 
multiple people being attended to in 
the same room, or unattended files. 

COP21 Target: PEPFAR SA ensures 
that all supported sites are trained to 
ensure that people’s HIV status are 
not disclosed at any time, and this is 
proven through a drastic improvement 
in confidentiality results seen through 
Ritshidze qualitative and quantitative data. 

COP21 Target: PEPFAR SA ensures at 
all supported sites that when PLHIV 
are being attended to by a healthcare 
worker, they do so in a private room.

4.3. Psychosocial support

“In COP20, OVC IPs will scale up disclosure 
education sessions with caregivers, as well 
as expand psychosocial support packages 
and peer support for C/ALHIV (Vhutshilo 3, 
IACT, routine youth care clubs).” - pg. 34

In COP21, PEPFAR SA will provide a package 
of psychosocial support at all PEPFAR 
supported sites that includes provision 
of individualised counseling to patients; 
peer-led patient navigators acting as a 
bridge between clinicians and patients; 
mapped networks of referral services; 
optional support groups, and food parcels. 
Any person living with HIV can access 
these services at any time, whether newly 
initiated or to support long term retention.

PEPFAR SA will focus on better 
understanding the individual characteristics 
and reasons for disengaging from care 
and ensure that those people returning 
to care are offered support (including 
through psychosocial support and 
voluntary support groups) to improve long 
term retention and viral suppression. 

COP21 Target: PEPFAR SA and GoSA meet 
with MSF and PLHIV Sector representatives 
in order to discuss in detail the MSF 
Welcome Services and approach in Western 
Cape and other psycho-social support 
needs, for roll out in more provinces 
and all PEPFAR supported sites.

COP21 Target: A package of psychosocial 
support should be available at 100% of 
PEPFAR supported sites that includes 
provision of individualised counseling to 
patients; peer-led patient navigators acting 
as a bridge between clinicians and patients; 
mapped networks of referral services; 
optional support groups, and food parcels.

COP21 Target: All PLHIV are able to access 
psychosocial support at any time whether 
newly initiated or to support long term 
retention—and any PLHIV who misses 
an appointment or is returning into care 
should be offered psychosocial support. 

4.4. Support groups

“the PEPFAR team will continue to scale 
up peer-led support groups in PEPFAR 
supported sites and ensure that newly 
diagnosed PLHIV, PLHIV returning to care, 
or PLHIV struggling with adherence are 
provided with the option to be linked to 
these support groups. This will be especially 
important in retention districts where the 
PEPFAR staff footprint will be reduced 
and support will be provided through a 
mix of technical assistance, mentorship 
and direct service delivery.” - pg. 15

“Also, the PEPFAR team will continue to 
scale up peer-led support groups in PEPFAR 
supported sites and ensure that newly 
diagnosed PLHIV, PLHIV returning to care, 
or PLHIV struggling with adherence are 
provided with the option to be linked 
to these support groups” - pg. 16

The PEPFAR team will continue to scale 
up PLHIV-led support groups in PEPFAR 
supported sites and ensure that newly 
diagnosed PLHIV, PLHIV returning to 
care, or PLHIV struggling with adherence 
are provided with the option to be 
linked to these support groups.

COP21 Target: Maintain commitments 
in COP20 to ensure there are support 
groups linked to 100% of PEPFAR 
supported sites lead by PLHIV and that 
newly diagnosed PLHIV, PLHIV returning 
to care, or PLHIV struggling with 
adherence are provided with the option 
to be linked to these support groups.
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5. Tracing and re-engaging PLHIV in care

“In COP20, PEPFAR will increase direct 
facility and community linkage to achieve 
>95% linkage in all PEPFAR supported 
districts. Strategies to improve linkage 
and treatment initiation in COP20 include 
same-day ART initiation through the 
handshake model (escorting HIV positive 
patients directly from testing to the ART 
initiation room/officer), provision of 
adherence counseling for PLHIV newly 
initiated on ART by lay counselors, 
community ART initiation, the welcome 
back campaign (to welcome back clients 
who defaulted from care back into the 
care and treatment program, including 
intensified adherence counselling), and 
through direct service delivery staffing 
and mentoring of DoH cadres.” - pg. 15

“Strategies to improve linkage in COP20 
include same-day ART initiation through 
the “handshake” model (i.e., escorting 
of a newly diagnosed HIV positive 
patient to the ART initiation room to 
ensure linkage), community ART, the 
Welcome Back campaign, and extended 
and further  scale-up of linkage officer/
case manager support staff” - pg. 38

“PEPFAR SA will continue to provide 
substantial support to facility- and 
community-level human resource 
investments to enable HIV testing, same-
day initiation, extended service hours, 
patient navigation, active linkage, case 
management, adherence and retention 
tracking and tracing, and differentiated 
care in districts that have the greatest 
ART coverage gap to 90–90–90.” - pg. 15

“In districts that are designated DSD 
districts, PEPFAR SA will increase its 
facility- and community-level human 
resource investments to enable increased 
HIV testing, same-day initiation, extended 
service hours, patient navigation, active 
linkage, case management, adherence 
and retention tracking and tracing, 
and differentiated care.” - pg. 29-30

Additional strategies to improve linkage in 
COP21 include ensuring that all protocols 
are routinely followed if a PLHIV misses 
an appointment (including SMS, phone 
call, home visit) at all PEPFAR supported 
sites. PEPFAR will use Ritshidze data to 
monitor improvements in this area.

As in Section 1.3 — These CHWs will 
be formally paid, trained, capacitated, 
and equipped with communications 
equipment and reliable transportation 
needed to be effective. PEPFAR will also 
fund a cadre of supervisors of the CHWs 
at ratios based on best practices.

PEPFAR SA will provide human resource 
investments to scale up Linkage 
Officers and ensure that this cadre is 
equipped with the communications 
equipment (phones/ airtime/ data/ 
computers) needed to effectively trace 
PLHIV who miss appointments. 

COP21 Targets: PEPFAR SA ensures 
that all protocols are routinely followed 
when someone misses an appointment 
including SMS, phone calls, home 
visit, at 100% PEPFAR supported 
sites—shown to be effective through 
improvements in Ritshidze data. 

COP21 Target: PEPFAR SA ensures that 
PEPFAR supported CHWs have access 
to reliable transport to effectively trace 
PLHIV who have disengaged from care. 

COP21 Target: PEPFAR SA ensures that all 
linkage officers have access to phones/
airtime/data to be able to effectively 
call PLHIV who miss appointments. 

COP21 Target: PEPFAR SA ensures there are 
an adequate number of Linkage Officers 
at all supported sites in order to effectively 
call PLHIV who miss appointments. 
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6. Index testing

“Facility-based index testing will be fully 
implemented, targeting all new HIV positive 
clients, clients that have unsuppressed 
viral loads, STI patients, and TB patients. 
[...] Screening and monitoring incidence 
of intimate partner violence (IPV) is a high 
priority for this testing modality” - pg. 28

“Additionally, with the help of adverse 
event monitoring tools, the fidelity of 
index testing will be scrutinized at every 
facility performing this work.” - pg. 28

“PEPFAR SA will ensure that all referral 
options listed for adverse events 
will be of the highest quality, with 
proven track records.” - pg. 28

“To ensure fidelity in the scale-up of index 
testing, including alignment with WHO 
Five C’s of HIV Testing Services (HTS), the 
DoH supports ongoing trainings and 
refresher trainings for its staff on the correct 
implementation and monitoring of index 
testing. Similarly, PEPFAR-funded DSPs 
will implement ongoing trainings and 
mentorship for their staff. Additionally, 
with the help of adverse event monitoring 
tools, the fidelity of index testing will be 
scrutinized at every facility performing this 
work. Monthly analyses comparing site 
level acceptance rates and partner elicited 
acceptance rates against the average 
will be conducted to pick cases where 
coercion may be happening.” - pg. 28

“Additionally, with the help of adverse 
event monitoring tools, the fidelity of index 
testing will be scrutinized at every facility 
performing this work. Monthly analyses 
comparing site level acceptance rates and 
partner elicited acceptance rates against 
the average will be conducted to pick cases 
where coercion may be happening. PEPFAR 
SA will ensure that all referral options listed 
for adverse events will be of the highest 
quality, with proven track records.” - pg. 28

“The OVC Partners and the DSPs will 
intensify their efforts to find CLHIV by 
maximizing index testing for 100% of 
biological children of HIV+ mothers and 
fast-tracking linkage to HTS for all OVC 
at-risk per HIV risk assessment.” - pg. 34

PEPFAR SA will not enforce index 
testing targets in COP21 and index 
testing targets as a percent of all new 
HIV positive diagnoses will not be 
communicated to implementing partners.

All implementing partners will fully 
comply with the government SOP in 
screening all clients for a risk of violence 
before contacting partners. No  

contacts who have ever been violent or 
are at risk of being violent will ever be 
contacted in order to protect the individual 
and other partners the contact may have 
that are unknown. Further, index testing 
is always voluntary, for both partners and 
children, and this is explained to all PLHIV. 

Post contacting the contacts, healthcare 
providers will follow-up with the individual 
after a reasonable period to assess whether 
there were any adverse events—including 
but not limited to violence—and refer 
them to the IPV centre or other support 
services if the answer is yes. If no IPV 
services are available either at the facility 
or by referral, index testing will not be (re-)
implemented. All referrals will be actively 
tracked to ensure individuals access them 
and referral sites have adequate capacity 
to provide services to the individual. All 
adverse events are monitored through 
a proactive adverse event monitoring 
system capable of identifying and 
providing services to individuals harmed 
by index testing. Comment boxes and 
other passive systems are necessary but 
inadequate. Index testing will not continue 
at the facility for any population where 
an IP cannot meet these demands.

COP21 Target: No index testing targets 
enforced in COP21 or the remainder of 
COP20. Index testing targets as a percent 
of all new HIV positive diagnoses not 
communicated to implementing partners.

COP21 Target: Before contacting the sexual 
partners of PLHIV, all healthcare providers 
ask if the individual’s partners have ever 
been violent and record the answer to this 
question. No contacts who have ever been 
violent or are at risk of being violent should 
ever be contacted in order to protect the 
individual and other sexual partners the 
contact may have that are unknown.

COP21 Target: After contacting the contacts, 
healthcare providers must follow-up with 
the individual after a reasonable period (1-2 
months) to assess whether there were any 
adverse events - including but not limited to 
violence, disclosure of HIV status, dissolution 
of the relationship, loss of housing, or loss 
of financial support - and refer them to the 
IPV centre or other support services if the 
answer is yes. Data on such occurrences must 
be shared by the IPs with PEPFAR and CSOs. 

COP21 Target: Prior to (re-)implementing 
index testing in any facility, there are 
adequate IPV services available for PLHIV 
at the facility or by referral and all PLHIV 
who are screened should be offered this 
information. Referrals must be actively 
tracked to ensure individuals access them 
and referral sites have adequate capacity 
to provide services to the individual. 

COP21 Target: All implementing partners 
(IPs) and health care workers understand 
that index testing is always voluntary, for 
both sexual contacts and children, where 
individuals are not required to give the 
names of their sexual partners or children 
if they don’t want to, and this is explained 
to all PLHIV. No index testing will occur 
without the informed consent of a PLHIV.

COP21 Target: All adverse events are 
monitored through a pro-active adverse 
event monitoring system capable of 
identifying and providing services to 
individuals harmed by index testing. 
Comment boxes and other passive 
systems are necessary but inadequate.

COP21 Target: Index testing will not 
continue at the facility for any population 
where an IP cannot meet these demands.

7.1. KP targets

“All key population programs are aligned 
with strong country strategic plans and 
informed by population-size estimations 
and bio-behavioral data” pg. 35

COP20 KP_PREV target 207,925

The KP program has been redesigned 
through ambitious targets and 
resource allocation with an intention of 
meeting the 95:95:95 goal by 2025.

In COP21, PEPFAR will integrate the lessons 
of KPIF implementation into how COP 
funding is allocated and programmed.

KP_PREV targets = 415,850

COP21 Target: KP_PREV targets 
double those of COP20 (415,850)

COP21 Target: PEPFAR maintains at 
least $28,400,489 supported in COP21 
as well as integrating the lessons of 
KPIF implementation into how COP 
funding is allocated and programmed.
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2.1. KP friendly services

“key population sensitization modules 
that were developed in COP19 will be 
rolled out broadly in COP20, starting with 
Siyenza facilities to expand behavioral 
and biomedical understanding of key 
populations to NDoH facilities” pg. 36

The program will coordinate with KP 
communities to offer healthcare worker 
sensitization (including clinical and non 
clinical staff) at all PEPFAR supported sites 
to expand behavioral and biomedical 
understanding of key populations at NDoH 
facilities, ensuring the provision of friendly 
and dignified integrated KP services.

COP21 Target: In collaboration with 
the KP sector, training modules are 
developed and healthcare workers trained 
(including clinical and non-clinical staff 
as well as security guards) at all PEPFAR 
supported sites to provide key population 
friendly services and a welcoming 
environment for all KPs at all times. 

COP21 Target: Reviewed peer 
programme to ensure that all PEPFAR 
sites have key population community 
member peer navigators at the facility 
to support key population service 
delivery and improve retention. 

7.2. KP specific services

“The core of the COP20 program focuses 
on peer-led outreach and mobilization, 
targeted strategic communication and 
demand creation, and key population-
friendly mobile and dropin centers. These 
centers provide HIV testing and treatment; 
STI screening and treatment; TB screening 
and referral; PrEP; PEP; and other primary 
health services, including sexual and 
reproductive health. Additional targeted 
services, including hormone replacement 
therapy for transgender people and opioid 
substitution therapy for people who 
inject drugs, are also provided based on 
key population needs. In COP20, we will 
emphasize case identification to increase 
HTS yield, particularly in the MSM program, 
through Enhanced Peer Outreach Approach 
or social network strategy” pg. 35

The PEPFAR-supported KP program 
provides a comprehensive package of 
biomedical and behavioral services for 
prevention, diagnosis, and treatment of HIV, 
TB, sexually transmitted diseases, sexual 
and reproductive health, and viral hepatitis, 
as well as all other services outlined in 
the People’s COP21. Mobile clinics and 
drop in centres for KPs are scaled up to 
all PEPFAR supported key populations 
districts. Additional targeted services are 
made available at health facilities and 
drop in centres including harm reduction 
services — including medically assisted 
treatment and other drug dependence 
treatment, and hormone replacement 
therapy for transgender people.

COP21 Target: All KP specific services 
outlined in the People’s COP are 
made available at 100% of PEPFAR 
supported sites, either on site or 
through referral to nearby, accessible, 
and friendly specific service centres.

COP21 Target: Lubricant is made 
available at all PEPFAR supported sites, 
alongside male and female condoms. 

COP21 Target: Harm reduction 
services — including medically assisted 
treatment and other drug dependence 
treatment — are made available at 
health facilities and Drop in Centres. 

COP21 Target: Transgender people 
are able to access hormone therapy 
at sites closer to home.

COP21 Target: Mobile clinics and drop in 
centres for KPs are scaled up to all PEPFAR 
supported key populations districts. 

7.3. PrEP

“Accelerate efforts to expand PrEP uptake: 
Vigorous promotion of PrEP will continue 
with PrEP targets of 215,000 for AGYW 
15–24 years in COP20. Work with NDoH to 
ensure all Provincial Steering Committees 
are established and functional to accelerate 
PrEP implementation including creating 
platforms to engage and educate 
parents and communities to support 
PrEP uptake for AGYW. Efforts to ensure 
adherence and continuation/retention 
on PrEP will be strengthened.” pg. 32

Vigorous promotion of PrEP will continue 
with PrEP targets of 330,000 for all eligible 
individuals (including but not limited to 
key populations and AGYW) in COP21. 
Key priorities will include integration of 
PrEP into mainstream health services 
provision, orientation of facility staff, 
demand creation (use of champions, social 
media, IECs), training, capacity building and 
mentorship, and data capture, monitoring, 
and reporting. Community sensitization to 
reduce myths and misconceptions around 
PrEP and to increase demand among all 
eligible populations will also be enhanced.

COP21 Target: Increase PrEP target 
to 330,000 for COP21 and ensure 
that PrEP is offered to all eligible 
individuals, particularly key populations, 
to ensure sufficient scale up. 
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8.1. HIV and TB Prevention and Treatment Literacy

“COP20 will fund an aggressive expansion 
of treatment literacy across all PEPFAR 
supported districts involving communities 
living with HIV and key populations. This will 
include dissemination to 100% of PEPFAR 
supported sites, trainings on materials, 
social mobilization and incorporation in 
health talks. It will also include a healthcare 
worker training component ensuring 
that community and facility-based 
health workers understand HIV and TB 
fully to offer up to date prevention and 
treatment literacy information — and 
offer HIV and TB education in facilities, 
adherence clubs and beyond.” - pg. 38

“COP20 will fund an aggressive expansion 
of treatment literacy across all PEPFAR 
supported districts involving communities 
living with HIV and key populations.” - pg. 39

COP21 will fund an aggressive expansion 
of treatment literacy across all PEPFAR 
supported districts run by, and for, 
communities living with HIV and key 
populations. This will include a community 
lead component (material development 
and dissemination to all PEPFAR sites, 
adherence clubs, support groups as 
well as trainings, and social mobilisation 
campaigns at community level) and a 
healthcare worker component (through 
health talks, adherence clubs, when 
providing viral load test results, and 
in any other patient consultations).   

PEPFAR SA will fund five community 
led PLHIV organisations to engage 
with the general population and five 
key populations led organisations to 
target those groups more specifically.

COP21 Target: People friendly treatment 
literacy materials, developed in consultation 
with PLHIV and KPs, are available and 
community based organisations deliver 
treatment literacy services through support 
groups, adherence clubs, health talks, and 
localised social mobilisation campaigns.

COP21 Target: PEPFAR will fund at least 
5 community lead PLHIV organisations 
to carry out HIV and TB prevention 
and treatment literacy trainings with 
the general population and 5 key 
populations lead organisations (including 
MSM, sex workers, transgender people, 
and people who use drugs) to target 
those groups more specifically.

COP21 Target: Healthcare workers—
including implementing partner staff and 
community healthcare workers— provide 
accurate and easily understandable 
information on treatment adherence 
and the importance of an undetectable 
viral load when talking to PLHIV, through 
counselling, and through health talks at 
clinics. This ensures that viral load test 
results are always properly explained to 
all PLHIV in a timely manner, as proven 
in improvements in Ritshidze data.

8.2. Dolutegravir

“In COP20, PEPFAR SA will continue to 
support the NDoH to rapidly roll out and 
monitor the transition to TLD in South 
Africa. A greater focus will be placed on 
ensuring that all patients are offered TLD 
within the context of informed choice, 
by expanding the availability of patient 
education materials and healthcare 
worker job-aids that clarify the risks 
(NTDs, weight gain) and benefits (smaller, 
more palatable Fixed Dose Combination, 
decreased side effect profile, more rapid 
viral suppression) of the drug” - pg. 17

A greater focus will be placed upon 
ensuring that all PLHIV are offered TLD 
within the context of informed choice and 
are provided with all the information before 
transition. PEPFAR SA will institute tracking 
of weight gain amongst PLHIV. Where 
problematic weight gain is identified, 
clinicians will refer the PLHIV to a dietician 
in order to properly support the individual, 
further the PLHIV will be screened for 
other NCDs associated with obesity. 

In conjunction with meaningful inputs 
from PLHIV, people friendly materials 
and topics will be developed to help 
people in diet and nutrition, to be rolled 
out across PEPFAR supported clinics, 
adherence clubs and support groups.

COP21 Target: PEPFAR institutes tracking 
of weight gain amongst PLHIV, especially 
as more people transition or start on 
DTG. Where problematic weight gain 
is identified, clinicians refer PLHIV to a 
dietician in order to properly support the 
individual. Further the PLHIV is screened 
for other NCDs associated with obesity. 

COP21 Target: In conjunction with 
meaningful inputs from PLHIV, people 
friendly materials are developed to help 
people in diet and nutrition, and rolled 
out across PEPFAR supported clinics, 
adherence clubs and support groups.

COP21 Target: In conjunction with 
meaningful inputs from PLHIV, people 
friendly topics are developed regarding 
weight and nutrition to be rolled out in 
all PEPFAR supported adherence clubs 
and support groups across the country. 
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S 9. Stockouts

“PEPFAR will continue advocating with 
NDoH for the national roll out of MMD 
from the current 2 months supply to 6 
months supply (with support to the supply 
chain for stock forecasting).” - pg. 38

“Improving integration and triangulation 
of programmatic data and supply 
data will better inform planning for 
drugs and commodities.” - pg. 63

“PEPFAR SA will optimize supply chain 
predictability through continued 
support for demand and supply 
planning creating end-to-end visibility 
and routinized comities availability at 
national-level and based on district=level 
aggregate reporting of real-time supply 
chain commodities data.” - pg. 63

“Routine integration and triangulation of 
Supply Chain National Surveillance Center 
(NSC) and program data implemented 
for all PEPFAR supported sites.” - pg. 63

COP21 will ensure that PEPFAR supported 
districts are adequately stocked by 
supporting the supply chain at a facility 
level. In addition supply chain monitoring 
tools (such as the stock visibility system) 
must be strengthened to allow for public 
monitoring and problem identification 
in a transparent, expeditious manner.

COP21 Target: PEPFAR ensures that 
supported districts are adequately 
stocked by supporting the supply 
chain at a facility level. 

COP21 Target: PEPFAR strengthens supply 
chain monitoring tools (such as the 
stock visibility system) to allow for public 
monitoring and problem identification 
in a transparent, expeditious manner.

10.1. Advanced HIV Disease

“During COP18/19 PEPFAR SA in 
collaboration with the NDoH completed 
the development of the Advanced Clinical 
Care (ACC) curriculum. The roll-out of the 
ACC training is planned for COP 19/20 with 
other stakeholders. The profile of clients 
with advanced disease has changed and the 
training will focus on management of clients 
presenting with advanced disease prior 
to ART initiation or for those re-engaging 
in care (including TB-LAM and GeneXpert 
testing for TB at primary facilities and 
outpatient settings and CrAg screening), 
Drug Resistant (DR) HIV, Drug Resistant TB, 
management of an adult client failing a 
DTG regimen or PI regimen based.” - pg. 17

The profile of clients with advanced disease 
has changed and the training will focus on 
management of clients presenting with 
advanced disease prior to ART initiation 
or for those re-engaging in care (including 
point of care CD4 detection to allow 
patients to be assigned to care depending 
on whether their CD4 count is above or 
below 200 cells/ul, TB-LAM and GeneXpert 
testing for TB at primary facilities and 
outpatient settings in line with the 2019 
WHO recommendations on LAM testing 
and the WHO clinical algorithm that both 
TB-LAM and GeneXpert/Truenat testing 
should be performed in combination and 
TB treatment should be initiated based 
on LAM-positive results while waiting 
for GeneXpert/Truenat results, and CrAg 
screening), Drug Resistant (DR) HIV, Drug 
Resistant TB, management of an adult client 
failing a DTG regimen or PI regimen based.

COP21 Target: Point of care diagnostic tools 
at all PEPFAR supported sites allow CD4 
detection, to allow patients to be assigned 
to care depending on whether their CD4 
count is above or below 200 cells/ul.

COP21 Target: PEPFAR SA and GoSA 
meet with MSF and PLHIV Sector 
representatives in order to discuss in 
detail the MSF Welcome Services and 
approach in Western Cape and other 
medical support needs, for roll out in more 
provinces and all PEPFAR supported sites.
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10.2. TB screening and testing

“During COP18/19 PEPFAR SA in 
collaboration with the NDoH completed 
the development of the Advanced Clinical 
Care (ACC) curriculum. The roll-out of the 
ACC training is planned for COP 19/20 with 
other stakeholders. The profile of clients 
with advanced disease has changed and the 
training will focus on management of clients 
presenting with advanced disease prior 
to ART initiation or for those re-engaging 
in care (including TB-LAM and GeneXpert 
testing for TB at primary facilities and 
outpatient settings and CrAg screening), 
Drug Resistant (DR) HIV, Drug Resistant TB, 
management of an adult client failing a 
DTG regimen or PI regimen based.” - pg. 17

“In COP20, PEPFAR SA will support the 
GoSA to ensure that individuals with TB 
know their HIV status, to effectively link 
HIV-infected TB patients to appropriate HIV 
treatment, and to scale up TB prevention 
and treatment among PLHIV. Priorities 
include ensuring implementation of 
universal TB screening at all PEPFAR-
supported facilities, increased HIV testing 
among individuals with presumptive TB, 
and ensuring rapid ART initiation for TB/
HIV co-infected individuals.” - pg. 17-18

“At the above-site level, TB funding will 
go to support limited procurement of 
3HP to complement the Global Fund 
investment ($14M), pharmacovigilance 
and an evaluation of TPT adherence in 
the context of the roll-out of 3HP, and 
advanced clinical care to support the 
roll-out of TB-LAM (accessible as a POC 
test at primary facilities in both inpatient 
and outpatient settings) and Multi-drug 
Resistant (MDR) TB treatment.” pg. 18

“All PLHIV must be routinely screened for 
TB and have access to molecular diagnostic 
testing and/or point of care tests such 
as LF-LAM.” - pg. 20 (planning letter)

“The advanced disease package of care 
should be fully integrated into clinical care 
and includes diagnostics and therapeutics 
for tuberculosis and cryptoccal meningitis 
as well as cotrimoxazole. Countries should 
budget adequately for commodities 
including urinary LAM, CrAg, amphotericin 
B and flucytosine. Please see section 6.5.2 of 
the COP guidance.” - pg. 20 (planning letter)

The profile of clients with advanced disease 
has changed and the training will focus on 
management of clients presenting with 
advanced disease prior to ART initiation 
or for those re-engaging in care (including 
point of care CD4 detection to allow 
patients to be assigned to care depending 
on whether their CD4 count is above or 
below 200 cells/ul — as well as TB-LAM and 
GeneXpert testing for TB at primary facilities 
and outpatient settings in line with the 2019 
WHO recommendations on LAM testing 
and the WHO clinical algorithm that both 
TB-LAM and GeneXpert/Truenat testing 
should be performed in combination and 
TB treatment should be initiated based 
on LAM-positive results while waiting 
for GeneXpert/Truenat results, and CrAg 
screening), Drug Resistant (DR) HIV, Drug 
Resistant TB, management of an adult client 
failing a DTG regimen or PI regimen based.

In COP21, PEPFAR SA will support 
the GoSA to ensure that individuals 
with TB know their HIV status, to 
effectively link HIV-infected TB patients 
to appropriate HIV treatment, and to 
scale up TB prevention and treatment 
among PLHIV. Priorities include ensuring 
implementation of universal TB screening 
at every clinical encounter using the 
latest WHO-recommended screening 
tools and algorithms followed by rapid 
diagnostic testing using both TB-LAM 
and GeneXpert/Truenat--including the 
use of stool samples among children 
living with HIV--with turnaround times 
for confirmatory results and linkage to 
TB treatment of less than five days at all 
PEPFAR-supported facilities, increased 
HIV testing among individuals with 
presumptive TB, and ensuring rapid ART 
initiation for TB/HIV co-infected individuals.

At the above-site level, TB funding will 
go to support limited procurement of 
3HP to complement the Global Fund 
investment ($14M), pharmacovigilance 
and an evaluation of TPT adherence in the 
context of the roll-out of 3HP, and advanced 
clinical care to support the full scale-up 
and roll-out of both TB-LAM (accessible 
as a POC test at primary facilities in both 
inpatient and outpatient settings ) and 
GeneXpert/Truenat in quantities that each 
exceed 200,000, the estimated number 
of PLHIV, including CLHIV, expected to 
present to care at PEPFAR-supported sites 
with advanced HIV disease in COP21, and 
Multi-drug Resistant (MDR) TB treatment.

Target: 100% of PLHIV, including CLHIV, 
are screened for TB upon presentation 
to care at every clinical encounter.

Target: 100% of PLHIV, including CLHIV, who 
present to care with signs and symptoms 
of TB or advanced HIV disease in inpatient 
and outpatient settings receive both 
urine-LAM and rapid molecular testing 
(including the use of stool samples among 
CLHIV) upon their first presentation to care.

Target: 100% of PLHIV, including CLHIV, 
with positive urine-LAM results immediately 
initiate TB treatment, while awaiting 
confirmatory rapid molecular test results.

Target: 100% of PLHIV, including CLHIV, 
who are co-infected with TB receive 
confirmatory diagnostic test results and 
are linked to TB treatment in less than five 
days after their first presentation to care.

Target: Procurement quantities of 
commodities required for urine-LAM and 
rapid molecular testing should each exceed 
200,000, the estimated number of PLHIV, 
including CLHIV, expected to present to care 
at PEPFAR-supported sites with advanced 
HIV disease in COP21 (according to PEPFAR 
data [individuals newly testing positive 
for HIV] and estimates that 1 in 3 PLHIV 
present to care with AHD in South Africa). 
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10.3. TB preventive therapy

“In addition, with PEPFAR SA’s dedicated TB 
funding, partners will be expected to further 
scale-up TB preventive therapy including 
among those currently on treatment who 
have not previously received Tuberculosis 
Preventive Therapy (TPT). A greater focus 
will be placed on ensuring TPT completion 
(currently 58%) through the roll-out of 3HP 
(Rifapentine and Isoniazid) and provision of 
dedicated adherence support focused on 
TB prevention and TB treatment.” - pg. 18

“At the above-site level, TB funding will 
go to support limited procurement of 
3HP to complement the Global Fund 
investment ($14M), pharmacovigilance 
and an evaluation of TPT adherence in 
the context of the roll-out of 3HP, and 
advanced clinical care to support the 
roll-out of TB-LAM (accessible as a POC 
test at primary facilities in both inpatient 
and outpatient settings) and Multi-drug 
Resistant (MDR) TB treatment.” - pg. 18

“In COP2,0 PEPFAR SA will support NDoH 
to increase TPT coverage among patients 
newly and previously initiated on ART. A 
total of 836,401 (85%) patients on ART 
receiving TPT are expected to complete 
the course from the 984,001 initiated on 
TPT. This is in line with the COP20 TB_PREV 
target in the planning letter. NDoH plans to 
introduce 3HP (Rifapentine and Isoniazid) 
in a few demonstration sites and PEPFAR 
SA will support the roll-out of 3HP, covering 
5% of the overall TPT initiations in COP20. 
NDoH is yet to make the final decision 
on the number of demonstration sites 
as well as the number of patients to be 
initiated on 3HP, but PEPFAR SA will be as 
ambitious as possible in its introduction 
of 3HP to help the NDOH administer the 
3HP courses it has been guaranteed, given 
existing global supply constraints.” - pg. 40

“The new TPT guidelines will also focus on 
increasing TPT coverage among patients 
previously initiated on ART by providing 
guidance on the provision of TPT for stable 
ART patients who are in differentiated 
care. The current policy does not allow for 
provision of TPT as part of the package of 
care for patients on differentiated care and 
as such it is envisaged that this change 
will significantly improve TPT coverage 
among this cohort of patients.” - pg. 40

“In COP18, PEPFAR SA included TPT 
in the clinical care implementation 
guidelines to provide guidance to IPs 
on key interventions to rapidly scale up 
TPT in the 27 priority districts.” - 40

PEPFAR SA will work with GoSA to 
implement a “TPT cach up plan” aligned 
with the planned “TB catch-up plan”, 
further to expedite the adoption of LTBI 
Guidelines. Implementing partners will be 
expected to scale up TB preventive therapy 
to reach 738,289 PLHIV including children 
and adolescents — of these, at least 70% 
should receive 3HP and 30% should be on 
IPT. All contacts of PLHIV with TB, including 
children and adolescents, should be traced 
and all those eligible will be initiated on 
TPT. TPT will be incorporated within DSD 
models of HIV service delivery, even with 
IPT/TPT. Where indicated, cotrimoxazole 
will be fully integrated into the HIV clinical 
care package at no cost to the patient. 

COP21 Target: Given the underperformance 
across the clinical cascade, exacerbated 
by COVID-19 lockdowns, PEPFAR 
should support GoSA to implement 
a “TPT cach up plan” aligned with 
the planned “TB catch-up plan”. 

COP21 Target: All contacts of PLHIV with 
TB, including children and adolescents, 
should be traced and 100% of those 
eligible should be initiated on TPT. TPT 
must be incorporated within DSD models 
of HIV service delivery, even with IPT/TPT

COP21 Target: 2,100,000 PLHIV including 
children and adolescents be initiated 
and complete TPT within COP21, and 
cotrimoxazole, where indicated, must 
be fully integrated into the HIV clinical 
care package at no cost to the patient. 
Of these, at least  70% should receive 
3HP and 30% should be on IPT. 

COP21 Target: PEPFAR to support GoSA to 
expedite the adoption of LTBI Guidelines, 
including implementing a “TPT-catch-up 
plan”. All PEPFAR-supported districts to 
expedite the introduction of short-course 
single-dose and FDC 3HP therapies.
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10.4. TB infection control

“Priorities include ensuring implementation 
of universal TB screening at all PEPFAR-
supported facilities” - pg. 17-18

“DSP’s will additionally be expected to 
ensure appropriate implementation of 
infection prevention and control practices 
and support rapid quality-improvement 
cycle to ensure that programmatic and 
facility implementation barriers are 
resolved rapidly for improved performance. 
PEPFAR SA will utilize feedback from 
community-led monitoring and our 
own site visits to target facilities that 
need to improve implementation of core 
infection control activities.” - pg. 18

“Site-level staff will be expected to 
have a greater focus on TB in COP20 
then [sic] in prior years.” - pg. 18

DSP’s will additionally be expected to 
ensure appropriate implementation of TB 
infection prevention and control practices 
and support rapid quality-improvement 
cycle to ensure that programmatic and 
facility implementation barriers are resolved 
rapidly for improved performance. PEPFAR 
SA will engage in an initial audit together 
with GoSA and then utilize feedback 
from community-led monitoring and 
our own site visits to target facilities that 
need to improve implementation of core 
infection control activities. Priorities for 
all PEPFAR-supported sites include:

- universal TB screening;

- all windows are kept open; 

- large multi-language TB infection 
control posters to be displayed in 
visible places in the waiting area; 

- Patients to be screened for TB 
symptoms upon arrival; 

- People coughing or with TB 
symptoms to be seen first to 
reduce the risk of transmission; 

- People who are coughing to be separated 
from those who are not while waiting; and 

- People who cough a lot or who may have 
TB to be given tissues or TB masks (after 
masks are no longer required by COVID-19).

COP21 Target: All patients are screened for 
TB symptoms upon arrival at the facility (this 
can be integrated with COVID-19 screening) 
at 100% of PEPFAR supported facilities.

COP21 Target: All windows at 
100% of PEPFAR supported sites 
are kept open for ventilation.

COP21 Target: Large TB infection 
control posters in various South African 
languages to be displayed in visible 
places in the waiting area at 100% 
of PEPFAR supported facilities.

COP21 Target: People coughing or 
with TB symptoms are seen first to 
reduce the risk of TB transmission at 
100% of PEPFAR supported facilities

COP21 Target: People who are 
coughing are separated from those 
who are not whilst waiting in 100% 
of PEPFAR supported facilities. 

PEOPLE’S COP21 – COMMUNITY PRIORITIES – SOUTH AFRICA60



COP20 SDS, PLANNING 
LETTER & MER DATA LANGUAGE TO INCLUDE IN COP21 SDS TARGET

PR
IO

RI
TY

 IN
TE

RV
EN

TI
ON

S •
 P

RI
OR

IT
Y 

IN
TE

RV
EN

TI
ON

S  
• P

RI
OR

IT
Y 

IN
TE

RV
EN

TI
ON

S •
 P

RI
OR

IT
Y 

IN
TE

RV
EN

TI
ON

S •
 P

RI
OR

IT
Y 

IN
TE

RV
EN

TI
ON

S

10.5. Viral hepatitis

No mention in SDS Prevention services should promote health 
and treatment literacy about viral hepatitis 
transmission and prevention, should 
offer linkage to viral hepatitis testing, 
DAA treatment, and HBV vaccination for 
people at highest risk, including people 
who use and inject drugs. In addition, 
prevention services should advocate and 
implement a comprehensive package 
of harm reduction interventions.

Include “Addressing viral hepatitis 
coinfections can prevent liver cancers.”

Include “Addressing HBV can prevent 
hepatitis D (which only occurs in people 
who already have HBV)--in which 
there’s no treatment or vaccine.”

PEPFAR can cover the purchase of 
GeneXpert HCV cartridges, ABBOTT 
RealTime, and Roche Cobas Taqman HCV 
assays, sample transport, and laboratory 
network strengthening to integrate 
viral hepatitis testing using existing 
HIV infrastructure. PEPFAR can cover 
training and support for the National 
AIDS Program and National Viral Hepatitis 
Program to update national guidance 
on diagnostics to move towards simpler, 
decentralized diagnostics algorithms 
that include point-of-care testing. 

Community-Based Testing programs 
should consider incorporating and 
registering HIV and HCV antibody 
self-testing and rapid viral load, dried 
blood spot tests into community-based 
testing strategies where appropriate.

With highly effective and safe pangenotypic 
direct-acting antivirals, people with 
HCV can effectively be cured and not 
transmit the virus if accurate, appropriate 
prevention education and access to 
harm reduction materials are in place. 
Linkage to early HCV treatment for 
people who are HIV/HCV can prevent 
further liver damage and liver cancer 
and improve HIV and health outcomes.

Integrate viral hepatitis into HIV 
diagnostics algorithm. This includes 
utilizing unused capacity on GeneXpert 
and other multi-disease diagnostics 
platforms to run HBV and HCV tests.

COP21 Target: All KPs are offered voluntary 
hepatitis testing, at no out-of-pocket 
cost and including for reinfections, when 
accessing HIV prevention, treatment, 
or other harm reduction services. 

COP21 Target: Preventative HBV vaccine 
is offered at the time of return of HIV 
results, depending on other health 
conditions, previous treatment experience, 
and potential drug-drug interactions

COP21 Target: All people diagnosed with 
HBV and/or HCV are offered treatment, 
care, and linked to wraparound services. 

10.6. Hypertension + Diabetes

No mention in SDS Diabetes and hypertension screening 
and treatment is incorporated 
within repeat collection prescription 
strategies for HIV treatment.

COP21 Target: Diabetes and hypertension 
screening and treatment is incorporated 
within repeat prescription collection 
strategies for HIV treatment.
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11.1. Clinic committees + AIDS Councils

No mention in SDS In COP21, PEPFAR SA will provide resources 
to ensure a wide-scale capacity building 
programme led by community and 
PLHIV groups to ensure functionality 
of clinic committees. Additionally it is 
critical that there is improved linkage 
between clinic committees and ward, 
local, and district AIDS councils, 
given that the implementation of 
HIV policy occurs at a clinic level.

COP21 Target: PEPFAR SA funds 
a community-led and wide-scale 
capacity building programme to train 
clinic committees on their roles and 
responsibilities to ensure their functionality.

 COP21 Target: PEPFAR SA provides 
quarterly POART updates and slides at 
national, provincial and district levels for 
AIDS councils and other interested parties.

11.2. Ritshidze

“The PEPFAR SA COP20 will continue with 
the COP19 NDOH endorsed community-led 
monitoring. Community-led monitoring 
will contribute to South Africa’s HIV/AIDS 
and TB responses by empowering PLHIV 
to monitor facilities and hold authorities 
accountable for providing high-quality 
HIV and TB care and support.” - pg. 39

“This collaboration will increase in COP20, 
as PEPFAR SA will continue to benefit from 
community monitoring through PLHIV 
sector’s Ritshidze, which will continue to 
monitor HIV services at PEPFAR-supported 
sites within the 27 priority districts.” - pg. 45

The PEPFAR SA COP21 will continue with 
the NDoH endorsed community-led 
monitoring project—Ritshidze. Community-
led monitoring will contribute to South 
Africa’s HIV/AIDS and TB responses by 
empowering PLHIV to monitor facilities and 
hold authorities accountable for providing 
high-quality HIV and TB care and support.

COP21 Target: Funding is maintained 
at USD 2.5 million for the Ritshidze 
project (run by the PLHIV Sector) in 
COP21 to continue monitoring 400 high 
burden sites across South Africa. 
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