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INTRODUCTION
The People’s COP22 comes at a moment of deep reckoning. The world has
emerged from two years of the worst of COVID-19 and one of the key lessons
to be learnt is that health systems must urgently find ways to be adaptive,
resilient and innovative enough to withstand multiple burdens and new crises.
Resoundingly clear is that the HIV and TB response in South
Africa suffered its share of setbacks, making the push to
reach the UNAIDS’s 95-95-95 targets by 2030 a goal that
needs redoubled efforts and smarter strategy. According
to the National Department of Health, to date, South
Africa has reached only 93%-77%-89%, pointing to a major
ongoing retention crisis. COVID-19 lockdowns disrupted
people’s healthcare-seeking behaviours and also negatively
impacted on facilities’ abilities to manage multiple epidemics
simultaneously, while also trying to stay on top of trying to
address everyday healthcare needs of public healthcare users.
Along with these pressures comes the reality that PEPFAR
funding has flatlined after a major cut in funding 2021.
Adequate funding remains a key factor in being able to invest
in enough human resources at facility level to ensure that
enough people living with HIV (PLHIV), key populations (KPs),
and people with TB can get the services they need. The reality,
though, is that facilities are experiencing retrenchments
of PEPFAR-supported healthcare workers, increasing the
burden on those clinic staff who remain in position. More
than a quarter of Facility Managers interviewed requested
PEPFAR to support additional HRH going forward.
The People’s COP22 uses on-the-ground community-led
monitoring data, collected by Ritshidze, at more than 400
facilities across South Africa. Through this data a clearer picture
has emerged of what challenges at facility level look like and
why PLHIV are interrupting treatment and/or disengaging
from care. The sentiments of PLHIV and KPs have been
canvassed, giving voice and greater agency to people trying
to access HIV and TB prevention and treatment services.
The People’s COP22 is an analysis of these data. It informs and
reaffirms the urgent call for PEPFAR’s Country Operational
Plan (COP22) to implement the recommendations
outlined within the prescribed timeframes.
It remains a priority to urgently improve staff attitudes to
ensure friendly and welcoming services for all PLHIV, KPs
and people with TB, including those returning to care after
a treatment interruption. Instead, too often, people are
made to feel unwelcome or even bullied and ill-treated by
clinic staff, including security guards. PLHIV who return to
the clinic are shouted at and sent to the back of the queue.
This only discourages people from ever going back.
Add to this, many public healthcare users complained
about long waiting times compounded by dysfunctional
filing systems and lost or missing files. Ritshidze found that
at 30% of facilities files were in disarray, meaning people’s
medical records are compromised and waiting times are

further stretched out when files can’t be easily located —
and more than a quarter of facilities monitored kept people
waiting for more than 6 hours before being helped. This
after having waited outside in unsafe conditions, as more
people are forced to arrive earlier than clinic opening times
in the hope of securing better spots in long queues.
Public healthcare users are also affected by not being able
to get transfer letters — something that should not be
required to start or restart ARVs. Yet 290 people interviewed
had been refused access to services without one.
Progress on multi-month dispensing is slow, and South
Africa remains very far behind all other PEPFAR-supported
countries in getting to three or six month supply. Repeat
prescription collection strategies make ART collection quicker
and PLHIV are on the whole happy with them, but not enough
people have been decanted to these options. Too many
people still have to go to the facility to collect ART refills
when 47% would prefer to collect ARVs closer to home.
For those KPs who continue to suffer the daily indignities
associated with using the public health system, specific
services remain unavailable for the most part. Basic HIV
prevention tools like condoms and lubricants are often
unavailable at the clinic — only 26% of men who have sex
with men, 19% of people who use drugs, 28% of sex workers,
and 25% of trans* people reported that lube is available.
Only 5% of trans* people have access to hormone therapy
at drop-in centres and only 7% at facilities. One transwoman
told us that the roundtrip to collect her hormone
therapy costs R150 as the services are not available in her
province in the North West. She says that many people
who approach the clinic nurses for help or information
about hormone treatment are just dismissed.
Harm reduction services — like methadone and unused
needles, overdose treatment such as naloxone — are critically
important to support people who use drugs to take drugs
safely, or be supported to stop. Yet only 24% of people using
drugs said methadone was available at drop-in centres and
only 9% at clinics. One man explained how the clinic staff don’t
treat people who use drugs as “human beings” instead “they are
so judgemental… calling us names that make us feel offended.”
Putting these challenges right will encourage people to get
the HIV and TB prevention or treatment services they need.
It will ensure that those who have interrupted treatment
or disengaged from care can restart. We recognise that the
road ahead to end AIDS remains long, but the renewed
starting point is to get back on track with the determination
that there is no room for a single step more to be lost.
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ABOUT THIS REPORT
This year’s “People’s COP” has been developed using data collected
through Ritshidze. In addition to community-led monitoring data, the
People’s COP has been further shaped following consultation with people
living with HIV, key populations, and other activists and organisations
working at the forefront of South Africa’s HIV and TB response.
Ritshidze data in this report were collected
between November 2021 and January 2022:
+ Interviews took place with 381 Facility Managers
+ Observations took place at 395 facilities
+ Interviews took place with 13,989 patients
+ 10,246 (73.24%) identified as people living with HIV
+ 9,334 (66.72%) identified as women
+ 3,481 (24.88%) were under 25 years of age
All data are available at: data.ritshidze.org.za

Further data collection took place specific to key populations.
A total of 5,979 surveys were taken, combining 1,476 MSM,
2,397 PWUD, 1,344 sex workers, and 762 trans* people. The
data collection took place between August and October 2021,
across 18 PEPFAR supported districts in 7 provinces. KPs who
took part were identified through snowball sampling where
initial participants were asked to refer those they know, who
in turn refer those they know, to participate in the survey.
The full data set is available at: bit.ly/RitshidzeKeyPops2022
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COMMUNITY PRIORITIES
INTERVENTIONS FOR COP22
This table reflects the 2022 community priorities for inclusion
in COP22. Some are priorities that have been included in past
People’s COPs but have not yet been fully implemented.
WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

COP21, COP22

No

COP22 Target: Any reports of poor staff attitude, privacy violations, verbal
or physical abuse/harassment and/or of services being restricted or refused
should be urgently investigated by DoH/PEPFAR and disciplinary action
taken where appropriate. Facility Managers should be held responsible
for unresolved issues. For facilities we report on here, the DoH/PEPFAR
should respond within 3 months with actions that have been taken.

COP22

No

COP22 Target: PEPFAR should provide a full list of facilities where District Support
Partners (DSPs) have trained and sensitised staff on KP issues, including how
many clinic staff have been trained per site, in the last two years. Importantly,
as many instances of denial of services are instigated by security guards,
training and sensitising of staff must include such cadres of workers.

COP22

No

COP22 Target: DoH and PEPFAR should ensure that all clinical and non-clinical staff
(including security guards) across public health facilities are actually sensitised on
provision of KP friendly services to ensure a welcoming and safe environment for all
KPs at all times. KPs must be involved in the implementation of these training modules.

COP21, COP22

In part

COP22 Target: Post sensitisation training, the Department of Health and
PEPFAR should complete follow up to assess the quality of KP service provision
at site level (to show the success of the sensitisation programme).

COP22

No

COP22 Target: PEPFAR should scale-up support to 300 additional
sites across the 27 PEPFAR supported districts for ongoing training
and sensitisation of clinic staff, including follow up. KPs must be
involved in the implementation of these training modules.

COP22

No

COP22 Target: PEPFAR should fund KP peer navigators at all PEPFAR supported public
health facilities to support KP service uptake, referral and improve long-term retention.

COP21, COP22

In part

COP22 Target: PEPFAR should fund KP-led community groups
to carry out HIV and TB prevention and treatment literacy
trainings and localised social mobilisation campaigns.

COP17, COP19,
COP20, COP21,
COP22

No

COP22 Target: DoH and PEPFAR should begin a process to be completed
by April 2022 of designating at least 2 public health facilities per population
per district to serve as KP designated service delivery centres. Site selection
should take into account local context and facilities may serve more
than one population, but may not always be appropriate to combine
all KPs into single settings given differential needs between KP groups.
These sites must be allocated additional staff and resources to provide
comprehensive health services to the specific KP population being served.

COP22

No

COP22 Target: DoH and PEPFAR should ensure that condom compatible lubricants
and both male and female condoms are easily available at all public health facilities
(not only upon request or in public spaces that make it difficult to pick them up).

COP21, COP22

In part

PRIORITY
1.1 KP FUNDING
COP22 Target: PEPFAR should increase KP programming to at least
$28,400,489 (matching COP20 and KPIF funding levels) to improve
the reach, consistency and availability of KP services.
1.2 KP FRIENDLY SERVICES

1.3 KP SPECIFIC SERVICES

PEOPLE’S COP22 – COMMUNITY PRIORITIES – SOUTH AFRICA

7

WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

COP22 Target: DoH and PEPFAR should ensure that harm reduction services
— including medically assisted treatment such as methadone and other drug
dependence treatment — are made available at public health facilities. Where
PWUD need specialised care from a drop-in centre or public health facility
offering specialised care, they should be provided with easy referral and adequate
resources (including transport/money for transport) to uptake those services.

COP21, COP22

No

COP22 Target: DoH and PEPFAR should ensure that trans* people are able to
access hormone therapy and gender affirming services closer to home. Where
trans* people need specialised care from a drop-in centre or public health facility
offering specialised care, they should be provided with easy referral and adequate
resources (including transport/money for transport) to uptake those services.

COP21, COP22

No

COP22 Target: PEPFAR should fund KPs to be employed as counsellors
to improve psycho-social support and counselling for KPs.

COP22

No

COP22 Target: Any reports of poor staff attitude, privacy violations, and/or verbal
or physical abuse/harassment at drop-in centres, mobile clinics, or other KP service
delivery points, should be urgently investigated by PEPFAR and the Global Fund
and disciplinary action taken where appropriate. For sites we report on here,
PEPFAR/GF should respond within 3 months with actions that have been taken.

COP22

No

COP22 Target: An assessment of service quality for mobile clinics
servicing PWUD should be undertaken given the low service
acceptability and satisfaction found during the data collection.

COP22

No

COP22 Target: PEPFAR and Global Fund should ensure that a minimum package of
services is provided for each KP group at all drop-in centres. Site assessment should
be carried out to ensure that all sites are equipped with the essential services for KPs.

COP21, COP22

In part

COP22 Target: PEPFAR and Global Fund should ensure that barrier
contraception (including condom compatible lubricants, male and
female condoms) are easily available at all drop-in centres (not only
upon request or in spaces that make it difficult to pick them up) as
well as mobile clinics and other KP service delivery points.

COP21, COP22

In part

COP22 Target: PEPFAR and Global Fund should ensure that harm reduction
services — including medically assisted treatment such as methadone and other
drug dependence treatment — are made available at all PWUD drop-in centres.
Where PWUD live far from these services, adequate resources (including transport/
money for transport) should be provided to ensure they can uptake those services.

COP21, COP22

In part

COP22 Target: PEPFAR and Global Fund should ensure that trans* people are able
to access hormone therapy and gender affirming services closer to home. Where
trans* people live far from these services, adequate resources (including transport/
money for transport) should be provided to ensure they can uptake those services.

COP21, COP22

In part

COP22 Target: PEPFAR and Global Fund should ensure that all KPs are offered
voluntary hepatitis testing at drop-in centres, including for reinfections, when
accessing HIV prevention, treatment, or other harm reduction services — and
the preventative HBV vaccine should be offered at the time of return of HIV
results, depending on other health conditions, previous treatment experience,
and potential drug-drug interactions. All people diagnosed with HBV and/or
HCV should be offered treatment, care, and linked to wraparound services.

COP21, COP22

No

COP22 Target: PEPFAR should scale-up an additional mobile clinic
per PEPFAR supported district to ensure mobile and outreach
services in areas not served by a clinic and/ or rural areas.

COP22

No

COP22 Target: PEPFAR should hire KPs to support the provision of
mobile clinic services and outreach services — acting as a bridge
between the community and healthcare workers. This can support
the better provision of services closer to where KPs are.

COP22

No

COP22

No

PRIORITY
1.3 KP SPECIFIC SERVICES

2.1 STAFFING
COP22 Target: PEPFAR should support GoSA in filling all vacancies at PEPFAR
Operation Phuthuma Support (POPS) facilities in the short term.
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WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

COP22

No

COP22 Target: Zero Ritshidze reports of dysfunctional filing systems leading to
longer waiting times or that files are stored in spaces that are not confidential
so that public healthcare users can access or view other people’s files.

COP20, COP21,
COP22

No

COP22 Target: Files are not required for RPCs: Facility pick-up.
As per updated 2020 Adherence Guidelines, PLHIV go directly
to pick-up point in the facility to collect their ART refill.

COP22

No

COP22 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.

COP20, COP21,
COP22

No

COP22 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,
COP22

No

COP22 Target: Appointment systems should be put in place at all PEPFAR
supported sites, including appointment times, to ensure efficient service
delivery and to reduce waiting times. Appointment times should be spaced
across the day and make use of afternoons before the facility closes.

COP22

In part

COP22 Target: Extend and implement ARV refills to at least 3 month supply for
all eligible PLHIV (including stable children over 2 years and adolescents) by start
COP22 including CCMDD and SyNCH parameters to support this immediately.

COP20, COP21,
COP22

No

COP22 Target: PEPFAR SA to work with provincial offices to ensure 3MMD is
allowed (no blanket ban on 3MMD) despite any CCMDD service provider pre-pack
quantity limitations or SyNCH limitations on number of generated barcodes.

COP22

No

COP22 Target: PEPFAR SA to work with GoSA to ensure CCMDD service
providers are capacitated to pre pack 3 months of ART by start of COP22.

COP22

No

COP22 Target: Extend and implement ARV refills to 6
month supply for all eligible PLHIV in COP22.

COP22

No

COP22 Target: PEPFAR SA to work with GoSA supply chain to fast track
3MMD coverage for all eligible PLHIV and enable 6MMD in 2022.

COP22

No

COP22 Target: PEPFAR SA to work with GoSA to authorise 12 month scripting
for stable PLHIV permanently as was done during COVID-19 pandemic.

COP22

No

COP22 Target (Fast track): PEPFAR SA must ensure
every stable PLHIV is offered RPCs options.

COP17, COP18,
COP19, COP20,
COP21, COP22

In part

COP22 Target (Fast track): Investigate and correct all reports of repeat
prescription collection strategies that do not streamline ART refill collection
or increase overall PLHIV satisfaction, including adherence clubs.

COP18, COP19,
COP20, COP21,
COP22

In part

COP22 Target: Scale implementation of repeat prescription strategies to reach
90% of stable PLHIV and ensure 60% are accessing treatment from community
RPCs models (external pick-up point (PuP)/ community-based adherence clubs)
and 20% from group-based RPCs (Facility/Community-based Adherence Clubs)
— *note PLHIV should be able to choose the modality that suits individual needs.

COP21, COP22

No

COP22 Target: >90% of patients enrolled in RPCs are active (not overdue for
RPCs rescript) on the programme. PEPFAR SA to monitor and report on patients
enrolled in RPCs that are more than 28 days late for rescript by facility.

COP17, COP18,
COP19, COP20,
COP21, COP22

No

COP22 Target: Establish at least two additional external pick up points
at each PEPFAR supported site in order to provide greater access to ARV
refills closer to home and at more convenient locations to PLHIV.

COP21, COP22

No

PRIORITY
2.1 STAFFING
COP22 Target: At all POPS sites with total average waiting time after the facility
opens of >3 hours the DSP must immediately do an assessment and develop a
specific plan for each facility that will bring the waiting time below 2 hours.
2.2 WAITING TIMES

3.1 MULTI-MONTH DISPENSING

3.2 REPEAT PRESCRIPTION COLLECTION STRATEGIES
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PRIORITY

WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

3.2 REPEAT PRESCRIPTION COLLECTION STRATEGIES
COP22 Target (Fast track): Adherence clubs should be restarted at facilities
and in the community in their group format following COVID-19 health
protocols to maintain safety (including ensuring physical distancing,
proper ventilation, mask use and COVID-19 vaccination offer and support)
— in order to provide peer support, treatment literacy etc.

COP18, COP19,
COP20, COP21,
COP22

No

COP22 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
that provides peer support and treatment literacy information.

COP18, COP19,
COP20, COP21,
COP22

No

COP22 Target: At least 30% of Adherence Club Facilitators are PLHIV.

COP21, COP22

No

COP22 Target: All staff at PEPFAR supported sites are trained and held accountable
to provide a friendly and welcoming environment for all public healthcare
users, including PLHIV returning to care after a treatment interruption. Overall
accountability should be with the Facility Manager if no improvements are made.

COP19, COP20,
COP21, COP22

In part

COP22 Target: Any reports of poor staff attitude (that contribute to PLHIV interrupting
treatment or disengaging from care) by PEPFAR supported staff should be urgently
investigated and disciplinary action taken where appropriate. For facilities Ritshidze
reports on, PEPFAR should respond within 3 months with actions that have been taken.

COP22

No

COP22 Target: Working with NDoH, PEPFAR SA ensures that no PLHIV
is sent to the back of the queue if they miss an appointment.

COP21, COP22

No

COP22

No

COP22 Target: A package of psychosocial support should be available at
100% of PEPFAR supported sites that includes provision of individualised
quality assured counselling 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, COP22

In part

COP22 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 quality assured
enhanced adherence counselling but attendance is not made mandatory.

COP21, COP22

No

COP22 Target: Maintain commitments in COP21 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. Actually implement these groups!

COP18, COP19,
COP20, COP21,
COP22

In part

COP22 Target: PEPFAR should fund an expansion of PLHIV + KP
led treatment literacy efforts across all provinces, through training,
education and localised social mobilisation campaigns.

COP17, COP19,
COP20, COP21,
COP22

No

COP22 Target: PEPFAR and DoH should ensure that all healthcare workers
provide accurate and easily understandable information on treatment
adherence, the importance of an undetectable viral load, and the if
undetectable, the availability of RPCs (less frequent ART refill collection
closer to home with group support if desired) when talking to PLHIV,
through consultations, counselling, outreach, and health talks at clinics.

COP19, COP20,
COP21, COP22

In part

COP22 Target: PEPFAR and DoH should ensure that viral load test
results are properly explained to all PLHIV in a timely manner.

COP19, COP20,
COP21, COP22

In part

4.1 FRIENDLY + WELCOMING SERVICES

4.2 TRANSFER LETTERS
COP22 Target: Any reports where immediate treatment continuation or restart is
delayed by PEPFAR supported staff requiring a transfer letter should be urgently
investigated and disciplinary action taken where appropriate. For facilities Ritshidze
reports on, PEPFAR should respond within 3 months with actions that have been taken.
4.3 PSYCHOSOCIAL SUPPORT

5 TREATMENT + VIRAL LOAD LITERACY
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WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

COP22 Target: PEPFAR SA to actively support GoSA with dissemination, training
and implementation of the national Welcome Back Strategy (October 2011).

COP22

No

COP22 Target: PEPFAR SA implements at all PEPAR supported sites South Africa’s March
2020 Adherence Re-engagement SOP 9 which differentiates appropriate service delivery
for people re-engaging in care including immediate/accelerated access to 3MMD
while awaiting viral load monitoring and enrolment/re-enrolment in RPCS models,
specifically focusing on implementation of the endorsed re-engagement algorithm.

COP22

No

COP22 Target (Fast Track): 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, COP22

In part

COP22 Target (Fast Track): PEPFAR SA ensures that all linkage officers have access
to phones/airtime/data to be able to effectively call PLHIV who miss appointments.

COP21, COP22

In part

COP22 Target (Fast Track): 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, COP22

In part

COP22 Target (Fast Track): PEPFAR SA ensures that PEPFAR supported CHWs have
access to reliable transport to effectively trace PLHIV who have disengaged from care.

COP21, COP22

No

COP22 Target: PEPFAR SA to support GoSA to:
+ release SA’s national TB Recovery Plan amidst COVID-19 with action
points to ensure integrated TB, HIV and COVID-19 care;
+ update CHWs scope of work to reflect their roles in
integrated TB, HIV and COVID-19 care;
+ ensure standardised training on HIV, TB and COVID-19 and the provision
of adequate infection prevention equipment (PPE) for all CHWs;
+ release the policy on Occupational Health for health workers regarding
TB and HIV to protect health workers against occupational disease.

COP22

No

COP22 Target: PEPFAR must ensure that all healthcare providers ask if the individual’s
partners have ever been violent and record the answer to this question, before
contacting the sexual partners of PLHIV. 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,
COP22

In part

COP22 Target: PEPFAR must ensure that 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 implementing partners with PEPFAR and civil society.

COP20, COP21,
COP22

In part

COP22 Target: PEPFAR must ensure that prior to implementing (or 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,
COP22

In part

COP22 Target: PEPFAR must ensure that all implementing partners and healthcare
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,
COP22

In part

COP22 Target: PEPFAR must ensure that 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.

COP20, COP21,
COP22

No

COP22 Target: PEPFAR must suspend index testing at
any facility that cannot meet these demands.

COP20, COP21,
COP22

No

PRIORITY
6 TRACING AND RE-ENGAGING PLHIV AND PEOPLE WITH TB

7 INDEX TESTING
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WHAT YEARS DID
WE ASK FOR IT?

DO WE HAVE IT?

COP22 Target: PEPFAR must report to CSOs the results of the REDCap
assessments and the specific remediation steps that have been
taken. REDCap tool results must be shared for all facilities.

COP22

No

COP22 Target: All sites implementing PEPFAR supported index testing must report
on: a) The number and proportion of index clients who have been screened for IPV;
b) The number and proportion of index clients that have screened positive for IPV

COP22

No

COP22 Target: All implementing partners (IPs) will report for all facilities
implementing index testing where patients are referred for GBV/IPV services
not provided on site as well as transport options available for patients.

COP22

No

COP22 Target: PEPFAR will select a representative sample of facilities
implementing index testing to administer PEPFAR’s GBV Quality Assurance Tool.
Results of the tool’s implementation will be shared with CSO representatives
and a remediation plan put into place for any gaps identified.

COP22

No

COP22 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,
COP22

No

COP22 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.

COP21, COP22

In part

COP22 Target: PEPFAR to support GoSA in dissemination and
training on new national PrEP Guidance (from October 2021).

COP22

No

COP22 Target: Everyone eligible should be offered PrEP.

COP21, COP22

In part

COP22 Target: PrEP refills extended to 3 month supply for
individuals using PrEP for more than 3 months.

COP22

No

COP22 Target: Implement RPCs for PrEP to simplify service
delivery including community collection of PrEP refills.

COP22

No

COP22 Target: Lay providers to support re-engagement strategies with
a focus on people with AHD re-engaging including linkage from hospital
to clinic after re-engagement at a hospital (common as unwell)

COP22

In part

COP22 Target: PEPFAR SA to increase active linkage support for PLHIV with
AHD started/restarted on ART in GoSA hospitals by inclusion in individual case
management/accompaniment to clinic to reduce morbidity and mortality.

COP22

No

COP22 Target: PEPFAR SA to implement phone and/or home visit clinical
check-in follow-up 2 weeks, 6 weeks, 10 weeks for individuals started
or restarted on ART with AHD with appropriate referral systems.

COP22

No

COP22 Target: Point of care diagnostic tools provided 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, COP22

No

COP22 Target: PEPFAR SA should ensure the provision of flucytosine
for inpatient and outpatient facilities for follow-up oral treatment
together with fluconazole in order to reduce overall mortality.

COP22

No

COP22 Target: PEPFAR and GoSA should ensure clear quantification and
monitoring of cryptococcal meningitis (CM) including annually how many
PLHIV: 1) develop CM; 2) receive optimal treatment for CM; 3) survive CM; 4) die
of CM; 5) receive preventive treatment for CM; 6) receive a CD4 test; 7) CRAG+
getting lumbar puncture (LP); 8) LP negative getting fluconazole prophylaxis.

COP22

No

PRIORITY
7 INDEX TESTING

8 MEN

9 PREP

10.1 AHD + CRYPTOCOCCAL MENINGITIS

12

PEOPLE’S COP22 – COMMUNITY PRIORITIES – SOUTH AFRICA

WHAT YEARS DID
WE ASK FOR IT?

PRIORITY

DO WE HAVE IT?

10.2 TB SCREENING AND TESTING
COP22 Target: 100% of PLHIV, including CLHIV, are screened for TB and
COVID-19 upon presentation to care at every clinical encounter.

COP19, COP20,
COP21,COP22

In part

COP22 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, COP22

In part

COP22 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, COP22

In part

COP22 Target: 100% of healthcare workers at PEPFAR-supported sites are trained
to perform TB screening, urine-LAM, and rapid molecular testing among PLHIV in
accordance with WHO recommendations and algorithms and appropriate approach
for sputum scarce symptom positive but rapid molecular negative patients.

COP19, COP20,
COP21, COP22

In part

COP22 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, COP22

In part

COP22 Target: Procurement quantities of commodities required for urine-LAM
and rapid molecular testing should each exceed 160,000, the estimated number
of PLHIV, including CLHIV, expected to present to care at PEPFAR-supported
sites with advanced HIV disease or TB signs and symptoms in COP22.

COP19, COP20,
COP21, COP22

In part

COP22 Target: All eligible PLHIV and all eligible contacts of a person with
pulmonary TB, including children and adolescents, should be traced and
initiated on TPT. All people considered for TPT should undergo clinical
evaluation (symptom check and physical examination) and be tested
with GeneXpert (Xpert), even without having any symptoms.

COP20, COP21,
COP22

In part

COP22 Target: TPT must be incorporated within RPCs.

COP20, COP21,
COP22

No

COP22 Target: 2,121,100 PLHIV including children and adolescents (80% of those
eligible already on ART plus 95% of those newly initiated) be initiated and complete
TPT within COP22, and cotrimoxazole, where indicated, must be fully integrated
into the HIV clinical care package at no cost to the patient. Of these, at least 26%
(549,720) should receive 3HP in line with GoSA commitments at UN HLM on TB.

COP20, COP21,
COP22

In part

COP22 Target: PEPFAR to support GoSA to expedite the adoption
of LTBI Guidelines. All PEPFAR-supported districts to expedite the
introduction of short-course single-dose and FDC 3HP therapies.

COP21, COP22

No

COP22

No

COP17, COP20,
COP21, COP22

No

COP19, COP20,
COP21, COP22

In part

10.3 TB PREVENTIVE THERAPY

10.4 HYPERTENSION + DIABETES
COP22 Target: Al PEPFAR-supported facilities scale implementation of repeat
prescription strategies to reach 60% of all PLHIV with controlled hypertension/diabetes.
11.1 CLINIC COMMITTEES
COP22 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.
11.2 RITSHIDZE
COP22 Target: USD 3.5 million for Ritshidze (run by the PLHIV Sector)
in COP22 to continue community-led monitoring across South Africa
including to gather evidence, analyse data, generate solutions and
engage with duty bearers to ensure swift corrective action.
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BOIKETLO CLINIC

PHAHAMENG CLINIC

14

LONELY PARK CLINIC

COMMUNITY PRIORITY
INTERVENTIONS FOR COP22
1. Key Populations
1.1. KP friendly services

20%
15%
14%
38%
28%
45%

of KPs we interviewed were not
receiving services anywhere
think clinic staff are never friendly
and professional towards PWUD
refused access to services at the
facility because they are MSM
refused access to services at the facility
in Limpopo because they are PWUD
of sex workers thought that privacy
is not well respected at facilities
 f trans* people say unfriendly
o
services is the reason they do
not access healthcare at all

RECOMMENDATIONS:
+ COP22 Target: Any reports of poor staff attitude, privacy
violations, verbal or physical abuse/harassment and/or
of services being restricted or refused should be urgently
investigated by DoH/PEPFAR and disciplinary action taken
where appropriate. Facility Managers should be held
responsible for unresolved issues. For facilities we report on
here, the DoH/PEPFAR should respond within 3 months with
actions that have been taken.
+ COP22 Target: PEPFAR should provide a full list of facilities
where District Support Partners (DSPs) have trained and
sensitised staff on KP issues, including how many clinic staff
have been trained per site, in the last two years. Importantly,
as many instances of denial of services are instigated by
security guards, training and sensitising of staff must include
such cadres of workers.
+ COP22 Target: DoH and PEPFAR should ensure that all
clinical and non-clinical staff (including security guards)
across public health facilities are actually sensitised on
provision of KP friendly services to ensure a welcoming and
safe environment for all KPs at all times. KPs must be involved
in the implementation of these training modules.
+ COP22 Target: Post sensitisation training, the Department
of Health and PEPFAR should complete follow up to assess
the quality of KP service provision at site level (to show the
success of the sensitisation programme).
+ COP22 Target: PEPFAR should scale-up support to 300
additional sites across the 27 PEPFAR supported districts for
ongoing training and sensitisation of clinic staff, including
follow up. KPs must be involved in the implementation of
these training modules.

+ COP22 Target: PEPFAR should fund KP peer navigators at
all PEPFAR supported public health facilities to support KP
service uptake, referral and improve long-term retention.
+ COP22 Target: PEPFAR should fund KP-led community
groups to carry out HIV and TB prevention and treatment
literacy trainings and localised social mobilisation
campaigns.
20% of KPs we interviewed were not receiving services
anywhere. Of those who were accessing services, the majority
use a public health facility to access their health services rather
than a drop-in centre, mobile clinic or private doctor (86% of
MSM, 85% of PWUD, 76% of sex workers, and 75% of trans*
people). In fact, many KPs we spoke to are not even aware
of drop-in centres including 87% (840) of MSM, 81% (1123)
of PWUD, 74% (718) of sex workers, and 83% (419) of trans*
people. Those who are aware of them often live too far away
and cannot afford the cost of transport to access them.

Of KPs who access services somewhere: proportion using
facilities, drop-in centres mobile clinics, and private doctors
WHERE

MSM

PWUD

Public health
facility

86%
(859)

85%
(1,270)

Drop-in centre

6% (64)

Mobile clinic

8% (83)

Private doctor

7% (72)

SEX
TRANS*
WORKERS PEOPLE
76% (805)

75%
(409)

10% (53)

2% (29)

2% (23)

12% (65)

7% (101)

21%
(222)

10% (57)

8% (117)

5% (56)

Percentage of respondents not aware of
any drop-in centres (percentage)
87%

MSM

81%

PWUD
SEX
WORKERS
TRANS*
PEOPLE

74%
83%

Yet at clinics, KPs are often treated very poorly by clinic staff
who at times shout or verbally abuse people, questioning
people’s sexuality or gender, and how or why they engage
in sex work or take drugs. Others report being humiliated
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in front of other healthcare users. Just 42% of respondents
reported that facility staff are always friendly and
professional towards MSM; just 41% towards PWUD; just 42%
towards sex workers; and just 46% towards trans* people.
KPs were also concerned about ongoing privacy violations
as clinic staff were known to disclose people’s HIV status,
or the fact that they are a KP, in front of other healthcare
users, or to invite other clinicians into private consultations
in order to mock or judge people’s symptoms.

Feeling unsafe and uncomfortable at the clinic
discourages KPs from going to access services, impacting
the uptake of testing and prevention services, as
well as undermining long-term adherence. KPs must
not face verbal or physical abuse, verbal or physical
harassment, or risk of arrest when using the public health
facility. Any reports should be urgently investigated
and disciplinary action taken where appropriate.

Percentage of respondents “very satisfied”
with health services offered (percentage)
57%

MSM

44%
25%
56%

PWUD

24%
24%
65%

SEX
WORKERS

55%
28%
71%

TRANS*
PEOPLE

50%
34%

Drop-in
centres

Mobile
clinics

Facilities

RESPONDENTS WHO
THINK PRIVACY IS NOT
WELL RESPECTED AT
FACILITIES, % (N)

Some KPs told us that they feared for their safety at the
clinic. Only 35% of MSM, 34% of PWUD, 50% of sex workers,
and 42% of trans* people felt “very safe” using the facility.
Similarly, only 33% of MSM, 32% of PWUD, 38% of sex
workers and 36% of trans* people felt comfortable at the
facility. For those not getting health services anywhere, a
lack of safety was one of the major reasons given by 20%
of MSM, 17% of sex workers, and 20% of trans* people.

Service provision must respect the privacy of patients.
However, Ritshidze data highlight that significant numbers
of KPs do not think that privacy is respected at the clinic.
For those not getting health services anywhere, a fear
of exposure was one of the major reasons given by 27%
of MSM, 18% of PWUD, 23% of sex workers, and 21% of
trans* people, and a lack of privacy was the reason given
by 26% of MSM, 19% of PWUD, 28% of sex workers, and
35% of trans* people. One trans* woman told us that in
the past, nurses have made her something of a show, a
spectacle. “One time when I asked for lubricants, the
nurse asked me why I needed it, and I had to say it’s
for one, two, three and then she called other nurses
to come and listen like this is something new,” she said
of being treated with no respect for her confidentiality.

MOST COMMON PRIVACY VIOLATIONS

MSM

19% (167)

Disclosure of HIV status (identified by 55% [92] of those asked),
disclosure as MSM (52%,87 ), and counselling patients together (25%, 42)

PWUD

26% (357)

Disclosing someone was a PWUD (identified by 66% [234]
of those asked) and disclosing HIV status (46%, 164).

Sex workers

28% (232)

Disclosure of HIV status (identified by 45% [105] of
those asked), disclosure as a sex worker (44%, 102),
and counselling patients together (33%, 76).

Trans* people

21% (93)

Disclosing a person was trans (identified by 55% [51] of
those asked) and disclosing HIV status (46%, 43).

Shockingly, significant numbers of KPs reported being
refused access to services because of being a KP. This
is absolutely unacceptable and unconstitutional. For
KPs trying to access much needed healthcare, including
HIV services, being chased away can make it more likely
to deter future attempts. While some KPs are aware of
drop-in centres and can find the taxi fare to travel to
them, many are not so lucky. Being refused entry to the
only source of healthcare for you can leave you with no
other option than disengaging altogether, or attempting
to be given a transfer letter (from the very clinic that
refused you services) to another clinic, often meaning an
additional travel cost to a clinic further away from you.
Poor staff attitudes towards KPs, in addition to
safety issues and privacy violations, are seen
widely across provinces. PEPFAR’s response has
primarily been on the development and rollout
of a “robust KP sensitization toolkit” that “has been

adopted by the NDoH to be incorporated as a part of
standard in-service training for all facility staff”1.

Percentage of respondents who had been
refused access to services at the facility
because they are a KP (percentage)
14%

MSM
12%

PWUD
SEX
WORKERS
TRANS*
PEOPLE

13%
11%

1. PEPFAR SDS 2021, page 38. Available at: www.state.gov/wp-content/uploads/2021/09/South-Africa_SDS_Final-Public_Aug-13-2021.pdf
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However, despite that rollout, disrespect, ill-treatment, and
dehumanisation of KPs remain a widespread challenge that
needs to be urgently fixed — with consequences for clinic staff
who commit privacy violations. Given that the challenge remains,
at which facilities has PEPFAR and the Department of Health
trained and sensitised staff? What measures are put in place to
assess the success of this training? At what point do follow up
trainings take place? Are KPs involved in the implementation
of this training? Community-led monitoring should be used as
one mechanism to assess if attitudes have improved, and further
strategies must be employed, including repeat trainings and
holding clinic staff to account, to ensure actual improvement.

1.2. KP specific services

Only 9%

of PWUD report access to
methadone at facilities
compared to 24% of drop-in centre users

Only 26%

of MSM say lubricant
is available at the
facility compared to 39% of drop-in centre users

58%
Only 5%

of trans* people want hormone
therapy to be available at facilities

of trans* people said
hormone therapy
was available at drop-in centres yet,

76%
Only 38%

of trans* people would like
it to be available there.

of eligible sex
workers reported
having been offered PrEP at the facility
compared to 88% of drop-in centre users

Only 24%

 f PWUD said methadone
o
was available at
drop-in centres

RECOMMENDATIONS:
+ COP22 Target: DoH and PEPFAR should begin a process to
be completed by April 2022 of designating at least 2 public
health facilities per population per district to serve as KP
designated service delivery centres. Site selection should
take into account local context and facilities may serve more
than one population, but may not always be appropriate
to combine all KPs into single settings given differential
needs between KP groups. These sites must be allocated
additional staff and resources to provide comprehensive
health services to the specific KP population being served.
+ COP22 Target: DoH and PEPFAR should ensure that
barrier contraception (including condom compatible
lubricants, male and female condoms) are easily available
at all public health facilities (not only upon request or in
public spaces that make it difficult to pick them up).
+ COP22 Target: PEPFAR should fund KPs to be
employed as counsellors to improve psychosocial support and counselling for KPs.
+ COP22 Target: PEPFAR should hire KPs to support
the provision of mobile clinic services and outreach
services — acting as a bridge between the community
and healthcare workers. This can support the better
provision of services closer to where KPs are.

+ COP22 Target: PEPFAR should increase KP programming to at
least $28,400,489 (matching COP20 and KPIF funding levels) to
improve the reach, consistency and availability of KP services.
+ COP22 Target: PEPFAR and Global Fund should ensure that all
KPs are offered voluntary hepatitis testing at drop-in centres,
including for reinfections, when accessing HIV prevention,
treatment, or other harm reduction services — and the
preventative HBV vaccine should be offered at the time of
return of HIV results, depending on other health conditions,
previous treatment experience, and potential drug-drug
interactions. All people diagnosed with HBV and/or HCV should
be offered treatment, care, and linked to wraparound services.
+ COP22 Target: PEPFAR and Global Fund should ensure
that trans* people are able to access hormone therapy and
gender affirming services closer to home. Where trans*
people live far from these services, adequate resources
(including transport/money for transport) should be
provided to ensure they can uptake those services.
+ COP22 Target: PEPFAR and Global Fund should ensure that
harm reduction services — including medically assisted
treatment such as methadone and other drug dependence
treatment — are made available at all PWUD drop-in
centres. Where PWUD live far from these services, adequate
resources (including transport/money for transport) should
be provided to ensure they can uptake those services.
+ COP22 Target: PEPFAR and Global Fund should ensure
that barrier contraception (including condom compatible
lubricants, male and female condoms) are easily available
at all drop-in centres (not only upon request or in
spaces that make it difficult to pick them up) as well as
mobile clinics and other KP service delivery points.
+ COP22 Target: PEPFAR and Global Fund should ensure
that a minimum package of services is provided for
each KP group at all drop-in centres. Site assessment
should be carried out to ensure that all sites are
equipped with the essential services for KPs.
+ COP22 Target: PEPFAR should scale-up an additional
mobile clinic per PEPFAR supported district to
ensure mobile and outreach services in areas
not served by a clinic and/ or rural areas.
+ COP22 Target: An assessment of service quality
for mobile clinics servicing PWUD should be
undertaken given the low service acceptability and
satisfaction found during the data collection.
+ COP22 Target: Any reports of poor staff attitude, privacy
violations, and/or verbal or physical abuse/harassment at
drop-in centres, mobile clinics, or other KP service delivery
points, should be urgently investigated by PEPFAR and the
Global Fund and disciplinary action taken where appropriate.
For sites we report on here, PEPFAR/GF should respond
within 3 months with actions that have been taken.
+ COP22 Target: DoH and PEPFAR should ensure that harm
reduction services — including medically assisted treatment
such as methadone and other drug dependence treatment
— are made available at public health facilities. Where PWUD
need specialised care from a drop-in centre or public health
facility offering specialised care, they should be provided
with easy referral and adequate resources (including
transport/money for transport) to uptake those services.
+ COP22 Target: DoH and PEPFAR should ensure that trans*
people are able to access hormone therapy and gender
affirming services closer to home. Where trans* people
need specialised care from a drop-in centre or public health
facility offering specialised care, they should be provided
with easy referral and adequate resources (including
transport/money for transport) to uptake those services.
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CONDOMS AND LUBRICANT

PrEP

KPs often struggle to access basic prevention tools like male
and female condoms and especially lubricants, either because
those commodities are simply not available at all, or KPs are
questioned for taking them or refused access. In addition,
sometimes condoms and lubricants are just not available.
Ritshidze data gathered in 362 clinics show that lubricants were
only available in 29% of sites between November 2021 and
January 2022. 63% of MSM and 43% of sex workers we spoke to
who could not access any lubricant at facilities, wanted lubricant
to be easily available. Condoms and lubricants could easily be
placed in the toilets or other areas of the clinic where people
could take them without the fear of being seen by others.

Positively, interviews with Facility Managers reveal that
PrEP is available at nearly all of the 400 facilities regularly
monitored by Ritshidze. However availability differed for each
KP group and was lowest for PWUD. While covering a wider
and differing set of sites, KPs interviewed reported between
11% and 31% PrEP coverage depending on the KP group.

Percentage of respondents reporting male condoms
and lubricant available at facilities (percentage)

PWUD

HARM REDUCTION
Harm reduction services are critically important to support
PWUD to stay alive and protect their health — including
ensuring the accessibility of methadone and unused needles,
overdose treatment such as naloxone, as well as psycho-social
support and information on safer drug use. Importantly, PWUD
must be met without judgement. However, on the whole these
services are not available, and as shown in the previous section,
PWUD are often judged and treated in a hostile manner.

60%

MSM

26%
64%
19%
47%

SEX
WORKERS

28%
62%

TRANS*
PEOPLE

25%

Male
condoms

Lubricant

Percentage of respondents reporting male condoms
and lubricant available at drop-in centres (percentage)
51%

MSM
PWUD

39%
51%
17%
53%

SEX
WORKERS

38%
70%

TRANS*
PEOPLE

61% of PWUD we spoke to would like on site drug
dependence initiation and treatment (e.g. methadone),
55% would like referrals for drug dependence initiation
and treatment (e.g. methadone), and 45% would like on
site drug-dependence counselling and support. Service
accessibility must be improved to ensure that PWUD needs
are met and no additional barriers are created to being
able to take drugs safely, or be supported to stop.

HORMONE THERAPY AND
GENDER AFFIRMING CARE

Lubricant

Percentage of respondents reporting male condoms
and lubricant available at mobile clinics (percentage)
64%

MSM

55%
37%
14%
62%

SEX
WORKERS

55%
61%

TRANS*
PEOPLE

32%

Male
condoms

18

In terms of the accessibility of harm reduction services,
Ritshidze data show that on-site drug dependence initiation
and treatment (e.g. methadone) was reported to be available
by only 9% of PWUD using facilities compared to 24% of
drop-in centre users and 12.5% of mobile clinic users. Unused
needles were reported to be available by 3% of PWUD using
facilities compared to 10% of drop-in centre users and 8%
of mobile clinic users. Among facility users, 58% reported
to not be getting enough needles at the facility, but 100%
indicated that the needles received were of good quality.

32%

Male
condoms

PWUD

The bar charts below compare the percentage of KPs
being offered PrEP across facilities, drop-in centres and
mobile clinics and their satisfaction levels. Proportionally
many more KPs are being offered PrEP services at drop-in
centres and mobile clinics as compared to public health
facilities — and satisfaction with PrEP services is mostly
much higher outside the public health facility setting.

Lubricant
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The availability of gender affirming services for those
who need them is critically important. In addition to the
psychological impact of gender dysphoria, in the context of
South Africa, a country rife with transphobia and attacks on
trans* individuals, access to hormone therapy could mean
life or death. However, gender affirming care is mostly only
available in big cities in Gauteng, Western Cape, KwaZuluNatal and Eastern Cape. Ritshidze data show that most
trans* people interviewed who reported access to hormone
therapy were in Gauteng and KwaZulu-Natal. Trans* people
who live in rural areas or provinces without any gender
affirming care, must travel long distances to these cities
to get these services. This keeps it out of reach for those
without access to transport money and places to stay.
Ritshidze data show that 10% of mobile clinic users,
7% of facility users, and just 5% of drop-in centre users
said hormone therapy was available. However, the
demand is there — 58% of respondents would like
hormone therapy at facilities. One transwoman told us

MSM and PrEP

PWUD and PrEP
76%

Offered
PrEP

Offered
PrEP

65%
39%
62%

Satisfied
with PrEP
services

Mobile
clinics

86%
36%
48%

Drop-in
centres

Facilities

Sex workers and PrEP

Mobile
clinics

Facilities

Trans* people and PrEP
88%
88%

Offered
PrEP
38%

78%

Mobile
clinics

54%
75%

Satisfied
with PrEP
services

67%

Drop-in
centres

87%
87%

Offered
PrEP

68%

Satisfied
with PrEP
services

24%

Satisfied
with PrEP
services

53%
51%

Drop-in
centres

56%
56%

Drop-in
centres

Facilities

that not only has it been difficult to access hormone
treatment in the North West province, meaning she
has to travel to Gauteng to get these services, but the
real challenge is having to deal with insensitive nurses
who have no respect for patients’ privacy or dignity.

CONTRACEPTIVES

43%
46%

Mobile
clinics

Facilities

KPs also at times faced stockouts and shortages of
contraceptives at the facility, where their first option
was not available. These challenges, as documented in
Ritshidze provincial State of Health reports, also need
to be addressed to ensure that all people in need of
contraceptives can access their preferred option.
In addition, KPs are at times refused access to
contraceptives specifically because they are KPs.
This is of particular concern and an additional abuse
facing KPs. This needs to be immediately resolved.

A significant number of KPs who wanted to access
contraceptives were unable to get them at the
facility. As with general population healthcare users,

Access to contraception for KPs

PWUD
% of respondents who wanted
contraception but were unable to access it
The reasons cited most frequently
for why the respondents were
unable to access contraception

SEX WORKERS
19% (117)

25% (148)

They were told they
couldn’t have it because
they are a PWUD (29%, 43)
They had to come back
another time (24%, 35)
There was a stockout
(16%, 23)

MINIMUM PACKAGE OF SERVICES
A minimum package of KP specific services should be
made available to meet KP specific needs at at least two
designated sites per district and all drop-in centres. Where

Their first choice was not
available (21%, 50)
They were told they
couldn’t have it
because they are a sex
worker (20%, 47)
There was a stockout
(17%, 40)

TRANS* PEOPLE
15% (41)
They were told they
couldn’t have it because
their first choice was not
available (26%, 15)
They couldn’t have
it because they are
transgender (21%, 12)
There was a stockout
(16%, 9)

KPs need specialised care from a drop-in centre, or one of
these public health facilities providing specialised care,
easy referral and adequate resources (including transport or
transport costs) should be provided to ensure uptake of those
services. In the table we outline the package of KP services.
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PACKAGE OF KP SPECIFIC SERVICE PROVISION:
MEN WHO HAVE SEX WITH MEN
+ MSM outreach services
+ Pre-Exposure Prophylaxis (PrEP) including
MMD and community refill collection
+ Post-Exposure Prophylaxis (PEP)
+ Lubricant
+ Male condoms
+ MSM friendly HIV testing and counselling
+ HIV care and treatment
+ MSM focused Repeat Prescription Collection Strategies
(RPCs) including access to facility pick-up points
(fast lane), MSM adherence clubs and MSM friendly
external pick-up points including at drop-in centres
+ HIV support groups including PrEP/ART refill collection
+ Psycho-social support
+ Mental health services
+ Information packages for sexual health services
+ MSM friendly STI prevention, testing & treatment
+ Hepatitis C (HCV) screening, diagnosis and treatment
+ Treatment or support services for MSM who use drugs

PEOPLE WHO USE DRUGS
+ Outreach services for people who use drugs
+ On site or referral to drug dependence
initiation and treatment (e.g. methadone)
+ On site or referral to drug-dependence
counselling and support
+ Resources to take up referred services (e.g. taxi fare)
+ Risk reduction information
+ Wound and abscess care
+ Unused needles, syringes, or other injecting equipment
+ Overdose management and treatment (e.g. naloxone)
+ Vaccination, diagnosis, and treatment of
viral hepatitis (including HBV, HCV)
+ Pre-Exposure Prophylaxis (PrEP) including
MMD and community refill collection
+ Post-Exposure Prophylaxis (PEP)
+ Lubricant
+ Male condoms
+ Female condoms
+ Non barrier contraception (including
the pill, IUD, implant, injection)
+ Gender-based violence services on site or by referral
+ PWUD friendly HIV testing and counselling
+ HIV care and treatment
+ PWUD focused Repeat Prescription Collection Strategies
(RPCs) including access to facility pick-up points (fast
lane), PWUD adherence clubs and PWUD friendly
external pick-up points including at drop-in centres
+ HIV support groups including PrEP/ART refill collection
+ Drug dependence support groups
+ Psycho-social support
+ Mental health services
+ Information packages for sexual and
reproductive health services
+ PWUD friendly STI prevention, testing & treatment
+ Hepatitis C (HCV) screening, diagnosis and treatment
+ Cervical cancer screening
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SEX WORKERS
+ Sex worker outreach services
+ Pre-Exposure Prophylaxis (PrEP) including
MMD and community refill collection
+ Post-Exposure Prophylaxis (PEP)
+ Lubricant
+ Male and female condoms
+ Sex worker friendly HIV testing and counselling
+ HIV care and treatment
+ Sex worker focused Repeat Prescription Collection
Strategies (RPCs) including access to facility pick-up points
(fast lane), sex worker adherence clubs and sex worker
friendly external pick-up points including at drop-in centres
+ HIV support groups including PrEP/ART refill collection
+ Psycho-social support
+ Mental health services
+ Non barrier contraception (including
the pill, IUD, implant, injection)
+ Information packages for sexual and
reproductive health services
+ Gender-based violence services on site or by referral
+ Sex worker friendly STI prevention, testing & treatment
+ Cervical cancer screening
+ T reatment or support services for
sex workers who use drugs

TRANS* PEOPLE
+ Transgender outreach services
+ Pre-Exposure Prophylaxis (PrEP) including
MMD and community refill collection
+ Post-Exposure Prophylaxis (PEP)
+ Lubricant
+ Male condoms
+ Female condoms
+ Trans friendly HIV testing and counselling
+ HIV care and treatment
+ Trans* focused Repeat Prescription Collection Strategies
(RPCs) including access to facility pick-up points (fast
lane), Trans* adherence clubs and Trans* friendly
external pick-up points including at drop-in centres
+ HIV support groups including PrEP/ART refill collection
+ Psycho-social support
+ Mental health services
+ Hormone therapy
+ Non barrier contraception (including
the pill, IUD, implant, injection)
+ Information packages for sexual and
reproductive health services
+ Gender-based violence services on site or by referral
+ Trans friendly STI prevention, testing & treatment
+ Cervical cancer screening
+ Hepatitis C (HCV) screening, diagnosis and treatment
+ T reatment or support services for
transgender people who use drugs

ALL KPS
+ Peer educators/navigators at the facility level

THABONG CLINIC

NAMAHALI CLINIC

Compared to public health facilities, drop-in centres and
mobile clinics generally performed better in terms of service
acceptability and service availability from the perspective
of all KP groups. As expected, KPs using drop-in centres and
mobile clinics had far higher satisfaction levels compared to
those using public health facilities. Mobile clinics had slightly
lower satisfaction levels than drop-in centres. KPs report that
mobile services are inconsistent and are not always accessible
close to where they are staying, particularly those in rural areas
or staying in areas that mobile clinics feel unsafe entering.
Overall while more KP specific services were accessible at
these sites, there are key service provision gaps at both
drop-in centres and mobile clinics. PEPFAR supported drop-in
centres are meant to provide “prevention services, HIV testing
and treatment; STI screening and treatment; TB screening and
referral; PrEP; PEP; and other primary health services, including
sexual and reproductive health and psychosocial support.
Additional targeted services, including hormone replacement
therapy for transgender people and opioid substitution therapy

for people who inject drugs”2. However, this range of services
is not always reported by respondents as being available.
While ideally all KPs would be aware of and able to access dropin centres, this is not the reality for most KPs we interviewed.
Given that public health facilities are the entry point for many
KPs into the health system, it is critical to ensure a friendly,
respectful, safe and confidential environment for all KPs with
services that cater to KP specific needs. KPs who are treated
badly, humiliated, fear their safety, or even refused entry, will
inevitably not come back to the clinic, be it to collect ARVs,
HIV prevention, or to uptake other health services. We cannot
abandon KPs who are not able to get to a drop-in centre. In
addition, in order for KPs to actually uptake KP specific services
offered at the facility, spaces are needed that feel safe and
comfortable enough to disclose you are a KP without fear
of poor attitude, discrimination, or abuse. These issues must
be addressed to ensure that KPs are not left behind in the
prevention of HIV and reaching the UNAIDS 95-95-95 targets.

2. PEPFAR SDS 2021, page 55. Available at: www.state.gov/wp-content/uploads/2021/09/South-Africa_SDS_Final-Public_Aug-13-2021.pdf

PEOPLE’S COP22 – COMMUNITY PRIORITIES – SOUTH AFRICA

21

NOMANGESI CLINIC

2. Staffing & waiting times
2.1. Staffing

+ COP22 Target: PEPFAR should support GoSA in filling all
vacancies at PEPFAR Operation Phuthuma Support (POPS)
facilities in the short term

79%
Only 38%

of Facility Managers say their
facilities don’t have enough staff

of public healthcare
users say there
are always enough staff at facilities

206
94
28%

facilities reported professional
nurse vacancies

facilities reported data
capturer vacancies

of Facility Managers want
additional HRH support
from PEPFAR implementing partners

RECOMMENDATIONS:
+ COP22 Target: At all POPS sites with total average waiting
time after the facility opens of >3 hours the DSP must
immediately do an assessment and develop a specific plan
for each facility that will bring the waiting time below 2 hours

Facility Manager: does the facility have enough staff?
Facility Staff Surveyed: 367
Yes

No

Ensuring everyone living with HIV and TB gets access to medicines
and care — and that we reach the UNAIDS 95-95-95 targets —
depends mainly on having enough qualified and committed staff
in place. Each aspect of the People’s COP22 requires adequate
staffing to implement effectively. However data collected between
November 2021 to January 2022 reveal that significant staff
shortages are undermining the quality of services provided at
public health facilities. While there has been some improvement
compared to the same period last year, ongoing shortages
continue to impact the provision of HIV and TB services, increase
waiting times, and put a higher burden on the few staff in place.
A majority (79%) of Facility Managers reported that their facility
does not have enough clinical and non-clinical staff to meet
demand. Public healthcare users confirmed these shortages. Only
38% of public healthcare users interviewed reported that there are
always enough staff at the facility. While this is an improvement
compared to the same period last year, where 85.7% of Facility
Managers reported that there was not enough clinical and
non-clinical staff at the facility and only 29% of public healthcare
users agreed, HIV services remain undermined by the HR gap.

Are there enough staff at the facility?
Patients Surveyed: 13,926
Always

Don’t know

Sometimes

Never

Don’t know

4%
20.7%
20%
37.9%

79%79%
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38.2%

According to Facility Managers the most commonly reported
understaffed cadre were professional nurses (206 reports),
enrolled nurses (142 reports), and enrolled nurse assistants
(135 reports), with data capturers, doctors, and cleaners facing
significant shortages. COVID-19 impacted service delivery
at the facility level, with staff at 13% of facilities reporting
working with fewer staff than usual. 7% of public healthcare
users confirmed there were less staff working than usual.

Are there enough staff at the facility?
Facility

Median facility

Best 25-50%

Lower 50-75%

6
5.5

There also remain significant numbers of unfilled vacancies
that are not being filled, creating gaps in capacity. According
to Facility Managers, the most common vacancy by cadre were
professional nurses (435 vacancies reported across 117 facilities),
enrolled nurses (166 vacancies reported across 74 facilities),
cleaners (119 vacancies reported at 59 facilities), enrolled
nurse assistants (133 vacancies reported across 57 facilities),
and doctors (79 vacancies reported across 55 facilities).

5
4.5
4
3.5
3
2.5

In addition, 28% of Facility Managers specifically want
additional HRH support from PEPFAR implementing partners.
Some Facility Managers complained that IPs are currently
reducing staff at facility level, adding burden to existing
staff complements and leading to additional challenges
for public healthcare users, including longer waiting times
and adding dysfunction to appointment systems.

2
1.5
1
0.5

What is clear, is that both Facility Managers and public healthcare
users agree — there is a major gap between the staffing needed
to ensure high quality HIV, TB, and other health services and
the staff present each day in the facilities, compounded by
COVID-19, unfilled posts, and staff retrenchments by IPs.

2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q2 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

Which Cadres are Understaffed?
Facility Staff Surveyed: 284
Doctor

89 (31%)

Proffesional Nurse

206 (50%)

Enrolled Nurse

142 (50%)

Enrolled Nurse Assistant

135 (48%)

Pharmacist

73 (26%)

Assistant Pharmacist
Lab Technician

79 (28%)
26 (9%)

Lay Counselors

66 (23%)

Linkage Officers

60 (21%)
73 (26%)

Adherence club facilitators

94 (33%)

Data capturer
54 (19%)

Security gaurd

92 (32%)

Cleaner
General assistant
Don’t know

69 (24%)
1 (0,4%)
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NSELENI CHC

Cadres with vacancies
Facility Staff Surveyed: 302
Doctor

55 (18%)

Proffesional Nurse

117 (39%)

Enrolled Nurse

74 (25%)

Enrolled Nurse Assistant

57 (19%)

Pharmacist

30 (10%)

Assistant Pharmacist
Lab Technician
Lay Counselors
Linkage Officers

35 (12%)
11 (4%)
29 (10%)
27 (9%)
33 (11%)

Adherence club facilitators

45 (15%)

Data capturer
Security gaurd

22 (7%)

Cleaner
General assistant
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59 (20%)
98 (32%)

NTUZUMA CLINIC

2.1. Waiting Times

4.10 hours

was the average
reported waiting time
by patients (including time before the facility opened)

3.58 hours

was the average
reported waiting
time by patients after the facility opened

105
60%
34%
0
30%

was the average number of people
waiting to receive clinical services
of public healthcare users think
the waiting times are long
of patients felt “unsafe” or “very
unsafe” waiting for facility to open

non-24 hour facilities were open
by 5am Monday to Friday
of facilities had a filing system
observed in bad condition

RECOMMENDATIONS:
+ COP22 Target: Zero Ritshidze reports of dysfunctional
filing systems leading to longer waiting times or that files
are stored in spaces that are not confidential so that public
healthcare users can access or view other people’s files.
+ COP22 Target: Files are not required for RPCs: Facility pick-up.
As per updated 2020 Adherence Guidelines, PLHIV go directly
to pick-up point in the facility to collect their ART refill.
+ COP22 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.
+ COP22 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.

+ COP22 Target: Appointment systems should be put in place
at all PEPFAR supported sites, including appointment times,
to ensure efficient service delivery and to reduce waiting
times. Appointment times should be spaced across the day
and make use of afternoons before the facility closes.
Long waiting times are a major challenge in the country,
where public healthcare users often spend hours at
each visit to the facility. This simply does not work well
for most people — particularly working people and
those in school. Having people living with HIV spend an
extended time at a facility, simply to collect ART refills,
increases the risk of that person disengaging from care.
Public healthcare users reported that they spent an
average of 4.10 hours waiting in the facility (including
time before the facility opens), of which an average of
3.58 hours is waiting after the facility opens. The average
waiting time after the facility opens was 5 hours or more
at 95 facilities, 6 or more hours at 39 facilities, with 9 of
these facilities having average waiting times of more than
7 hours. This is a very long time to spend at a facility in
which public healthcare users and people living with HIV
are usually only seen for a very short consultation. There
is significant variation between facilities and districts.

IT IS POSSIBLE TO DO BETTER!
26 facilities had average waiting times under two hours:
Khandisa Clinic, King Dinuzulu Clinic, Dawn Park Clinic,
Chesterville Clinic, Nhlazatshe 6 Clinic, Bhekuzulu Clinic,
Endayeni Clinic, Palmridge Clinic, Phenduka Clinic,
Empangeni Clinic, Mandela Sisulu Clinic, Willowfountain
Clinic, Sinathing Clinic, Potchefstroom Clinic, Lamontville
Clinic, Leondale Clinic, Redhill Clinic, Khumalo Clinic,
Richards Bay Clinic, Mafakathini Clinic, Overport Clinic,
Queensburgh Clinic, with Eshowe Gateway Clinic and
Ndlangubo Clinic having waiting times under an hour. 100
facilities had average waiting times under three hours.
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Time Spent in the Facility after Opening (November 2021 to January 2022)
TIME SPENT IN
THE FACILITY
AFTER OPENING

NUMBER OF
FACILITIES
ASSESSED

SURVEYS
COMPLETED

King Cetshwayo

02:02

12

570

North West

Dr Kenneth Kaunda

02:25

4

44

KwaZulu-Natal

uMgungundlovu

02:49

15

490

KwaZulu-Natal

Ugu

03:12

11

228

KwaZulu-Natal

Zululand

03:18

9

263

KwaZulu-Natal

uThukela

03:18

15

591

KwaZulu-Natal

eThekwini

03:24

68

2 817

Gauteng

Ekurhuleni

03:31

39

1 228

Gauteng

City of Johannesburg

03:50

47

1 775

Eastern Cape

Alfred Nzo

03:50

9

357

Limpopo

Mopani

03:57

4

98

Mpumalanga

Ehlanzeni

04:09

20

890

Mpumalanga

Nkangala

04:13

4

197

Eastern Cape

Chris Hani

04:14

4

131

KwaZulu-Natal

Harry Gwala

04:18

2

61

Gauteng

Sedibeng

04:29

8

366

Eastern Cape

Amathole

04:32

6

161

Free State

Thabo Mofutsanyana

04:37

8

128

Western Cape

City of Cape Town

04:43

12

384

Eastern Cape

OR Tambo

04:50

14

353

Limpopo

Capricorn

05:00

5

219

Gauteng

City of Tshwane

05:11

23

492

Mpumalanga

Gert Sibande

05:12

18

770

Free State

Lejweleputswa

05:13

12

378

Eastern Cape

Nelson Mandela Bay

05:16

2

4

North West

Ngaka Modiri Molema

05:43

3

182

Eastern Cape

Buffalo City

05:55

11

203

North West

Bojanala Platinum

06:00

7

280

PROVINCE

DISTRICT

KwaZulu-Natal

Facilities with waiting times over 7 hours (November 2021 to January 2022)
TIME SPENT IN
THE FACILITY
AFTER OPENING

SURVEYS
COMPLETED

Phomolong Clinic

07:57

22

Thabo Mofutsanyana

Thusa Bophelo Clinic

07:54

5

Gauteng

City of Tshwane

KT Motubatse Clinic

07:38

23

Eastern Cape

Buffalo City

Gompo C Jabavu Clinic

07:35

17

Gauteng

City of Tshwane

Soshanguve Block X Clinic

07:18

24

Eastern Cape

Buffalo City

Duncan Village CHC

07:18

15

KwaZulu-Natal

eThekwini

Amaoti Clinic

07:18

58

North West

Bojanala Platinum

Tlhabane CHC

07:10

51

Mpumalanga

Gert Sibande

Piet Retief Clinic

07:05

53

PROVINCE

DISTRICT

FACILITY

Gauteng

City of Tshwane

Free State

Between October 2021 and January 2022, on average 105
public healthcare users were observed waiting for services
(the number ranged from 10-600 and the information was
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collected by the Ritshidze team at around 10am). At the 30
facilities shown in the table below, more than 200 patients were
observed waiting to be seen at around 10am at each facility.

Facilities with 300 or more patients waiting to be seen (November 2021 to January 2022)
NUMBER OF
PATIENTS IN
WAITING ROOM

SURVEYS
COMPLETED

Ngwelezana Clinic

600

1

Chiawelo CHC

500

1

King Cetshwayo

Nseleni CHC

500

1

City of Johannesburg

Zola CHC

480

1

Gauteng

City of Johannesburg

Lillian Ngoyi CHC

400

1

Eastern Cape

OR Tambo

Mthatha Gateway Clinic

400

1

Gauteng

City of Johannesburg

Michael Maponya Prov Clinic

400

1

North West

Bojanala Platinum

Letlhabile CHC

350

1

Gauteng

City of Tshwane

Kgabo CHC

350

1

Eastern Cape

Alfred Nzo

Mount Frere Gateway Clinic

350

1

Gauteng

City of Johannesburg

Diepkloof Prov Clinic

350

1

Gauteng

Ekurhuleni

Esangweni CHC

350

1

Eastern Cape

OR Tambo

Flagstaff Clinic

317

1

Eastern Cape

OR Tambo

Lusikisiki Village Clinic (Qaukeni)

307

1

Eastern Cape

OR Tambo

Holy Cross Gateway Clinic

305

1

Eastern Cape

OR Tambo

St Elizabeth's Gateway Clinic

302

1

Gauteng

City of Johannesburg

Discoverers CHC

300

1

Gauteng

City of Tshwane

Hercules Clinic

300

1

Gauteng

City of Johannesburg

Tshepisong Clinic

300

1

Eastern Cape

Nelson Mandela Bay

N.U.8 Clinic

300

1

North West

Bojanala Platinum

Tlhabane CHC

300

1

Eastern Cape

Alfred Nzo

Matatiele Community Clinic

300

1

KwaZulu-Natal

Ugu

Mfundo Arnold Lushaba CHC

300

1

Gauteng

Ekurhuleni

Winnie Mandela Clinic

300

1

Gauteng

Ekurhuleni

Tembisa Main Clinic

300

1

Eastern Cape

Nelson Mandela Bay

Thanduxolo Clinic

300

1

PROVINCE

DISTRICT

FACILITY

KwaZulu-Natal

King Cetshwayo

Gauteng

City of Johannesburg

KwaZulu-Natal
Gauteng

Public healthcare users begin queuing early in the morning
in an attempt to get seen more quickly — often so they can
make it to work or to take care of their children. All facilities
monitored open between 7am and 8am, yet at some facilities,
people start arriving at 3.30am, before sunrise, in hopes of
being seen early. A circular was issued in May 2019 by the
National Department of Health calling on facilities to open
by 5am on weekdays and 8am on Saturdays. Unfortunately
zero non 24 hour facilities are reported as opening by 5am on

weekdays and only 62 non 24 hour facilities were reported
as opening by 8am on Saturdays. This has even worsened
slightly compared to the same period last year when 2 sites
reported opening times at 5am and 69 sites reported opening
times at or before 8am on Saturday. 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.

Facilities with the earliest patient arrival times (November 2021 to January 2022)
EARLIEST
PATIENT
ARRIVAL TIME

SURVEYS
COMPLETED

Soshanguve Block X Clinic.

03:29

24

KT Motubatse Clinic

03:59

23

Bojanala Platinum

Tlhabane CHC

04:09

49

Eastern Cape

OR Tambo

Mthatha Gateway Clinic

04:11

35

Free State

Thabo Mofutsanyana

Thusa Bophelo Clinic

04:12

5

Gauteng

City of Johannesburg

Witkoppen Clinic

04:14

61

KwaZulu-Natal

eThekwini

Amaoti Clinic

04:14

58

PROVINCE

DISTRICT

FACILITY

Gauteng

City of Tshwane

Gauteng

City of Tshwane

North West
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EARLIEST
PATIENT
ARRIVAL TIME

SURVEYS
COMPLETED

Soshanguve Block JJ Clinic

04:14

21

Ntuzuma Clinic

04:15

35

Bojanala Platinum

Bafokeng CHC

04:15

50

Ehlanzeni

Tonga Block C Clinic

04:29

46

Gauteng

City of Tshwane

Maria Rantho Clinic

04:32

19

Free State

Lejweleputswa

Matjhabeng Clinic

04:33

46

KwaZulu-Natal

eThekwini

Newtown A CHC

04:33

52

Gauteng

City of Johannesburg

Zandspruit Clinic

04:34

35

Free State

Thabo Mofutsanyana

Mphohadi Clinic

04:37

16

KwaZulu-Natal

eThekwini

KwaMashu Poly CHC

04:38

22

Gauteng

City of Johannesburg

Alexandra CHC

04:39

40

Eastern Cape

Alfred Nzo

Imizizi Clinic

04:39

40

KwaZulu-Natal

eThekwini

Hlengisizwe CHC

04:40

54

Gauteng

Ekurhuleni

Esangweni CHC

04:43

30

North West

Bojanala Platinum

Boitekong Clinic

04:47

49

KwaZulu-Natal

Zululand

Queen Nolonolo Clinic

04:49

21

Eastern Cape

OR Tambo

Ngangelizwe CHC

04:49

31

Gauteng

City of Johannesburg

Cosmo City Clinic

04:50

49

North West

Ngaka Modiri Molema

Lonely Park Clinic

04:50

58

Gauteng

Ekurhuleni

Erin Clinic

04:51

33

Mpumalanga

Ehlanzeni

Phola-Nzikasi CHC

04:52

52

North West

Bojanala Platinum

Bapong CHC

04:52

46

Limpopo

Mopani

Motupa Clinic

04:52

27

North West

Ngaka Modiri Molema

Unit 9 CHC

04:53

60

Gauteng

City of Tshwane

Boekenhout Clinic

04:53

18

Eastern Cape

OR Tambo

Stanford Terrace Clinic

04:53

28

Gauteng

City of Johannesburg

Alexandra 8th Avenue Clinic

04:54

49

KwaZulu-Natal

eThekwini

Kingsburgh Clinic

04:57

37

North West

Ngaka Modiri Molema

Montshioa Stadt CHC

04:58

64

Free State

Thabo Mofutsanyana

Bohlokong Clinic

04:58

18

Gauteng

City of Johannesburg

Discoverers CHC

04:59

55

Gauteng

City of Johannesburg

Eyethu Yarona Clinic

04:59

52

Gauteng

City of Tshwane

Jubilee Gateway Clinic

04:59

19

North West

Bojanala Platinum

Mogwase CHC

04:59

31

PROVINCE

DISTRICT

FACILITY

Gauteng

City of Tshwane

KwaZulu-Natal

eThekwini

North West
Mpumalanga

Meanwhile, while they were pushed to arrive early, patients
felt unsafe. Of 5,149 people who arrived before the facility
opened, 34% reported feeling “very unsafe” or “unsafe” while
waiting for the facility to be open — compared to the same
period last year, of 3,288 people who arrived before the clinic
opened, 41% also felt “very unsafe” or “unsafe”. While this
shows some improvement across the year, more needs to
be done to not put people in danger or unsafe conditions
while waiting for HIV services and other healthcare.
While the National Department of Health may encourage public
healthcare users to arrive once the facility opens, the reality is that
many facilities tell people that they must arrive ahead of time.
Some PLHIV complained of being turned away if they arrived
late and others talked about how ART collection would be cut
off after 11am. Appointment systems could be better utilised to
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flatten the curve in queues, spacing appointments out throughout
clinic opening hours, and making use of quieter afternoons..
Public healthcare users interviewed are clear on the problem.
60% of public healthcare users interviewed think the waiting
times at the facility are long. The most frequent reason for the
long waiting times is that “there is not enough staff” (44%),
“staff are not working or are working slowly” (39%), and that “It
takes too long to find files, the filing system is messy, files are
lost” (31%). A significant proportion of people also indicated
that facilities open late and that staff take long breaks.
Ritshidze observations reported filing systems to be
in a bad condition in 30% of sites monitored. Messy
and disorganised filing systems increase the delays to
healthcare users being attended to and increase the
burden on already overstretched healthcare workers.

How safe is the facility to wait before it opens?
Patients Surveyed: 5,149
Very unsafe

Unsafe

Very safe

Don’t know

Neutral

Do you consider the waiting time at this facility to
be long?
Patients Surveyed: 13,839

Safe

Yes

No

Don’t know

19%
28.1%
37.4%
14.7%
60.4%
17.5%
20.1%

Why do you think the waiting time at this facility is long?
Please select all that apply
Patients Surveyed: 13,780
It takes too long to find files, the
filing system is messy, files are lost

2,525 (31%)

There is not enough staff

3,636 (44%)

The clinic opens late

1,294 (16%)

Staff take long breaks (for tea, lunch etc.)

1,524 (19%)

Staff are not working or working slowly

3,246 (39%)

Other reason
Don’t know

1,054 (14%)
488 (6%)

What is in bad condition in the filing system? Please select all that apply.
Observations: 115
The filing system is messy

33 (29%)

The space where files are
stored is too small
Files are stored where
patients can access them

101 (88%)
14 (12%)

Files are lost, missing or misplaced

27 (23%)

There are too few people
looking for files
Other

25 (22%)
9 (8%)
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BOIKHUTSONG CLINIC

3. ART Collection
3.1. Multi-month dispensing

12%
49%
35%

of PLHIV received one month
or less supply of ARVs
of PLHIV received two
months supply of ARVs
of PLHIV received three
months supply of ARVs

RECOMMENDATIONS:
+ COP22 Target: Extend and implement ARV refills to at
least 3 month supply for all eligible PLHIV (including
stable children over 5 years and adolescents) by start
COP22 including CCMDD and SyNCH parameters to
support this immediately.
+ COP22 Target: PEPFAR SA to work with provincial
offices to ensure 3MMD is allowed (no blanket ban on
3MMD) despite any CCMDD service provider pre-pack
quantity limitations or SyNCH limitations on number of
generated barcodes.
+ COP22 Target: PEPFAR SA to work with GoSA to ensure
CCMDD service providers are capacitated to pre pack
3 months of ART by start of COP22.
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+ COP22 Target: Extend and implement ARV refills to 6 month
supply for all eligible PLHIV in COP22.
+ COP22 Target: PEPFAR SA to work with GoSA supply chain
to fast track 3MMD coverage for all eligible PLHIV and enable
6MMD in 2022.
+ COP22 Target: PEPFAR SA to work with GoSA to authorise 12
month scripting for stable PLHIV permanently as was done
during COVID-19 pandemic.

The revised National Adherence Guidelines Standard Operating
Procedures (SOPs) note 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. Implementing these updated SOPs is vital to
supporting improved long-term retention and adherence.
49% of PLHIV reported receiving 2 month ART refills in this
reporting period and 35% of PLHIV reported 3 month ART
refills compared to just 18% getting 3 month refills in the same
reporting period last year. Further, 12% of PLHIV still reported
refills of 1 month or less. This is problematic considering that
South Africa’s national policy standard is for two months. This
is also worrying during COVID-19 when refills should be longer
to ensure PLHIV can make fewer trips to the facility. The table
below outlines the facilities with the highest reports of 1 month
supply. This should be looked into to assess whether this is
an issue related to sufficient stock, or other clinical reasons.

NOZUKO CLINIC

ARV refill length between November 2021 and
January 2022
Patients Surveyed: 10,219
1 week

ARV refill length between October and
December 2020
Patients Surveyed: 6,256
1 week

26 (0.2%)

2 weeks

2 weeks

67 (0.6%)

17 (0.2%)
70 (1.11%)

3 weeks

58 (0.5%)

3 weeks

25 (0.3%)

1 month

1006
(10%)

1 month

986 (16%)

2 months

5,036 (49%)

3 months

3,550 (35%)

6 months 443
(4%)

Don’t know

33 (0.3%)

2 months

3,969 (63%)

3 months

1,133 (18%)

6 months

49 (0.7%)

Don’t know

ARV refill length (higher scores are better)

ARV refill length (higher scores are better)
Facility
Best 25-50%

3

Median facility
Lower 50-75%

6
5.5
5
4.5
4
3.5
3
2.5
2
1.5
1
0.5

2.5
2
1.5
1
0.5
2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q1
Q2
Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q2 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1
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Facilities with 10 or more reports of 1 month supply (November 2021 to January 2022)
SURVEYS
COMPLETED

1 WEEK

2 WEEKS

3 WEEKS

1 MONTH

2 MONTHS

3 MONTHS

6 MONTHS

DON'T
KNOW

LENGTH OF HIV MEDICINE REFILL?

Besters Clinic

44

0

0

0

19

9

16

0

0

Eastern Cape

OR Tambo

St Elizabeth's Gateway Clinic

23

0

0

0

15

8

0

0

0

Eastern Cape

OR Tambo

PROVINCE

DISTRICT

KwaZulu-Natal eThekwini

FACILITY

Flagstaff Clinic

25

0

0

0

14

11

0

0

0

KwaZulu-Natal uMgungundlovu

Willowfountain Clinic

52

0

0

0

14

26

12

0

0

KwaZulu-Natal uThukela

Oliviershoek Clinic

50

0

0

0

14

25

11

0

0

KwaZulu-Natal uMgungundlovu

Azalea Clinic

49

0

0

0

13

20

16

0

0

Zola CHC

28

0

0

0

12

13

3

0

0

KwaZulu-Natal eThekwini

Amanzimtoti Clinic

50

0

0

0

12

10

28

0

0

KwaZulu-Natal eThekwini

Kingsburgh Clinic

48

0

0

0

12

9

27

0

0

KwaZulu-Natal uThukela

Amazizi Clinic

45

1

0

0

12

20

11

1

0

Maluti CHC

41

0

0

1

11

23

6

0

0

KwaZulu-Natal eThekwini

Lindelani Clinic

47

0

0

0

11

25

11

0

0

KwaZulu-Natal uMgungundlovu

Gauteng

Eastern Cape

City of Johannesburg

Alfred Nzo

Caluza Clinic

51

0

0

0

11

33

7

0

0

Eastern Cape

Alfred Nzo

Imizizi Clinic

32

0

0

0

10

18

4

0

0

Eastern Cape

OR Tambo

Holy Cross Gateway Clinic

19

0

0

0

10

9

0

0

0

KwaZulu-Natal eThekwini

Sivananda Clinic

45

0

0

1

10

21

13

0

0

KwaZulu-Natal Zululand

Mdumezulu Clinic

21

0

0

0

10

7

4

0

0

While there has been improvement in the duration of ART
refills from the previous year there is still considerable
progress that is required. Only a third of PLHIV are receiving a
3 month supply and this is incredibly low compared to other
PEPFAR programmes. For example, while 61% of Ritshidze
respondents still received refills of less than 3 months, only
25% of PEPFAR supported clients in other countries had
refills of less than three months. Between October and
December 2020 in 21 PEPFAR supported countries, 22% of
PLHIV received 6 month ART refills and 53% received 3-5

months of ART. This is compared to only 35% of Gauteng
PLHIV reporting a 3 month ART refill and 4% of the PLHIV
interviewed reported receiving 6 months supply. South Africa
is far behind most countries in terms of maximum duration of
ART (both as a national policy, and a COVID-19 adaptation).
Across 51 countries, PEPFAR data shows that by the end of Q3
2021, 79% of people on treatment were receiving 3+ months
of ART. This is a huge increase from pre-COVID (61%) showing
that scale up is possible, even during pandemic times.

Number and proportion of all PLHIV on MMD in 21 PEPFAR supported countries (October 2019 — December 2020)3

3. T he impact of COVID-19 on multi-month dispensing (MMD) policies for antiretroviral therapy (ART) and MMD uptake in 21 PEPFAR-supported countries:
a multi-country analysis. October 2021. Journal of the International AIDS Society. Available at: onlinelibrary.wiley.com/doi/full/10.1002/jia2.25794
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WHO 2021 guidance now recommends children and
adolescents over 2 years should also have longer ART refills.
South Africa’s 2020 revised Adherence Guidelines already
endorse 3 month refills for children over 5 years old and
adolescents. Implementation has started in response to

COVID-19 but needs to be scaled up in COP22 to achieve
coverage among stable children and adolescents.
Data from a randomised control trial from South Africa,
supported the updated WHO guidance to 3-6 month ART
refills, preferably 6 months.
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BOIKHUTSONG CLINIC

and for the health system. It allowed more ART refills
collections outside of facilities before requiring a clinical
consultation and rescript at a health facility, leveraging the
benefits of the CCMDD supply chain system developed in
South Africa. It also reduced the patient cost associated
with a long health facility visit twice a year and the risks
associated with the pitfalls in health facility/CCMDD
rescripting administration (no ART refill ready for collection
at community external pick-up point). 12 month scripting
at an annual clinical consultation is also key to enabling
6MMD in South Africa, otherwise patients will largely
return to a one size fits all long 6-monthly health facility
visit for clinical review, scripting and refill collection with
no community refill options and limited need for CCMDD.

In 2020, 12 month ART scripting was mandated in a
government gazette to allow for an increased number of
ART refills outside of health facilities during COVID-19. This
increased scripting period and reduction in the frequency
of clinical consultations worked well for stable patients

While this directive was extended for a further year in
2021, it expired in October 2021. PEPFAR SA should
work with GoSA to authorise 12 month scripting for
stable PLHIV permanently as was done during COVID-19
pandemic. According to revised Adherence Guidelines:
“In the first year in an RPCs, the comprehensive clinical
consultation visit is done after 6 months in the RPCs, and
then annually thereafter, to ensure a follow-up VL is done
at 12 months from ART start (for those enrolled in RPCs at
their 1st VL <50 copies/ml) or every 12 months for patient
enrolled later where RPCs eligibility assessment requires a
VL not more than 6 months old. VL does not need to be done
at the Registration visit nor reviewed before scripting.”

Number and proportion of ART clients <15 years of age on MMD in 21 PEPFAR countries (October 2019 — December 2020)
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3.2. Repeat prescription strategies

88%
98%
47%

+ COP22 Target: >90% of patients enrolled in RPCs are active
(not overdue for RPCs rescript) on the programme. PEPFAR
SA to monitor and report on patients enrolled in RPCs that
are more than 28 days late for rescript by facility.

of PLHIV think Internal PuPs
make ARV collection quicker

+ COP22 Target: Establish at least two additional external pick
up points at each PEPFAR supported site in order to provide
greater access to ARV refills closer to home and at more
convenient locations to PLHIV.

of PLHIV think External PuPs
make ARV collection quicker
of PLHIV would like to collect
ARVs closer to their home

RECOMMENDATIONS:
+ COP22 Target (Fast track): PEPFAR SA must ensure every
stable PLHIV is offered RPCs options.
+ COP22 Target (Fast track): Investigate and correct all
reports of repeat prescription collection strategies that do
not streamline ART refill collection or increase overall PLHIV
satisfaction, including adherence clubs.
+ COP22 Target: Scale implementation of repeat prescription
strategies to reach 90% of stable PLHIV and ensure 60% are
accessing treatment from community RPCs models (external
pick-up point (PuP)/ community-based adherence clubs)
and 20% from group-based RPCs (Facility/Community-based
Adherence Clubs) — *note PLHIV should be able to choose the
modality that suits individual needs.
+ COP22 Target: At least 30% of Adherence Club Facilitators
are PLHIV.

+ COP22 Target (Fast track): Adherence clubs should be
restarted at facilities and in the community in their group
format following COVID-19 health protocols to maintain
safety (including ensuring physical distancing, proper
ventilation, mask use and COVID-19 vaccination offer and
support) — in order to provide peer support, treatment
literacy etc.
+ COP22 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 that provides peer
support and treatment literacy information.

Repeat prescription collection strategies can 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. Most of the PLHIV
interviewed collected at the facility through standard
medicine dispensing (51%), with 28% using an internal
pick-up point and 16% using an external pick-up point.

Where do you collect ARVs?
Patients Surveyed: 10,228
Internal Pick-up Point (PuP)
Adherence club
External Pick-up Point (PuP)
At the facility (standard
medicine dispensing)

2,885 (28%)
79 (5%)
1,605 (16%)
5,192 (51%)

Other
Don’t know
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92% of facilities reported having Internal Pick up Points
(PuPs) and 94% of facilities reported having External PuPs
available to decant stable PLHIV to. In order to be effective,
repeat prescription collection strategies should make ARV
collection quicker, easier and more satisfactory for PLHIV.
Out of 2,885 PLHIV interviewed using Internal PuPs, 88%
thought they made ARV collection quicker. Out of 1,605
PLHIV interviewed using External Pick PuPs, 98% thought
they made ARV collection quicker. The majority of PLHIV
were either satisfied or very satisfied with both Internal
and External PuPs. A further study shows that PLHIV are
satisfied with CCMDD, though there should be increased
communication between PLHIV, clinic staff, and staff at pickup points regarding ART refills.4 Given the high satisfaction
rates, it is important to ensure that as many stable PLHIV as
possible are offered and voluntarily enrolled into a repeat
prescription strategy that suits their needs. In addition, once
enrolled in a RPCs, every effort should be made to keep the
individual active in their chosen RPCs with facility required
rescripting for RPCs continuation taking place when due.

How satisfied are you with the internal pickup point you use?
Patients Surveyed: 2,881
Very unsatisfied
Satisfied

Unsatified

Very satified

COVID-19 has devastated adherence clubs. Most clubs
have been suspended, or reduced to being just a pickup point. As expected due to fewer clubs functioning,
awareness of clubs has also worsened compared to the
same reporting period last year. More than half (56%)
of PLHIV not already in an adherence club we spoke
to were not aware of any clubs available at facilities.
We maintain that functional adherence clubs play an
important role in supporting on-going treatment literacy
to ensure PLHIV stay on treatment. In response to the
dissolution of clubs during COVID-19, the department
and district support partners should develop strategies
for restarting suspended clubs, while maintaining
the safety of club members during COVID-19.
More than half of PLHIV who were surveyed (47%)
said that they would like to collect ARVs closer to
their home. Facilities should be working towards
enrolling many more PLHIV out of the facility standard
dispensing or Internal PuPs, and into External PuPs
or community adherence clubs closer to home.

How satisfied are you with the external pickup point you use?
Patients Surveyed: 1,602
Very unsatisfied

Neutral
Undefined

Satisfied

Unsatified

Very satified

Neutral
Undefined

5.6%

5.4%
11.9%

15.4%

16.6%
61.9%
77.2%

Would PLHIV like to collect ARVs closer to home?
Patients Surveyed: 10,224
Yes

4,791 (47%)

No

1,732 (17%)

No – because I already collect
my ARVs close to home
Dont know

3,609 (35%)
92 (0.9%)

4. Bogart LM, Shazi Z, MacCarthy S, Mendoza-Graf A, Wara NJ, Zionts D, Dube N, Govere S, Bassett IV. Implementation of South Africa's Central Chronic
Medicine Dispensing and Distribution Program for HIV Treatment: A Qualitative Evaluation. AIDS Behav. 2022 Feb. Available at: https://pubmed.ncbi.nlm.
nih.gov/35122215/
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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.
Members can either return to their health facility for
their required clinical review, viral load assessment and
rescript or a visiting clinician can attend the club venue
for this purpose.
+ 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.

+ 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; 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.
+ Effective referral to the health facility for any member who is
unwell or requires more intensive support.
+ 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.

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

+ 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.

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

+ All club members should understand the function of the club
and why they have been decanted to the model.
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4. ART Continuity
4.1. Friendly + welcoming services

63%

 f public healthcare users
o
thought that the staff were always
friendly and professional

553 PLHIV

at 155 facilities say
they are sent to the
back of the queue if they miss an appointment.

324 PLHIV

at 133 facilities
say they are
reprimanded if they miss an appointment

807 PLHIV

at 214 facilities
say they are
welcomed back if they miss an appointment

facility and only 17% of PLHIV (n= 354) that staff will provide
counselling on adherence if you return to the clinic. 26% of PLHIV
(n=549) said that if you miss an appointment to collect ARVs
you are sent to the back of the queue next time you come in.

Public healthcare user reports of friendly and professional
staff across time (higher scores are better)
Are Staff Friendly and Professional?
1.6
1.4
1.2
1
0.8
0.6

RECOMMENDATIONS:

0.4

+ COP22 Target: All staff at PEPFAR supported sites are trained
and held accountable to provide a friendly and welcoming
environment for all public healthcare users, including PLHIV
returning to care after a late/missed scheduled visit, silent
transfer from another facility or treatment interruption.
Overall accountability should be with the Facility Manager
if no improvements are made.

0.2

+ COP22 Target: Any reports of poor staff attitude (that
contribute to PLHIV interrupting treatment or disengaging
from care) by PEPFAR supported staff should be urgently
investigated and disciplinary action taken where appropriate.
For facilities Ritshidze reports on, PEPFAR should respond
within 3 months with actions that have been taken.
+ COP22 Target: Working with NDoH, PEPFAR SA ensures
that no PLHIV is sent to the back of the queue if they miss an
appointment.
People living with HIV live dynamic lives, may miss
appointments and may even miss taking some pills. When
they do, the public health system should meet them with
support when they return to the clinic. But often, when
people living with HIV return to the clinic they are treated
badly. This poor treatment and unwelcoming environment
is a significant reason for people living with HIV and key
populations to disengage from care. A study from Zambia
showed that patients were willing to wait 19 hours more or
travel 45 km farther to see nice rather than rude providers.5
Staff attitude remains a major barrier. Across facilities, out
of 13,926 respondents, only 63% people thought that the
staff were always friendly and professional. While this has
improved compared to the same reporting period last year
— with only 55% of people who thought staff were always
friendly and professional — there is still a way to go to ensure
all public healthcare users including PLHIV and KPs are
treated with dignity, respect, and compassion at all times.
Many people we spoke to had never missed a visit to collect ARVs.
Out of the 2127 PLHIV who had missed appointments, only 38%
(n=799) said that staff were welcoming when they came to collect
ARVs if they had previously missed a visit. 15% of PLHIV (n=319)
said that staff shouted at them the next time they came to the

2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q2 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

FACILITIES WITH 4 OR MORE REPORTS
OF PLHIV BEING REPRIMANDED:
Umbonambi Clinic, Nseleni CHC, Richards Bay Clinic,
Tlhabane CHC, Bafokeng CHC, Daveyton Main CDC, Howick
Clinic, Halley Stott Clinic, Mogwase CHC, St Patrick’s Gateway
Clinic, Erin Clinic, Bhekuzulu Clinic, Daveyton East Clinic,
Redcliffe Clinic, Amadiba Clinic, Andries Raditsela Clinic,
Mpophomeni Clinic, Lindelani Clinic, Umlazi G Clinic, OR
Tambo CHC, Mount Frere Gateway Clinic, Rabie Ridge
Clinic, Imizizi Clinic, Dan Kubheka Clinic, Ermelo Clinic

FACILITIES WITH 4 OR MORE
REPORTS OF PLHIV BEING SENT
TO THE BACK OF THE QUEUE:
Thokozani Clinic, Flagstaff Clinic, St Elizabeth’s Gateway
Clinic, Ermelo Clinic, Umlazi U21 Clinic, Holy Cross Gateway
Clinic, Lindelani Clinic, Lebohang CHC, Molweni Clinic, Imizizi
Clinic, Daveyton Main CDC, St Patrick’s Gateway Clinic, Erin
Clinic, Newlands West Clinic, Impilwenhle Clinic, Winnie
Mandela Clinic, Sivananda Clinic, Daveyton East Clinic,
Alexandra CHC, Maluti CHC, Matatiele Community Clinic,
Tembisa Main Clinic, Nontyatyambo CHC, Besters Clinic,
Bafokeng CHC, Mpophomeni Clinic, Mount Frere Gateway
Clinic, Meadowlands Zone 2 Prov Clinic, Lusikisiki Village
Clinic (Qaukeni), Umbumbulu Clinic, Nhlazatshe Clinic,
Inanda C CHC, Alexandra 8th Avenue Clinic, Port St Johns
CHC, Phoenix CHC, Amadiba Clinic, Rabie Ridge Clinic, Dan
Kubheka Clinic, Bophelong CDC (Emfuleni), Empilisweni CDC,
Thembalethu CHC, Diepkloof Prov Clinic, Duncan Village CHC,
Luyolo NU 9 Clinic, Nsimbini Clinic, Isipingo Clinic, Esangweni
CHC, Mooi River Clinic, Barcelona Clinic, Beatty Clinic

5. U
 nderstanding preferences for HIV care and treatment in Zambia: Evidence from a discrete choice experiment among patients
who have been lost to follow-up. August 2018. PLoS Med. Available at: pubmed.ncbi.nlm.nih.gov/30102693
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4.2. Transfer letters

It is critical that PLHIV who disengage from care are supported to
re-engage. This re-engagement can be supported 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, and
differentiate re-engagement services including providing 3MMD
until next viral load and/or accelerated access to RPCs models.

290 people at 91
facilities had been refused access to
services for not having a transfer letter

Positively, 96% of PLHIV feel that facilities keep their HIV
status private and confidential. Privacy violations were
infrequent, however the most commonly-observed privacy
violation was that more than one person was being consulted
in the same room, occurring at 27 facilities monitored.

RECOMMENDATIONS:
+ COP22 Target: Any reports where immediate
treatment continuation or restart is delayed by PEPFAR
supported staff requiring a transfer letter should be
urgently investigated and disciplinary action taken
where appropriate. For facilities Ritshidze reports on,
PEPFAR should respond within 3 months with actions
that have been taken.

FACILITIES WITH MORE THAN ONE PERSON
BEING CONSULTED IN THE SAME ROOM:
Bafokeng CHC, Inzame Zabantu CDC, Nolungile CDC,
Azalea Clinic, Piet Retief Clinic, Zone 17 Clinic, Isikelo
Clinic, Imizizi Clinic, Stanford Terrace Clinic, Ntapane Clinic,
Duncan Village CHC, Mount Frere Gateway Clinic, Freedom
Park Clinic, Sivananda Clinic, Ermelo Clinic, Emthonjeni
Clinic (Msukaligwa), Umzomuhle (Umlazi H) Clinic, Umlazi
N Clinic, Umlazi G Clinic, OR Tambo CHC, Willowfountain
Clinic, Boikhutsong Clinic, Orlando Prov Clinic, Port St
Johns CHC, Tlhabane CHC, Nyanga CDC, Bapong CHC

Transfer letters are not required in the guiding principles
of the Re-engagement SOP which states: “If a patient
comes from a different facility (transfers in) DO NOT
require the patient to provide transfer documents or
delay restarting treatment as per procedure in 2019 ART
Clinical Guideline”. However, 290 people interviewed
by Ritshidze had been denied access to services for
not having a transfer letter across 91 facilities.

Facilities with 3 or more reports of people being refused access to service without
a transfer letter between November 2021 and January 2022

SURVEYS
COMPLETED

BEEN REFUSED
ACCESS TO
SERVICES WITHOUT
A TRANSFER
LETTER FROM
ANOTHER CLINIC

Reitumetse Clinic

27

19

Alfred Nzo

Matatiele Community Clinic

51

11

Mpumalanga

Nkangala

Thembalethu CHC

49

10

North West

Bojanala Platinum

Boitekong Clinic

52

10

Free State

Thabo Mofutsanyana

Namahali Clinic

24

9

Free State

Lejweleputswa

Hoopstad Clinic

18

8

Mpumalanga

Ehlanzeni

Gutshwa Clinic

34

8

Mpumalanga

Nkangala

Empumelelweni CHC

49

8

Mpumalanga

Nkangala

Beatty Clinic

51

8

North West

Bojanala Platinum

Bafokeng CHC

50

8

Free State

Lejweleputswa

OR Tambo Clinic

44

7

Gauteng

Sedibeng

Bophelong CDC (Emfuleni)

56

7

Free State

Lejweleputswa

Tshepong (Welkom) Clinic

27

6

Eastern Cape

Alfred Nzo

St Patrick’s Gateway Clinic

54

6

Gauteng

Ekurhuleni

Phola Park CHC

31

6

Free State

Lejweleputswa

Phahameng (Bultfontein) Clinic

37

6

Eastern Cape

Alfred Nzo

Maluti CHC

49

6

PROVINCE

DISTRICT

FACILITY

Free State

Thabo Mofutsanyana

Eastern Cape
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SURVEYS
COMPLETED

BEEN REFUSED
ACCESS TO
SERVICES WITHOUT
A TRANSFER
LETTER FROM
ANOTHER CLINIC

Isikelo Clinic

55

6

Bojanala Platinum

Bapong CHC

52

6

City of Tshwane

Phomolong Clinic

22

5

Free State

Thabo Mofutsanyana

Mphohadi Clinic

6

5

Free State

Lejweleputswa

Kgotsong (Bothaville) Clinic

28

5

North West

Bojanala Platinum

Tlhabane CHC

50

4

Mpumalanga

Gert Sibande

Secunda Clinic

39

4

Eastern Cape

Chris Hani

Ngcobo CHC

35

4

Free State

Thabo Mofutsanyana

Boiketlo Clinic

17

4

Free State

Lejweleputswa

Albert Luthuli Memorial Clinic

30

4

Gauteng

Sedibeng

Zone 17 Clinic

57

3

Gauteng

Ekurhuleni

Ramokonopi CHC

26

3

Free State

Lejweleputswa

Phomolong (Hennenman) Clinic

24

3

Free State

Lejweleputswa

Matjhabeng Clinic

35

3

Eastern Cape

Buffalo City

Greenfields Clinic

16

3

Gauteng

Ekurhuleni

Erin Clinic

32

3

Eastern Cape

Buffalo City

Empilweni Gompo CHC

16

3

Eastern Cape

Buffalo City

Duncan Village CHC

15

3

Limpopo

Capricorn

Buitestraat Clinic

43

3

Gauteng

Ekurhuleni

Boksburg Civic Centre Clinic

24

3

Free State

Thabo Mofutsanyana

Bohlokong Clinic

9

3

PROVINCE

DISTRICT

FACILITY

Eastern Cape

Alfred Nzo

North West
Gauteng

Anova data also show that 25% of healthcare workers
reported they still insisted on a transfer letter and
sent those re-engaging to the back of the queue6.
Further the study reported that “services were made

unavailable to patients who were highly mobile because of
the bureaucratic barrier of requiring a transfer letter. The
requirement for a transfer letter when moving between
clinics was a common reason for disengaging from care.”

6. “ Why do patients interrupt and return to antiretroviral therapy? Retention in HIV care from the patient’s perspective in Johannesburg,
South Africa”. Plos One. Available at: https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0256540
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COMMUNITY STORY

My name is Bheki Mokoena and I have a problem. I am from Johannesburg,
so I went to this facility in June because blood was coming from my
nose and mouth. When I got there they did not attend to me.
I was very weak and walking very slowly when I got there, they still did not attend. I decided to eventually go
back home. They said I had to get a transfer letter from Dawn Park Clinic in Johannesburg. Since illnesses come
unexpectedly, I could not go back home to Johannesburg to get a transfer letter as I did not have any money.
I’m not criticising them but they treated me very badly. I went back there again as weak as I was
and told them I was taking TB and HIV treatment. They still never attended to me. I spent two
months suffering like that until I borrowed money to go back and fetch the transfer letter.
I was saddened by all this as I was abused at this clinic to a point that I nearly cried. My heart is very sore. I have still not
paid back the money I borrowed as I’m not working and those people want their money back. I’m still looking for a job.
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4.3. Psychosocial support

Only 83%

Is psycho-social counseling available
for PLHIV?
Patients Surveyed: 10,182

of PLHIV say that psychosocial support is available

Yes

No

Don’t know

RECOMMENDATIONS:
9.3%

+ COP22 Target: A package of psychosocial support should be
available at 100% of PEPFAR supported sites that includes
provision of individualised quality assured counselling 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.

7.6%

+ COP22 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
quality assured enhanced adherence counselling but
attendance is not made mandatory.

83.1%

+ COP22 Target: Maintain commitments in COP21 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. Actually implement these groups!

interlinkage of routine information systems to better
support patient care across complex care platforms.

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
show 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 continuity targets is developing,
testing, and implementing programmes that reach
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

Life-long treatment is a 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.

Please specify what psycho-social support is available.
Patients Surveyed: 8,434
Individualised counselling for any person living with
HIV (no matter how long they have been on treatment)

4,684 (56%)

HIV pre-test counselling

6,928 (82%)

HIV post-test counselling
Peer led patient navigators
Referrals to social worker and other services

6,350 (75%)
1,227 (15%)
1,607 (19%)

Referral to optional support groups
Food parcels

529 (7%)
311 (3.6%)

Other
Don’t know
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116 (1.3%)
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However, full packages of psycho-social services are not
available at every clinic. A full package of services should
include: provision of individualised quality assured counselling
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.

In the SDS, PEPFAR commits to “the PEPFAR SA team will
continue to scale up PLHIV-led support groups while exploring
non-physical contact support measures in the setting of COVID-19
to 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” (page 26 SDS COP21).

As part of psycho-social support, support groups linked
to each public health facility are also 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.

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, led by PLHIV. However
to date, the PLHIV Sector has not been engaged on this.

5. Treatment + Viral Load Literacy

94%
88%
87%
76%

of PLHIV had a viral load
test in the last year
of PLHIV said that a healthcare
provider had explained the results
agreed that having an
undetectable viral load means
treatment is working well
agreed that having an
undetectable viral load means
a person is not infectious

RECOMMENDATIONS:
+ COP22 Target: PEPFAR should fund an expansion of
PLHIV + KP led treatment literacy efforts across all
provinces, through training, education and localised
social mobilisation campaigns.
+ COP22 Target: PEPFAR and DoH should ensure that
all healthcare workers provide accurate and easily
understandable information on treatment adherence,
the importance of an undetectable viral load, and the
if undetectable, the availability of RPCs (less frequent
ART refill collection closer to home with group support
if desired) when talking to PLHIV, through consultations,
counselling, outreach, and health talks at clinics.
+ COP22 Target: PEPFAR and DoH should ensure that viral
load test results are properly explained to all PLHIV in a
timely manner.
Treatment literacy improves linkage and retention rates
as people understand the importance of starting and
remaining on treatment effectively. By becoming as
informed as possible, people living with HIV are empowered
to take control of their own health and sex lives.
94% of PLHIV we spoke to had gotten a viral load test in
the last year, with only 84% of participants living with HIV
reporting that they knew their viral load. 78% of PLHIV
agreed with the statement; “having an undetectable viral
load means the treatment is working well”, and just 76%

agreed with the statement “having an undetectable viral
load means a person is not infectious.” This has improved
compared to the same reporting period last year, where
83% agreed with the statement; “having an undetectable
viral load means the treatment is working well” and just 72%
agreed with the statement “having an undetectable viral
load means a person is not infectious.” However, all PLHIV
should understand the benefits of adhering to treatment.
88% of PLHIV said that a healthcare provider had explained
the results of the viral load test results compared to 77%
in the same reporting period last year. The provinces that
performed worst this year were Limpopo where only
73% of PLHIV said a healthcare worker explained the
results, followed by Eastern Cape (81%) and Free State
(85%). It is imperative that healthcare workers explain
test results to ensure all PLHIV are fully informed.

Treatment Literacy: Do PLHIV understand
viral load and their health?
Patients Surveyed: 10,211
Yes
No
Don’t know

8,878 (87%)
48 (5%)
785 (8%)

Treatment Literacy: Do PLHIV understand viral
load and transmission?
Patients Surveyed: 10,206
Yes

7,727 (76%)

No

1,238 (12%)

Don’t know

1,241 (12%)
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PLHIV who understand U=U across
time (higher scores are better)
Treatment Literacy: Do Patients Understand
Viral Load and Transmission?
1.1
1
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q2 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

Populations Sector organisations have been approached
to date to implement community-led treatment literacy
interventions. Rather, PEPFAR is engaging implementing
partners and SANAC to implement this work. This is not
what we have been advocating for since COP17, which
is that community is funded to implement communityled treatment literacy efforts that incorporate peoplefriendly materials, online resources and localised
social mobilisation campaigns at community level.
For example, TAC has been engaging in treatment literacy
since its inception. TAC brought HIV science into South
Africa’s working-class communities and rural areas
through its treatment literacy programme. The programme
educated and empowered ordinary people in South Africa
to understand how HIV works in the body, how it can
be treated and how its transmission can be prevented.
Treatment literacy proved to be an effective public health
intervention and created the basis for the successful rollout
of antiretroviral therapy. It can now be used to strengthen
testing, prevention, ART initiation, and long-term retention.

In research from South Africa, peers were trained to provide
U=U messaging along with invitations for HIV testing7.
Results from this randomised control trial highlighted that
men who received the U=U messaging were 1.9 times as
likely to be tested for HIV testing compared to those who
didn’t receive the messaging. This work highlights the
importance of ensuring all people in South Africa have
greater HIV treatment literacy, including around U=U.
In terms of the transition to dolutegravir (DTG), only
62% of PLHIV we spoke to knew they were on a DTGbased regimen. Encouragingly, 91% of those PLHIV
were explained of the potential side effects of DTG.
The SDS made vague commitments that: “Communications
campaigns incorporating U=U messages for all populations
will be used to strengthen patient literacy and demand
for services and to improve provider knowledge regarding
HIV treatment. The PLHIV/Civil Society sector will be
engaged to promote patient health literacy efforts”
(page 25 SDS COP21). However, no PLHIV Sector or Key

7. https://pubmed.ncbi.nlm.nih.gov/34057659/
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Modern ART for South Africa is the latest in this treatment
literacy programme — created by TAC and HIV i-Base.
Through a combination of tools including peoplefriendly information booklets, website, mobile app, social
media channels, and social mobilisation campaigns at
community level, Modern ART for South Africa ensures
that PLHIV have access to the latest information about
ART and useful tools to help manage HIV treatment
and health, supporting HIV testing, treatment initiation,
and long-term adherence. This is the type of effective
community-led treatment literacy initiative that the People’s
COP has been calling to be funded for many years.

MOFOLO CHC

6. Tracing + re-engaging PLHIV and people with TB

336
21%

PLHIV report not being contacted
at all if they missed a visit
of facilities want PEPFAR support
for additional Linkage Officers

RECOMMENDATIONS:
+ COP22 Target: PEPFAR SA to actively support GoSA with
dissemination, training and implementation of the national
Welcome Back Strategy (October 2011).
+ COP22 Target: PEPFAR SA implements at all PEPAR
supported sites South Africa’s March 2020 Adherence
Re-engagement SOP 9 which differentiates appropriate
service delivery for people re-engaging in care including
immediate/accelerated access to 3MMD while awaiting
viral load monitoring and enrolment/re-enrolment in RPCS
models, specifically focusing on implementation of the
endorsed re-engagement algorithm.
+ COP22 Target (Fast Track): 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.
+ COP22 Target (Fast Track): PEPFAR SA ensures that all
linkage officers have access to phones/airtime/data to be
able to effectively call PLHIV who miss appointments.
+ COP22 Target (Fast Track): PEPFAR SA ensures there are an
adequate number of Linkage Officers at all supported sites
in order to effectively call PLHIV who miss appointments.
+ COP22 Target (Fast Track): PEPFAR SA ensures that PEPFAR
supported CHWs have access to reliable transport to
effectively trace PLHIV who have disengaged from care.
+ COP22 Target: PEPFAR SA to support GoSA to:
Ű release SA’s national TB Recovery Plan amidst COVID-19
with action points to ensure integrated TB, HIV and
COVID-19 care;
Ű update CHWs scope of work to reflect their roles in
integrated TB, HIV and COVID-19 care;

Ű ensure standardised training on HIV, TB and COVID-19
and the provision of adequate infection prevention
equipment (PPE) for all CHWs;
Ű release the policy on Occupational Health for health
workers regarding TB and HIV to protect health workers
against occupational disease.
South Africa has more re-engaging PLHIV than PLHIV
who are initiating ART for the first time. It is therefore
critical that there is increased focus on quality assured
approaches that effectively encourage PLHIV back
into care and sustain their re-engagement.
The NDoH Welcome Back strategy (released October 2021),
is a positive step towards identifying and addressing gaps
in care for patients that are struggling with engagement in
the current system. Dissemination, funding, training and
implementation of the strategy are now key to impact.
The revised National Adherence Guidelines Standard
Operating Procedures (SOPs) were revised to include
SOP 8 (tracing and recall) and SOP 9 (differentiate service
delivery on re-engagement, including immediate/
accelerated access to 3MMD while waiting for next viral
load and RPCs models). The NDoH Welcome Campaign
Strategy document (October 2021) specifically focuses
attention on the implementation of these two SOPs.
SOP 8 describes the procedure for tracing, recall and reengagement in SOP 8 whereby if PLHIV do not arrive at
facility or repeat prescription collection strategies (RPCs) for
scheduled appointment within 7 calendar days from their
appointment date they should be contacted with a reminder
call or SMS to return to the facility for scheduled appointments.
If unsuccessful, the facility is expected to initiate patient tracing
using community healthcare workers, or other similar methods.
Ritshidze data shows that while 56% of PLHIV had never
missed a facility visit to collect their ARVs (so they did not
know what would happen if they did), out of those who
had missed appointments: only 46% (n=1,058) said they
got an SMS, only 48% (n=1,090) said they got a phone
call, only 5% (n=120) said a CHW came to their house,
and 15% (n=336) said they were not contacted at all.
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Facilities with 3 or more PLHIV reports of not being contacted if you miss an
appointment between November 2021 and January 2022
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PROVINCE

DISTRICT

FACILITY

SURVEYS COMPLETED

GET AN SMS

GET A PHONE CALL

A HEALTH WORKER
COMES TO YOUR HOUSE

YOU ARE NOT CONTACTED
BY THE CLINIC

DONT KNOW/ NEVER
MISSED A VISIT

OTHER

WHEN PLHIV MISS A VISIT
TO COLLECT ARVS:

KwaZulu-Natal

King Cetshwayo

Thokozani Clinic

34

0

0

0

27

7

0

Gauteng

City of Johannesburg

Alexandra CHC

38

1

1

0

10

25

1

Mpumalanga

Nkangala

Thembalethu CHC

23

0

6

0

10

7

0

Mpumalanga

Gert Sibande

Lebohang CHC

25

1

6

0

9

8

1

KwaZulu-Natal

eThekwini

KwaMashu B Clinic

15

3

3

0

8

2

0

Eastern Cape

Buffalo City

Gompo C Jabavu Clinic

11

0

0

1

7

3

0

KwaZulu-Natal

uMgungundlovu

Caluza Clinic

18

1

1

0

7

9

0

Gauteng

City of Johannesburg

Meadowlands Zone 2 Prov Clinic

16

1

2

0

7

6

0

Gauteng

City of Johannesburg

Mofolo CHC

13

1

0

0

6

6

0

Mpumalanga

Gert Sibande

Winifred Maboa CHC

23

0

1

1

6

16

0

North West

Bojanala Platinum

Letlhabile CHC

17

0

5

0

6

6

0

Eastern Cape

Buffalo City

Greenfields Clinic

12

0

1

0

5

6

0

KwaZulu-Natal

uMgungundlovu

Howick Clinic

9

1

1

0

5

2

0

Eastern Cape

Buffalo City

Duncan Village CHC

12

0

3

0

5

4

0

Gauteng

City of Johannesburg

Zola CHC

16

0

2

1

5

8

0

Gauteng

City of Johannesburg

Alexandra East Bank Clinic

22

1

3

0

5

14

0

Gauteng

Ekurhuleni

Erin Clinic

11

4

1

0

5

1

0

KwaZulu-Natal

uThukela

Injisuthi Clinic

44

13

0

0

5

26

0

Gauteng

City of Johannesburg

Stretford CHC

9

0

0

0

4

5

0

Gauteng

City of Tshwane

Boikhutsong Clinic

11

0

0

1

4

6

0

Gauteng

City of Johannesburg

Freedom Park Clinic

13

0

0

1

4

8

0

Eastern Cape

Buffalo City

Empilweni Gompo CHC

12

0

3

0

4

6

0

Gauteng

Ekurhuleni

Barcelona Clinic

14

3

1

0

4

6

0

Gauteng

City of Johannesburg

Mandela Sisulu Clinic

29

0

4

0

4

21

0

Gauteng

City of Johannesburg

Sinqobile Clinic

13

0

4

0

4

5

0

Gauteng

City of Johannesburg

Jabavu (Vusabantu) Clinic

15

2

3

0

4

6

0

Gauteng

City of Johannesburg

Rabie Ridge Clinic

15

3

3

0

4

7

0

Gauteng

City of Johannesburg

Diepkloof Prov Clinic

15

1

5

0

4

5

0

North West

Bojanala Platinum

Tlhabane CHC

39

0

9

0

4

26

0
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NOMANGESI CLINIC

PROVINCE

DISTRICT

FACILITY

SURVEYS COMPLETED

GET AN SMS

GET A PHONE CALL

A HEALTH WORKER
COMES TO YOUR HOUSE

YOU ARE NOT CONTACTED
BY THE CLINIC

DONT KNOW/ NEVER
MISSED A VISIT

OTHER

WHEN PLHIV MISS A VISIT
TO COLLECT ARVS:

North West

Bojanala Platinum

Bafokeng CHC

47

4

6

1

4

35

0

KwaZulu-Natal

eThekwini

KwaMashu Poly CHC

22

0

17

0

4

1

0

Gauteng

City of Johannesburg

Thoko Mngoma Clinic

13

2

0

0

3

8

0

Western Cape

City of Cape Town

Inzame Zabantu CDC

18

0

0

2

3

13

0

Gauteng

City of Johannesburg

Tladi Prov Clinic

12

1

1

0

3

8

0

Gauteng

City of Johannesburg

Michael Maponya Prov Clinic

44

1

1

0

3

39

0

Gauteng

City of Johannesburg

Tshepisong Clinic

23

0

1

1

3

18

0

Free State

Lejweleputswa

Welkom Clinic

9

3

0

0

3

3

0

Gauteng

City of Tshwane

Soshanguve Block TT Clinic

17

3

1

0

3

11

0

Gauteng

City of Tshwane

KT Motubatse Clinic

12

1

3

0

3

5

0

Mpumalanga

Gert Sibande

Paulina Morapeli CHC

18

2

2

0

3

10

1

Eastern Cape

Buffalo City

Zanempilo Clinic (East London)

14

0

4

2

3

6

0

KwaZulu-Natal

uThukela

Wembezi Clinic

39

14

0

0

3

22

0

Gauteng

City of Tshwane

Hercules Clinic

31

13

6

0

3

9

0
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Facility Managers report that the major challenge for
linkage officers to trace people are that people give wrong
phone numbers, however in addition a significant number
of sites complained about there not being enough phones
or enough Linkage Officers. 21% of Facility Managers want
PEPFAR to support additional Linkage Officers in their sites.

Further challenges include there not being enough CHWs
(raised by Facility Managers at 49 sites), not enough phones
(raised by Facility Managers at 89 sites), safety issues for CHWs
working in the community (raised by Facility Managers at
127 sites), and the fact that patients give wrong numbers
and addresses (raised by Facility Managers at 329 sites).

Challenges to bring patients back into care?
Facility Staff Surveyed: 369

Challenges for linkage officers in finding people
Facility Staff Surveyed: 372
102
(27%)

Not enough phones

Not enough
105 (28%)
linkage officers

No CHWs

Not enough phones

Patients give wrong phone
numbers or addresses

354 (95%)

Other
Dont know

Not enough CHWs

89 (24%)
25 (7%)
49
(13%)

No transport

21 (6%)

185 (50%)

Patients give wrong
numbers or addresses

2 (0.5%)

329 (89%)

Safety issues

93% of facilities monitored reported CHWs based
at the facility with the most common roles of CHWs
being tracing individuals lost to follow up tracing (94%
of sites), TB contact tracing (75% of sites), providing
treatment literacy information (43% of sites), and
providing other health information (41% of sites).

Roles CHWs perfom
Facility Staff Surveyed: 345
Tracing individuals
lost to follow up
HIV Testing / Counselling
Linkage / Peer Navigators
Index Testing Counselling
/ Contact Tracing
Treatement Literacy
Adherence club support

326 (94%)
110 (32%)
133 (39%)
108 (31%)
147 (43%)
75 (22%)

TB Contact tracing
Other health information
(Family planning, etc)
Other

260 (75%)
142 (41%)
28 (8%)

Don’t know

However, despite their widespread presence at facilities,
CHWs face significant challenges in their efforts to help
improve people’s health. 80% of Facility Managers reported
that CHWs did not have access to transport to work outside of
facilities. Of those that did report that there is transportation
for CHWs (n=57), only 38 Facility Managers considered this
transportation reliable. This means that across 381 facilities
monitored, only 38 (<10%) report having CHWs based at
the facility who have reliable transportation to the field.
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127 (34%)

Other

8 (2%)

No challenges 1
Dont know

2

After late appointment, silent transfer or treatment
interruption, it is also critical that PLHIV 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 guiding principles of
SOP 9 of the revised Adherence Guidelines is accompanied
by Annexure VI: Re-engagement algorithm outlining
how to ensure PLHIV who re-engage are supported to, as
quickly as possible, be offered and enrolled or re-enrolled
in RPCs available at the facility. It differentiates between
those who have or have not i) interrupted treatment, ii)
have a history of a suppressed viral load and ii) are sick
and ensures that all patients re-engaging are not treated
the same. Implementing this SOP is vital to supporting
improved adherence on re-engagement and providing
appropriate clinical and psychosocial support to PLHIV.

7. Index testing

Only 82%

of PLHIV were
told they were
allowed to refuse to give the names of
their sexual partners for index testing

Only 81%

of PLHIV reported
that they were asked
about the risk of violence from their partner

86%
46%

of facilities always screen PLHIV
for intimate partner violence
of facilities trace all contacts regardless
of reports of violence reported violence

RECOMMENDATIONS:
+ COP22 Target: PEPFAR must ensure that all healthcare
providers ask if the individual’s partners have ever been
violent and record the answer to this question, before
contacting the sexual partners of PLHIV. 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.
+ COP22 Target: PEPFAR must ensure that 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 implementing partners
with PEPFAR and civil society.
+ COP22 Target: PEPFAR must ensure that prior to
implementing (or 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.
+ COP22 Target: PEPFAR must ensure that all implementing
partners and healthcare 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.
+ COP22 Target: PEPFAR must suspend index testing at any
facility that cannot meet these demands.
+ COP22 Target: PEPFAR must report to CSOs the results
of the REDCap assessments and the specific remediation
steps that have been taken. REDCap tool results must be
shared for all facilities.
+ COP22 Target: PEPFAR must ensure that 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.

+ COP22 Target: All sites implementing PEPFAR supported
index testing must report on: a) The number and proportion
of index clients who have been screened for IPV; b) The
number and proportion of index clients that have screened
positive for IPV.
+ COP22 Target: All implementing partners (IPs) will report for
all facilities implementing index testing where patients are
referred for GBV/IPV services not provided on site as well as
transport options available for patients.
+ COP22 Target: PEPFAR will select a representative sample
of facilities implementing index testing to administer
PEPFAR’s GBV Quality Assurance Tool8. Results of the tool’s
implementation will be shared with CSO representatives and
a remediation plan put into place for any gaps identified.
99% of facilities monitored through Ritshidze report engaging
in index testing. While 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 welldocumented 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.
First, the data PEPFAR are sharing around the index testing
programme are inadequate to ensure that the programme is
being implemented in a safe and ethical manner. Far more is
needed to document the safe implementation of the index testing
campaign including providing information about the proportion
of clients who are screening positive for IPV at every facility.
Data from Ritshidze show that of 10,146 PLHIV interviewed, 70%
said that a healthcare worker had ever asked them for the names
and contact information of their partners so that they may be
able to test them for HIV. Worryingly, of the 7,079 who were asked
to disclose their contacts, only 82% reported that the healthcare
worker explained that they were allowed to “say no” or refuse
to give the names of their partners. Even in KwaZulu-Natal (the
best performing province) — 15% of index testing participants
were not informed that they could refuse participation.

Did a health worker tell you you can refuse to
participate in index testing?
Patients Surveyed: 7,050
Yes
No
Don’t
know

5,784 (82%)
1,140
(16%)
126 (2%)

8. https://static1.squarespace.com/static/5a29b53af9a61e9d04a1cb10/t/5f087452fa4efb0134eafaab/1594389591515/GBV-QA+tool_Jan+2018.pdf
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PROVINCE

DISTRICT

FACILITY

NO

DON’T
KNOW

SCORE

DID A HEALTH WORKER TELL
YOU YOU CAN REFUSE TO
PARTICIPATE IN INDEX TESTING?

YES

SURVEYS
COMPLETED

Worst performing sites: PLHIV did not know they could refuse to engage in index testing (November 2021 to January 2022)

North West

Bojanala Platinum

Bapong CHC

3

0

3

0

0%

Gauteng

City of Johannesburg

Orange Farm Ext 7 Clinic

2

0

2

0

0%

Western Cape

City of Cape Town

Khayelitsha (Site B) CHC

3

0

3

0

0%

Western Cape

City of Cape Town

Kuyasa CDC

3

0

3

0

0%

Western Cape

City of Cape Town

Michael Mapongwana CDC

4

0

4

0

0%

Eastern Cape

Alfred Nzo

Mount Frere Gateway Clinic

6

0

6

0

0%

Mpumalanga

Gert Sibande

Mkhondo Town Clinic

1

0

1

0

0%

KwaZulu-Natal

eThekwini

Goodwins Clinic

2

0

2

0

0%

Mpumalanga

Ehlanzeni

Kanyamazane CHC

25

1

23

1

4%

Mpumalanga

Ehlanzeni

Eziweni Clinic

19

1

18

0

5%

KwaZulu-Natal

uThukela

Ncibidwane Clinic

44

3

40

1

7%

KwaZulu-Natal

eThekwini

Waterloo Clinic

24

2

22

0

8%

KwaZulu-Natal

eThekwini

Hambanathi Clinic

24

2

22

0

8%

Western Cape

City of Cape Town

Town 2 CDC

11

1

10

0

9%

KwaZulu-Natal

eThekwini

Ottawa Clinic

10

1

9

0

10%

KwaZulu-Natal

eThekwini

Verulam Clinic

8

1

7

0

13%

KwaZulu-Natal

uThukela

Injisuthi Clinic

36

4

25

7

14%

KwaZulu-Natal

uThukela

AE Haviland Memorial Clinic

40

6

29

5

17%

KwaZulu-Natal

Zululand

Ulundi A Clinic

6

1

5

0

17%

KwaZulu-Natal

uThukela

Wembezi Clinic

27

4

18

5

18%

Free State

Lejweleputswa

Rheeders Park Clinic

8

2

6

0

20%

Mpumalanga

Ehlanzeni

Msogwaba Clinic

20

4

16

0

20%

KwaZulu-Natal

eThekwini

Kingsburgh Clinic

25

5

20

0

20%

KwaZulu-Natal

eThekwini

Tongaat CHC

30

7

23

0

23%

Eastern Cape

OR Tambo

Mqanduli CHC

11

2

6

3

25%

Eastern Cape

OR Tambo

St Elizabeth's Gateway Clinic

16

4

12

0

25%

Eastern Cape

Alfred Nzo

Tabankulu CHC

9

1

3

5

25%

KwaZulu-Natal

Harry Gwala

Kokstad Clinic

8

2

6

0

25%

KwaZulu-Natal

eThekwini

Redcliffe Clinic

34

11

23

0

29%

KwaZulu-Natal

eThekwini

Athlone Park Hall Clinic

27

8

19

0

30%
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PLHIV who report that a healthcare workers explained that
index testing is voluntary over time (higher scores are better)

Did a health worker tell you you can
refuse to participate in index testing?
Facility
Best 25-50%

Median facility
Lower 50-75%

100%

index testing protocol — and only 81% of PLHIV reported that
they were asked about the risk of violence from their partners.
46% of the Facility Managers report that when they do screen
for IPV the practice is still to contact all the partners of PLHIV
regardless of reported violence. This is a major concern and
violation of people’s safety and privacy. Only 30% said that
they don’t trace the contacts for which there was reported
violence for HIV testing. There is no point to the IPV screen
if contacts are just notified of their exposure anyway.
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.

90%
80%
70%

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? It is insufficient
and unacceptable to leave healthcare workers without clear
guidelines and expectations on precisely what those alternatives
are. In the absence of which, we continue to see very different
approaches taken by facilities to follow-up with these contacts.

60%
50%
40%
30%
20%
10%
2019 2020 2020 2020 2020 2021 2021 2021 2021 2022
Q2 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

Secondly, we are concerned that screening protocols are not
always being followed. The SDS states that “all implementing
partners will fully comply with the government SOP in
screening all clients for a risk of violence before contacting
partners” and that “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” (page 43 SDS COP21).
However only 88% of Facility Managers say that they always
screen PLHIV for intimate partner violence (IPV) as part of their

While there has been substantial improvement compared
to the same reporting period last year, PEPFAR and the
Department of Health must act urgently to ensure that
all sites follow the protocols outlined in the National
Department of Health guidelines on index testing.

Did the healthcare worker ask you about your
risk of violence from your partner(s)?
Patients Surveyed: 7,051
Yes

5,704 (81%)

No 1,253 (18%)
Don’t
know

94 (1%)
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Worst performing sites: PLHIV report screening protocols not being followed (November 2021 to January 2022)

PROVINCE

DISTRICT

FACILITY

SURVEYS
COMPLETED

YES

NO

DON’T
KNOW

SCORE

Free State

Thabo Mofutsanyana

Reitumetse Clinic

3

0

3

0

0%

Eastern Cape

Buffalo City

Grey Gateway Clinic

3

0

3

0

0%

Western Cape

City of Cape Town

Kuyasa CDC

3

0

3

0

0%

Western Cape

City of Cape Town

Khayelitsha (Site B) CHC

3

0

3

0

0%

KwaZulu-Natal

eThekwini

Inanda Seminary Clinic

3

0

3

0

0%

Western Cape

City of Cape Town

Town 2 CDC

11

0

11

0

0%

Eastern Cape

Buffalo City

Nontyatyambo CHC

2

0

2

0

0%

Western Cape

City of Cape Town

Michael Mapongwana CDC

4

0

4

0

0%

Free State

Lejweleputswa

Phomolong (Hennenman) Clinic

3

0

3

0

0%

KwaZulu-Natal

eThekwini

Goodwins Clinic

2

0

2

0

0%

Gauteng

Ekurhuleni

Kempton Park Civic Centre Clinic

2

0

2

0

0%

Gauteng

Ekurhuleni

Mary Moodley Memorial CDC

5

0

5

0

0%

Gauteng

City of Johannesburg

Lenasia Clinic

3

0

3

0

0%

KwaZulu-Natal

Harry Gwala

Kokstad Clinic

8

0

8

0

0%

Gauteng

Ekurhuleni

Phillip Moyo CHC

2

0

2

0

0%

Eastern Cape

Alfred Nzo

Mount Frere Gateway Clinic

6

0

6

0

0%

Mpumalanga

Gert Sibande

Mkhondo Town Clinic

1

0

1

0

0%

Mpumalanga

Nkangala

Thembalethu CHC

2

0

2

0

0%

Mpumalanga

Ehlanzeni

Eziweni Clinic

19

0

19

0

0%

Mpumalanga

Ehlanzeni

Kanyamazane CHC

25

0

24

1

0%

Eastern Cape

Buffalo City

Central Clinic (East London)

2

0

2

0

0%

KwaZulu-Natal

eThekwini

Illovu Clinic

26

1

25

0

4%

KwaZulu-Natal

eThekwini

Athlone Park Hall Clinic

27

2

25

0

7%

KwaZulu-Natal

eThekwini

Kingsburgh Clinic

25

2

22

1

8%

Gauteng

City of Johannesburg

Senaoane Clinic

10

1

9

0

10%

KwaZulu-Natal

eThekwini

KwaMashu Poly CHC

10

1

9

0

10%

Gauteng

City of Johannesburg

Jabavu (Vusabantu) Clinic

9

1

8

0

11%

KwaZulu-Natal

eThekwini

Amanzimtoti Clinic

19

2

17

0

11%

Gauteng

Ekurhuleni

Endayeni Clinic

7

1

6

0

14%

KwaZulu-Natal

Zululand

Mdumezulu Clinic

10

1

6

3

14%

Mpumalanga

Ehlanzeni

Msogwaba Clinic

20

3

17

0

15%

KwaZulu-Natal

uThukela

Injisuthi Clinic

36

5

26

5

16%

Positively, Ritshidze found that the majority of Facility
Managers (71%) said that if a client screened positive
for violence that they offered then IPV services on site,
and (49%) said they are referred for services. However,

52

DID THE HEALTHCARE
WORKER ASK YOU ABOUT
YOUR RISK OF VIOLENCE
FROM YOUR PARTNER(S)?

PEOPLE’S COP22 – COMMUNITY PRIORITIES – SOUTH AFRICA

6% (n=21 facilities) said that they do not offer anything.
Screening for IPV without adequate IPV services to respond
to a client’s ‘positive’ screen is dangerous and unethical.
More is expected and required from the programme.

MASON STREET CLINIC

In case of violence from a sexual partner, what do you
do with the contact information of the sexual partner?
Facility Staff Surveyed: 335
Only contact partners of the client who
have no history of violence for HIV testing

Did the healthcare worker ask you about
your risk of violence from your partner(s)?
Facility

Do not contact partners of client for HIV testing

Best 25-50%

Median facility
Lower 50-75%

100%

Contact all partners for HIV testing
Don’t know

PLHIV who report that index testing screening protocols
are followed over time (higher scores are better)

90%

Other

80%
70%

10%
30.1%

60%
50%
40%
30%
20%

46%

11%

10%
2019
Q2

2021
Q1

2021
Q2

2021
Q3

2021
Q4

2022
Q1
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8. Men
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.

Only 123

facilities have male
nurses, counsellors
and/or other healthcare workers

Only 38
74 sites

facilities had extended
hours for men
had no male specific
services at all

About 30% of HIV transmission occurs amongst stable
partners and the HIV positive partner among 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. Targeting specific
populations that are most likely to transmit the virus like
men for ART treatment and care could have important
outcomes in preventing transmission to other populations.

RECOMMENDATIONS
+ COP22 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.
+ COP22 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.

In the SDS, PEPFAR made vague commitments to
provide “population-specific services like Men’s Corner”
(page 27 COP21 SDS) and that “Extended hours, youth
and male-friendly spaces that improve the experience
of men will be strengthened” (page 44 COP21 SDS).
However, Ritshidze data show that of 381 Facility
Managers interviewed, only 364 facilities offer services
specific to men. Further that only 123 clinics reported
having male nurses/counsellors/healthcare workers
at the facility, only 38 facilities had extended hours for
men, 74 sites had no male specific services at all.

Male HIV diagnosis and ART coverage is much lower
compared to women in South Africa. While 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.
PEPFAR’s FY21 reveals that only 57% of men aged 20–24
years and only 77% of adolescent boys and young men
aged 15–19 years are linked to treatment. Research in many
African countries has shown that HIV-positive men are less

Specific services provided to men
Facility Staff Surveyed: 364
Voluntary male medical
circumcision (at facility or referral)

196 (54%)

Access to condoms & lubricant
Male outreach services
(outside facility setting)
Male only after-hours clinics

204 (56%)

89 (24%)
83 (23%)
38 (10%)

Male nurses/counsellors/
healthcare workers

123 (34%)

No – we do not have specific
services specific to men
Dont know

54

74 (20%)
5 (1%)
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9. PrEP

98%
Only 74%
Only 52%
Only 56%
Only 83%

people should be able to access information about PrEP
and everyone who wants to take PrEP should be able to.

of facilities
offer PrEP

of facilities
offer PrEP to AGYW

What patients are offered PrEP? Select all that apply
Facility Staff Surveyed: 362

of facilities offer PrEP
to sex workers

Adolescent girls/
young women

of facilities offer
PrEP to all women
 f facilities offer
o
PrEP to anyone who
is sexually active

RECOMMENDATIONS
+ COP22 Target: PEPFAR to support GoSA in
dissemination and training on new national PrEP
Guidance (from October 2021).

269 (74%)

All women

204 (56%)

Men who have
sex with men

178 (49%)

Sex workers
People who
use drugs

189 (52%)
117 (32%)

Anyone who is
sexually active
Other

301 (83%)
8 (5%)

+ COP22 Target: Everyone eligible should be offered PrEP.
+ COP22 Target: PrEP refills extended to 3 month supply
for individuals using PrEP for more than 3 months.
+ COP22 Target: Implement RPCs for PrEP to simplify
service delivery including community collection of
PrEP refills.

Ritshidze data show that 98% of facilities monitored are
offering PrEP. However, not all population groups are
offered PrEP services, for example only 74% offer PrEP to
AGYW and only 52% offer PrEP to sex workers. All eligible

Don’t know

PrEP services would benefit from the lessons learnt from a
decade of ART service provision, specifically the importance
of simplifying, demedicalising and integrating services.
Differentiating PrEP services is critical to increasing
uptake and improving effective adherence. PrEP refills
should also be extended to 3 month supply for individuals
using PrEP for more than 3 months. In addition repeat
prescription collection strategies should be implemented
including both Internal and External pick-up points.

10. AIDS + comorbidities
10.1. Advanced HIV + cryptococcal meningitis

1 in 3

PLHIV present to care with
AHD in South Africa

RECOMMENDATIONS:
+ COP22 Target: Lay providers to support re-engagement
strategies with a focus on people with AHD re-engaging
including linkage from hospital to clinic after re-engagement
at a hospital (common as unwell).
+ COP22 Target: PEPFAR SA to increase active linkage support
for PLHIV with AHD started/restarted on ART in GoSA
hospitals by inclusion in individual case management/
accompaniment to clinic to reduce morbidity and mortality.
+ COP22 Target: PEPFAR SA to implement phone and/or home
visit clinical check-in follow-up 2 weeks, 6 weeks, 10 weeks
for individuals started or restarted on ART with AHD with
appropriate referral systems.

+ COP22 Target: Point of care diagnostic tools provided 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.
+ COP22 Target: PEPFAR SA should ensure the provision of
flucytosine for inpatient and outpatient facilities for followup oral treatment together with fluconazole in order to
reduce overall mortality.
+ COP22 Target: PEPFAR and GoSA should ensure clear
quantification and monitoring of cryptococcal meningitis
(CM) including annually how many PLHIV: 1) develop CM;
2) receive optimal treatment for CM; 3) survive CM; 4) die of
CM; 5) receive preventive treatment for CM; 6) receive a CD4
test; 7) CRAG+ getting lumbar puncture (LP); 8) LP negative
getting fluconazole prophylaxis.
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 Africa9.

9. Carmona et al, Clinical Infectious Diseases, March 2018
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However, just starting people on ART will not eliminate
opportunistic infections and AHD. Instead AHD care
needs to be enhanced at facility level. 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.
CHWs also need to support re-engagement strategies with a
focus on people with AHD re-engaging, including ensuring
linkage from hospital to clinic after re-engagement at a
hospital. There should also be an increase in active linkage
support for PLHIV with AHD started/restarted on ART in
hospitals by inclusion in individual case management/
accompaniment to the clinic to reduce morbidity and
mortality. Phone and/or home visit clinical check-in followup at 2 weeks, 6 weeks, and 10 weeks for individuals started
or restarted on ART with AHD should also take place.
While 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.
CD4 testing is essential for diagnosing (especially asymptomatic)
AHD. The provision of point of care (POC) diagnostic tools
to allow CD4 detection allows PLHIV to be assigned to care
depending on whether their CD4 count is above or below 200
cells/ul. This can lead to getting PLHIV onto an effective HIV
treatment regimen ASAP to improve viral load suppression
including rapid restart or rapid switch to second line treatment.
POC CD4 tests are available and affordable. The VISITECT
CD4 Advanced Disease test is a semi-quantitative POC rapid
diagnostic test (RDT) that costs US$3.98 per test. Such tests can
play an important role in reducing diagnostic delays that can
result in PLHIV being lost to follow-up and increased mortality.
Cryptococcal meningitis is the second leading cause of death
for PLHIV, causing headaches, deafness, and blindness. If CM
is not successfully diagnosed and treated it causes “cerebral
herniation” – where the brain gets pushed down into the
spinal canal due to increased intracranial pressure. PEPFAR
should ensure the provision of flucytosine for inpatient and
outpatient facilities for follow-up oral treatment together
with fluconazole in order to reduce overall mortality.

10.2. TB screening and testing

Only 34%
22 sites
Only 63%

of sites reported
TB LAM testing

reported no access to
GeneXpert testing
 ere always screened
w
for TB symptoms
at the facility

10. Gupta-Wright et al, Lancet, July 2018
11. Nathavitharana et al, Cochrane Reviews, August 2021
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RECOMMENDATIONS:
+ COP22 Target: 100% of PLHIV, including CLHIV, are
screened for TB and COVID-19 upon presentation to care at
every clinical encounter.
+ COP22 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.
+ COP22 Target: 100% of PLHIV, including CLHIV, with
positive urine-LAM results immediately initiate TB
treatment, while awaiting confirmatory rapid molecular
test results.
+ COP22 Target: 100% of healthcare workers at PEPFARsupported sites are trained to perform TB screening,
urine-LAM, and rapid molecular testing among PLHIV in
accordance with WHO recommendations and algorithms
and appropriate approach for sputum scarce symptom
positive but rapid molecular negative patients.
+ COP22 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.
+ COP22 Target: Procurement quantities of commodities
required for urine-LAM and rapid molecular testing should
each exceed 160,000, the estimated number of PLHIV,
including CLHIV, expected to present to care at PEPFARsupported sites with advanced HIV disease or TB signs and
symptoms in COP22.
TB is the leading cause of HIV-related deaths in South Africa
— with 36,000 PLHIV who died of TB in 2019. Although treatable,
deaths remain high partly due to lack of timely diagnosis and
connection with treatment. One key driver of excess morbidity
and mortality among PLHIV is that symptoms of TB or other risk
factors are often overlooked by healthcare workers, and that
the opportunity for early TB diagnosis and treatment is missed.
TB LAM tests are an affordable rapid POC TB tests for use
among PLHIV that are proven lifesaving10. WHO recommends
that every PLHIV in a hospital, as well as all PLHIV with TB
signs & symptoms, or severely ill, or with AHD, receive a rapid
LAM test. TB LAM tests can be administered at every level
of the healthcare system and results are returned in just
25 minutes. Trained non-laboratory personnel (e.g nurses,
HTC counsellors) can perform TB LAM tests.TB LAM should
be confirmed by a rapid molecular testing (e.g. GeneXpert,
Truenat), but TB treatment should be immediately started
following a LAM-positive result, according to WHO.
A recent systematic review found that PLHIV receiving LAM
testing in inpatient settings had a 15% lower risk of mortality,
and LAM testing in outpatient settings may result in a large
increase in the proportion of PLHIV started on TB treatment11. In
the SDS, PEPFAR committed to provide “TB-Lipoarabinomannan
Assay (LAM) and rapid molecular testing for TB at primary facilities
and outpatient settings” (page 27 COP21 SDS). However, Ritshidze
data reveal that TB LAM testing is only available at 34% of sites
monitored, and 22 sites reported no access to GeneXpert testing.

10.3. TB preventive therapy (TPT)

Is there GeneXpert testing at the facility?
Facility Staff Surveyed: 369
Yes,
onsite

142 (38%)

Yes,
offisite

205 (56%)

No

22 (6%)

Only 46%
Only 56%

of PLHIV had been offered
TPT in the last year
 f facilities give TPT
o
to adults living with
people with TB

RECOMMENDATIONS:
+ COP22 Target: All eligible PLHIV and all eligible contacts
of a person with pulmonary TB, including children and
adolescents, should be traced and initiated on TPT.
All people considered for TPT should undergo clinical
evaluation (symptom check and physical examination)
and be tested with GeneXpert (Xpert), even without
having any symptoms.

Is there TB LAM testing at the facility?
Facility Staff Surveyed: 364
Yes

125 (34%)

No

231 (63%)

Don’t
know

8 (2%)

To improve rates of TB detection, PEPFAR has committed to
ensure “implementation of targeted universal TB testing at all
PEPFAR-supported facilities” (page 28 COP21 SDS). However,
Ritshidze data show that out of 13,912 people, only 63%
were always screened for TB symptoms at the facility level.

Are people being asked for TB symptoms?
Patients Surveyed: 13,912
Yes

8,712 (63%)

Only
2,012 (14%)
sometimes
No
Don’t know

2,405 (17%)
783 (6%)

PEPFAR should ensure that all supported sites 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. Bi-directional screening for TB and COVID-19
should be implemented at every clinical encounter.
Whenever an individual is believed to be at risk of or is
diagnosed with TB, contact tracing should be conducted
among their household and other close contacts.
PEPFAR should also allocate sufficient budget to support
the procurement of commodities required for urineLAM testing and rapid molecular testing, in quantities
that each exceed 160,000, the number of PLHIV,
including CLHIV, estimated to present to care at PEPFARsupported sites with advanced HIV disease in COP22.

+ COP22 Target: TPT must be incorporated within RPCs.
+ COP22 Target: 2,121,100 PLHIV including children and
adolescents be initiated and complete TPT within COP22,
and cotrimoxazole, where indicated, must be fully
integrated into the HIV clinical care package at no cost to
the patient. Of these, at least 26% (549,720) should receive
3HP in line with GoSA commitments at UN HLM on TB.
+ COP22 Target: PEPFAR to support GoSA to urgently
release and implement the updated TPT guidelines which
were submitted for approval by the National TB technical
working group mid-2019. All PEPFAR-supported districts to
expedite the introduction of short-course single-dose and
FDC 3HP therapies.
While ART greatly reduces the risk of developing TB
disease, TB preventive therapy (TPT) can further reduce TB
sickness and deaths. Once active TB has been excluded, TPT
should be recommended to the following individuals:
+ All people living with HIV (PLHIV) who have never received
TPT, irrespective of CD4 count and antiretroviral therapy (ART)
status. This includes infants (from 14 weeks of age), children,
adolescents, adults and pregnant women.
+ TB contacts of an individual with pulmonary TB, regardless
of HIV status, pregnancy or previous TB disease: all infants,
children, adolescents, adults and pregnant women.
The above includes people who have previously taken
TPT who have a new significant TB exposure.
In the SDS, PEPFAR commits to support GoSA to ensure
that “all eligible PLHIV, including children, should complete
TB preventive treatment (TPT) by the end of COP21 (page
114 COP21 SDS). However, Of 10,108 PLHIV interviewed by
Ritshidze, only 46% had been offered TPT in the last year.
Further in COP20, PEPFAR SA only reached 330,472 PLHIV
initiated on IPT, just 51.54% of the TB_PREV target of 641,255.
The total number of PLHIV already on ART eligible for
TPT is 1,870,000 (PEPFAR retreat slides) yet the TB_PREV
target for COP22 is based on 5% of those eligible on ART
(93,506) plus 95% of those newly initiated on ART (625,100)
totalling only at 718,606. While higher than national
targets, these targets remain extremely low. At least 80%
of PLHIV already on ART should be provided with TPT.
This can be best done if TPT is incorporated within repeat
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prescription collection strategies, scripted and packed
with ART (including through CCMDD). PEPFAR Global
Guidance also states that “TPT should be integrated into
differentiated HIV service delivery models for adults, children,
and adolescents” (page 375 PEPFAR Global Guidance).

Who gets TB preventive therapy at this facility?
Facility Staff Surveyed: 370
People living with HIV
who do not have TB

Adults living with people who
have TB (household contacts)
Other

10.4. Hypertension & diabetes
357 (96%)

Children living with people who
have TB (household contacts)

336 (91%)

4 (1%)

4,653 (46%)

No
Don’t
know

RECOMMENDATIONS:
+ COP22 Target: Al PEPFAR-supported facilities scale
implementation of repeat prescription strategies to reach
60% of all PLHIV with controlled hypertension/diabetes.

206 (56%)

Have you been offered TB preventive therapy in
the last year?
Patients Surveyed: 10,108
Yes

observed. It was expected that government would introduce
3HP, pending SAHPRA approval, however delays in the process
persist. GoSA should urgently expedite approval of 3HP at
SAHPRA in order to meet TPT targets committed to in the UN
High Level Meeting (HLM) on TB of 549,720 on 3HP in 2022.12

4,866 (48%)
589 (6%)

The Planning Level Letter states that PEPFAR should support
“the procurement, training, and provision of TPT in order to catch
up and make up for the impact of COVID-19 on these essential
services. According to WHO, COVID-19 led to a significant decline
in the number of people receiving TB treatment, which dropped
by 21% in 2020 compared to 2019 and short course rifapentinebased regimens are described that are easier to take and adhere,
with higher completion rates” (page 2 PLL). Currently South
Africa provides IPT for 12 months, yet low adherence levels are

A growing number of PLHIV are also living with noncommunicable diseases including hypertension and
diabetes. With an increased risk of cardiovascular
morbidity and mortality amongst PLHIV and the
ageing 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.
The PEPFAR COP22 guidance states: “Recognizing the
long-term benefits of pairing treatment of HIV and NCDs,
PEPFAR has allowed the delivery of drugs for comorbid
conditions to be delivered with ART. With additional support
of the MOH, ongoing screening and continued long-term
treatment of NCDs, may be helpful in reducing morbidity
and mortality in this population. The use of differentiated
service delivery models may add value.” (page 375)
Once diagnosed, integration of comorbidities such as
hypertension and diabetes into their repeat prescription
collection strategy for HIV benefit both PLHIV and the
health system. A recent clinical outcomes evaluation in
South Africa shows integrated care within adherence clubs
results in excellent HIV outcomes (>98% viral suppression)
while NCD outcomes were not worse than standard
facility based care but highlighted the need to ensure
treatment literacy support for NCDs alongside HIV.

12. Stop TB Partnership dashboard. Available at: https://www.stoptb.org/static_pages/ZAF_Dashboard.html
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11. Accountability
11.1. Clinic committees

68%
44%
Only 29%

of facilities say there is a clinic
committee but only
have posters telling people who the
clinic committee members are

of public
healthcare users
know how to contact the clinic committee
if they have a complaint or issue

RECOMMENDATIONS:

are allocated to improve this situation. “We need training
as clinic committee members,” explained a member from
Ngaka Modiri Molema. Another explained how they “hardly
meet” in Ehlanzeni, and in King Cetshwayo they “hold
meetings quarterly”. A member from Bojanala told us that
they received “no stipends that were promised until now’’.

Do you know how to contact the clinic committee
if you have a complaint or issue at the facility?
Patients Surveyed: 13,766
Yes

No

+ COP22 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.

Don’t know

17.3%
28.8%

Clinic committees are provided for in Section 42 of the
National Health Act 61 of 2003 and are key to ensuring
accountability and a successful AIDS and TB response.
However, only 68% of Facility Managers reported that there
is a clinic committee at their facility. Clinic committees 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. However, only 44% of facilities have posters
telling people who the clinic committee members are and
only 29% of public healthcare users know how to contact
the clinic committee if they have a complaint or issue.
The committees are meant to allow community concerns
to be elevated through the structures from local to district
to provincial and finally to national level. However, at
times, the issues raised by clinic committees are ignored.
One clinic committee member from the City of
Johannesburg explained how they “can't reach the MEC…
and we need him in most cases” and the community “end
up blaming us as we are not standing on their behalf”
and in Capricorn a member explained that there is “no
communication from DoH on issues raised”. A member
from Ngaka Modiri Molema told us the main challenge
is that “we take so many complaints and the department is
not taking them into consideration… we feel disrespected”.
Another from Lejweleputswa talked about the Facility
Manager “not cooperating with us. He told us that he is going
to remove us”. “Some challenges cannot be addressed in the
facility, we need the district and they are not assisting. Empty
promises from the department” another from Bojanala
told us. A member from Ekhurhuleni explained how the
“staff that didn't want to listen to patients' complaints”.
One disheartened member from King Cetshwayo told
us “last year it was our last term and nothing changed”.

53.9%

Is there a clinic commitee at the facility?
Facility Staff Surveyed: 368
No

Yes

Don’t know

31.5%

67.9%

Further, some clinic committees lack a clear understanding
of their role and responsibility and no financial resources
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11.2. Ritshidze

RECOMMENDATIONS:

33% drop

in average waiting
times dropped from
2020 Q2 to 2021 Q4 (from six hours to four hours)

79%

+ COP22 Target: USD 3.5 million for Ritshidze (run by
the PLHIV Sector) in COP22 to continue communityled monitoring across South Africa including to gather
evidence, analyse data, generate solutions and engage
with duty bearers to ensure swift corrective action.

 f PLHIV told they can refuse
o
index testing in 2021 Q4 (up
from 71% in 2020 Q1)

85%
75%
33%
Drop to 8%

of facilities screen for IPV in 2021
Q4 (up from 60% in 2020 Q1)

of PLHIV provided with information on
GBV in 2021 Q4 (up from 51% in 2020 Q1)
of PLHIV were receiving 3MMD or more
in 2021 Q4, up from 18% from 2020 Q1

median of
people being
sent home without medications in 2021Q4

400 sites

monitored across
8 provinces, in 29 districts,
covering more than 50% of TX_CURR plus additional
56 sites in North West specific to stockouts

IN COP20:

40,041
33,328
6,928
1,625
2319
1586
959
392
649
676

interviews with patients
interviews with PLHIV

interviews with young people

interviews with MSM

interviews with PWUD

interviews with sex workers

interviews with trans* people

in depth interviews with MSM, PWUD,
sex workers and trans* people
individual testimonies and
stories collected

solutions documents generated to be
taken in conjunction with individual facility
reports to feedback meetings with Facility Managers

586
572
60

facility meetings took place
in COP20 in Q2 and Q3
commitments were made by Facility
Managers in COP20 in Q2 and Q3
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“Sufficiently resource CLM to scale and put into
action community-led solutions to further address
programmatic gaps and policies across the HIV
program” (page 3, Planning Level Letter)
Through Ritshidze, communities have been able to speak
candidly and with evidence to not only PEPFAR agencies
but the entire health system. Ritshidze has already been
integrated into the government structures aiming to
resolve challenges that mean we are missing the 95-95-95
targets as a country through Operation Phuthuma, and
the data is being used by PEPFAR agency teams, health
departments at various levels, and other role players
aiming to fix the HIV and TB response in the country.
It is apparent too that the success at implementing
this programme influenced PEPFAR’s global guidance
to require community led monitoring in all supported
countries as a tool to ensure quality services for PLHIV.
In COP22, Ritshidze aims to expand to additional sites
in the country as per the overwhelming demand of
communities and the health department to expand
geographically. In addition we will continue to strengthen
engagement with duty bearers, including through AIDS
Councils, with community data and community-generated
solutions, to offer insights and strategies to address the
ever prevalent ART continuity challenges we face.
PEPFAR SA should continue to fund Ritshidze through
UNAIDS 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.
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NOT JUST DATA BUT ACCOUNTABILITY TO COMMUNITIES
Duty bearers must explain their plans to address the problems

Provincial State of Health reports available at:

https://ritshidze.org.za/category/resources/
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PEOPLE’S COP22
PRIORITY RECOMMENDATIONS
COP21 SDS, PLANNING LETTER & MER DATA

LANGUAGE TO INCLUDE IN COP22 SDS

TARGET

The KP program has been redesigned through
ambitious targets and resource allocation with
an intention of meeting the UNAIDS 95-95-95
targets by 2025. $28,400,489 is budgeted for
key populations in COP22.

COP22 Target: PEPFAR should increase KP
programming to at least $28,400,489 (matching
COP20 and KPIF funding levels) to improve
the reach, consistency and availability of KP
services.

1.1 KP FUNDING
"In COP21, PEPFAR SA will focus on translating
KPIF and COVID-19 innovations into routine
programming. PrEP uptake will be scaled up
through a focus on KPIF and COVID-19 innovations
including building on virtual outreach, scaling up
targeted demand creation activities strengthening
continuity of PrEP through loyalty programs and
motivational interviewing, rapidly expanding PrEP
programming in prisons." – pg. 55
KP_PREV targets are expressed as 163,804 in total
(39,247 for sex workers, 67,981 for MSM, 3,780 for
transgender people, 2,652 for PWID and 50,144 for
prisoners) – pg. 69-72
$16,896,700 is budgeted for key populations –
pg. 112

1.2 KP FRIENDLY SERVICES
"KP peer educators come from the communities in
which they work and host community dialogues
to increase visibility of KP members and answer
questions in a safe environment." – pg. 37

In COP22, PEPFAR SA will work closely with
GoSA to ensure that all clinical and nonclinical staff (including security guards)
across public health facilities are actually
sensitized on provision of KP friendly services
"In COP19, PEPFAR SA supported the development
to ensure a welcoming and safe environment
of a robust KP sensitization toolkit which has
for all KPs at all times. KPs will be involved
been rolled out to all DSPs, Civil Society, and
in the implementation of these training
Department of Health staff and is freely available
modules. PEPFAR SA will scale-up support
online (https://portal.foundation.co.za/Course/
to 300 additional sites across the 27 PEPFAR
Details/1093) This toolkit has been adopted by
supported districts for ongoing training and
the NDoH to be incorporated as a part of standard
sensitisation of clinic staff, including follow up.
in-service training for all facility staff. The training
Post sensitisation training, PEPFAR will work
toolkit features moving personal stories from KP
together with GoSA to complete follow up to
service beneficiaries and provides an overview of
assess the quality of KP service provision at site
clinical and social needs of specific KP members.
level (to show the success of the sensitization
In COP20, approximately 150 trainers from the
program).
DSPs, Civil Society, and Department of Health
PEPFAR SA will work closely with GoSA to
representatives were trained on the toolkit and
urgently investigate any reports of poor staff
provided with training materials. Additionally,
attitude, privacy violations, verbal or physical
PEPFAR SA is supporting an overhaul of the
abuse/harassment and/or of services being
National Department of Health’s Key Populations
restricted or refused and disciplinary action
Program (Formerly the High Transmission Area
Program). The new program will be focused on the will be taken where appropriate. For facilities
reported on, a response will be issued within
WHO KP groups and will greatly expand visibility
3 months with actions that have been taken.
and access to services for KPs in communities
where PEPFAR SA is unable to support a
PEPFAR SA will fund KP peer navigators at all
verticalized KP drop-in center." – pg. 38
PEPFAR supported public health facilities to
"peer support among SWs and PWID will be
support KP service uptake, referral to drop-in
strengthened." – pg. 48
centres and district specialised sites, and
improve long-term retention.
"PEPFAR-SA will continue to support the
development of National Department of Health’s
key population program, and will advocate for
sensitive and clinically competent treatment for KP
in the public health facilities." – pg. 55
"We will continue to roll out the Sensitization
toolkit to public health facilities" – pg. 55

COP22 Target: Any reports of poor staff
attitude, privacy violations, verbal or physical
abuse/harassment and/or of services being
restricted or refused should be urgently
investigated by DoH/PEPFAR and disciplinary
action taken where appropriate. Facility
Managers should be held responsible for
unresolved issues. For facilities we report on
here, the DoH/PEPFAR should respond within
3 months with actions that have been taken.
COP22 Target: PEPFAR should provide a full
list of facilities where District Support Partners
(DSPs) have trained and sensitised staff on KP
issues, including how many clinic staff have
been trained per site, in the last two years.
Importantly, as many instances of denial of
services are instigated by security guards,
training and sensitising of staff must include
such cadres of workers.
COP22 Target: DoH and PEPFAR should ensure
that all clinical and non-clinical staff (including
security guards) across public health facilities
are actually sensitised on provision of KP
friendly services to ensure a welcoming and
safe environment for all KPs at all times. KPs
must be involved in the implementation of
these training modules.
COP22 Target: Post sensitisation training, the
Department of Health and PEPFAR should
complete follow up to assess the quality of
KP service provision at site level (to show the
success of the sensitisation programme).
COP22 Target: PEPFAR should scale-up support
to 300 additional sites across the 27 PEPFAR
supported districts for ongoing training and
sensitisation of clinic staff, including follow up.
KPs must be involved in the implementation of
these training modules.
COP22 Target: PEPFAR should fund KP peer
navigators at all PEPFAR supported public
health facilities to support KP service uptake,
referral and improve long-term retention.
COP22 Target: PEPFAR should fund KP-led
community groups to carry out HIV and TB
prevention and treatment literacy trainings and
localised social mobilisation campaigns.
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1.3 KP SPECIFIC SERVICES
"Through continuous collaboration with the
NDoH, PEPFAR SA aims to service hard to reach
populations with MMD of ART through mobile
clinics." – pg. 48

PEPFAR SA will support the GoSA in the
process of designating at least 2 public health
facilities per population per district to serve
as KP designated service delivery centres. Site
selection will take place in COP21 and take into
"The core of the COP20 program focuses on
account local context. Facilities may serve more
peer-led outreach and mobilization, targeted
than one population, but it may not always
strategic communication and demand creation,
be appropriate to combine all KPs into single
and dedicated Key Population mobile and drop-in
settings given differential needs between KP
centers. These centers provide prevention services,
groups. In COP22, PEPFAR SA will support
HIV testing and treatment; STI screening and
by allocating additional staff and resources
treatment; TB screening and referral; PrEP; PEP; and
at these designated sites to ensure that
other primary health services, including sexual and
comprehensive and friendly health services are
reproductive health and psychosocial support." –
provided to the specific KP population being
pg. 55
served.
"We will continue to roll out the Sensitization
In COP22, PEPFAR SA will ensure that condom
toolkit to public health facilities, and to strengthen
compatible lubricants and both male and
condom and lubricant promotion and distribution
female condoms are easily available at all
by the GoSA ensuring consistent availability at all
PEPFAR-supported sites (not only upon request
PEPFAR supported sites, with specific focus on KP
or in public spaces that make it difficult to pick
groups." – pg. 55
them up).
"Additional targeted services, including hormone
At PEPFAR-supported sites, PEPFAR SA will
replacement therapy for transgender people and
ensure that key populations who require
opioid substitution therapy for people who inject
specialised care from a drop-in centre or
drugs, are also provided." – pg. 55
designated public health facility offering
"Additional targeted services, including hormone
specialised care in the district, are provided
replacement therapy for transgender people and
with easy referral and adequate resources
opioid substitution therapy for people who inject
to uptake those services (including planned
drugs, are also provided." – pg. 55
patient transport/money for transport) to
uptake those services.
"The core of the COP20 program focuses on
peer-led outreach and mobilization, targeted
strategic communication and demand creation,
and dedicated Key Population mobile and drop-in
centers." -pg. 55
“Additional targeted services, including hormone
replacement therapy for transgender people and
opioid substitution therapy for people who inject
drugs, are also provided." – pg. 55
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COP22 Target: DoH and PEPFAR should
begin a process to be completed by April
2022 of designating at least 2 public health
facilities per population per district to serve
as KP designated service delivery centres.
Site selection should take into account local
context and facilities may serve more than
one population, but it may not always be
appropriate to combine all KPs into single
settings given differential needs between
KP groups. These sites must be allocated
additional staff and resources to provide
comprehensive health services to the specific
KP population being served.
COP22 Target: DoH and PEPFAR should ensure
that condom compatible lubricants and both
male and female condoms are easily available
at all public health facilities (not only upon
request or in public spaces that make it difficult
to pick them up).
COP22 Target: DoH and PEPFAR should
ensure that harm reduction services —
including medically assisted treatment such
as methadone and other drug dependence
treatment — are made available at public
health facilities. Where PWUD need specialised
care from a drop-in centre or public health
facility offering specialised care, they should
be provided with easy referral and adequate
resources (including transport/money for
transport) to uptake those services.

PEPFAR SA will fund KPs to be employed as
counsellors at PEPFAR-supported sites to
COP22 Target: DoH and PEPFAR should ensure
improve psycho-social support and counselling that trans* people are able to access hormone
for KPs.
therapy and gender affirming services closer to
home. Where trans* people need specialised
PEPFAR SA will ensure quality service delivery
care from a drop-in centre or public health
in COP22 at existing drop-in centres and mobile
facility offering specialised care, they should
clinics. Any reports of poor staff attitude,
be provided with easy referral and adequate
privacy violations, and/or verbal or physical
resources (including transport/money for
abuse/harassment at drop-in centres, mobile
transport) to uptake those services.
clinics, or other KP service delivery points, will
be urgently investigated and disciplinary action COP22 Target: PEPFAR should fund KPs to be
taken where appropriate. PEPFAR will respond employed as counsellors to improve psychowithin 3 months to any reports issued with
social support and counselling for KPs.
actions that have been taken.
COP22 Target: Any reports of poor staff
In COP21, an assessment of service quality
attitude, privacy violations, and/or verbal or
for mobile clinics servicing PWUD will be
physical abuse/harassment at drop-in centres,
undertaken, given the low service acceptability mobile clinics, or other KP service delivery
and satisfaction found by Ritshidze. The results points, should be urgently investigated by
of the assessment will be shared with Ritshidze PEPFAR and the Global Fund and disciplinary
and other CSO partners with clear steps to be
action taken where appropriate. For sites we
taken in COP22 to rectify the challenges.
report on here, PEPFAR/GF should respond
within 3 months with actions that have been
In COP22, PEPFAR SA will scale-up an
taken.
additional mobile clinic per PEPFAR supported
district to ensure mobile and outreach
COP22 Target: An assessment of service quality
services in areas not served by a clinic and/
for mobile clinics servicing PWUD should be
or rural areas. KPs will be hired to support
undertaken given the low service acceptability
the provision of mobile clinic services and
and satisfaction found during the data
outreach services — acting as a bridge
collection.
between the community and healthcare
workers, thereby supporting the better
provision of services closer to where KPs are.

PEOPLE’S COP22 – COMMUNITY PRIORITIES – SOUTH AFRICA

COP21 SDS, PLANNING LETTER & MER DATA

LANGUAGE TO INCLUDE IN COP22 SDS

TARGET

A minimum package of services will be
provided for each KP group at all drop-in
centres as outlined in the People’s COP22. Site
assessment will be carried out to ensure that all
sites are equipped with the essential services
for KPs. Condom compatible lubricants and
both male and female condoms will be made
easily available at all drop-in centres (not only
upon request or in spaces that make it difficult
to pick them up) as well as mobile clinics and
other KP service delivery points.

COP22 Target: PEPFAR and Global Fund should
ensure that a minimum package of services
is provided for each KP group at all drop-in
centres. Site assessment should be carried out
to ensure that all sites are equipped with the
essential services for KPs.

COP22 Target: PEPFAR and Global Fund should
ensure that condom compatible lubricants
and both male and female condoms are easily
available at all drop-in centres (not only upon
request or in spaces that make it difficult to pick
Harm reduction services — including medically them up) as well as mobile clinics and other KP
assisted treatment such as methadone and
service delivery points.
other drug dependence treatment — will be
COP22 Target: PEPFAR and Global Fund
made available at all PWUD drop-in centres.
should ensure that harm reduction services —
Trans* people will be able to access hormone
including medically assisted treatment such
therapy and gender affirming services at dropas methadone and other drug dependence
in centres. Where PWUD and trans* people live
treatment — are made available at all PWUD
far from these services, adequate resources
drop-in centres. Where PWUD live far from
(including planned patient transport/money
these services, adequate resources (including
for transport) will be provided to ensure they
transport/money for transport) should be
can uptake those services.
provided to ensure they can uptake those
PEPFAR and Global Fund should ensure that
services.
all KPs are offered voluntary hepatitis testing
COP22 Target: PEPFAR and Global Fund
at drop-in centres, including for reinfections,
should ensure that trans* people are able to
when accessing HIV prevention, treatment,
access hormone therapy and gender affirming
or other harm reduction services — and the
services closer to home. Where trans* people
preventative HBV vaccine should be offered at
live far from these services, adequate resources
the time of return of HIV results, depending on
(including transport/money for transport)
other health conditions, previous treatment
should be provided to ensure they can uptake
experience, and potential drug-drug
those services.
interactions. All people diagnosed with HBV
and/or HCV should be offered treatment, care, COP22 Target: PEPFAR and Global Fund
should ensure that all KPs are offered
and linked to wraparound services.
voluntary hepatitis testing at drop-in centres,
including for reinfections, when accessing HIV
prevention, treatment, or other harm reduction
services — and the preventative HBV vaccine
should be offered at the time of return of HIV
results, depending on other health conditions,
previous treatment experience, and potential
drug-drug interactions. All people diagnosed
with HBV and/or HCV should be offered
treatment, care, and linked to wraparound
services.
COP22 Target: PEPFAR should scale-up an
additional mobile clinic per PEPFAR supported
district to ensure mobile and outreach services
in areas not served by a clinic and/ or rural
areas.
COP22 Target: PEPFAR should hire KPs to
support the provision of mobile clinic services
and outreach services — acting as a bridge
between the community and healthcare
workers. This can support the better provision
of services closer to where KPs are.

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 ART initiation, extended service hours,
patient navigation, active linkage, peer-based
case management, adherence and ART continuity,
tracking and tracing, and repeat prescription
collection strategies (RPCs) in districts with the
highest number of PLHIV and the greatest gap to
reaching UNAIDS 95–95–95 targets." – pg. 24

PEPFAR SA will support GoSA in filling all
vacancies at PEPFAR Operation Phuthuma
Support (POPS) facilities in the short-term. At
all POPS sites with total average waiting time
after the facility opens of >3 hours the DSP will
immediately (in COP21) do an assessment and
develop a specific plan for each facility that will
bring the waiting time below 2 hours.

COP22 Target: PEPFAR should support GoSA
in filling all vacancies at PEPFAR Operation
Phuthuma Support (POPS) facilities in the short
term.
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COP22 Target: At all POPS sites with total
average waiting time after the facility opens
of >3 hours the DSP must immediately do an
assessment and develop a specific plan for
each facility that will bring the waiting time
below 2 hours.

"In COP21, 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" – pg. 25
"PEPFAR SA will continue to provide human
resource investments for direct service delivery
and will ensure PEPFAR SA-funded staff have the
equipment (phones/ airtime/ data/ computers)
needed to effectively follow-up with PLHIV who miss
appointments." – pg. 47
"The COVID-19 adjusted activities implemented in
COP20 will continue into COP21, including […] 4)
increasing commitments to HRH" – pg. 62
"COP21 focuses on addressing the following
areas of system barriers: 1. Human Resources for
Health" among 7 other priority systems barriers
listed. – pg. 76-77
"Support for up to 20,000 health care workers (HCW)
was provided during the surge period of COP18 and
COP19. In recognition of the looming challenges
posed by the imminent COVID-19 pandemic,
specifically to HIV/TB services delivery, PEPFAR SA
agreed to continue the majority of the HRH support
through COP20. However, a phased transition of this
HRH support is planned in COP21." – pg. 77
"In recognition of the looming challenges posed
by the imminent COVID-19 pandemic, specifically
to HIV/TB services delivery, PEPFAR SA agreed to
continue the majority of the HRH support through
COP20. However, a phased transition of this HRH
support is planned in COP21. PEPFAR SA is working
closely with the Department of Health at all levels
to plan for the reduction in PEPFAR-funded frontline
staff and protect program gains made during the
Surge." – pg. 77
"Increase the rate of decanting. PEPFAR SA will recruit
more professional nurses to offer differentiated
models to more stable patients and offer multimonth dispensing modalities." – pg. 121
"Increase services out-of-facility. PEPFAR SA will
support alternative approaches for prevention, case
finding, linkage, and community-based phlebotomy
by recruiting more lay counselors, linkage officers,
professional nurses, and data capturers to service
these models." – pg. 121

2.2 WAITING TIMES
"Key strategies to do this include [...] ensuring
organized/up-to-date/available patient records that
are stored in confidential rooms inaccessible by
other patients." – pg. 27
"PEPFAR SA will support 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." – pg. 47
"PEPFAR SA will continue to support strengthening
of existing health information systems at all levels
for quality patient-level data. The development of a
patient-centered digital health information system
is a core element of the South Africa National
Digital Health Strategy (2020–2024). This includes
support to key NDoH aggregate health information
systems, to improve the timeliness and accuracy of
reporting." – pg. 79
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In COP22, PEPFAR SA will continue to
improve the organisation and maintenance
of functional filing systems to reduce waiting
times and the overall quality of health service
provision at facility level. PEPFAR will continue
to ensure that files are stored in confidential
rooms, inaccessible by other public healthcare
users. All Ritshidze reports of messy and/or
dysfunctional filing systems or files stored in
areas of the clinic accessible by other public
healthcare users will be rapidly resolved.

COP22 Target: Zero Ritshidze reports of
dysfunctional filing systems leading to
longer waiting times or that files are stored in
spaces that are not confidential so that public
healthcare users can access or view other
people’s files.
COP22 Target: Files are not required for
RPCs: Facility pick-up. As per updated 2020
Adherence Guidelines, PLHIV go directly to
pick-up point in the facility to collect their ART
refill.

Files will not be required for RPCs: Facility pickCOP22 Target: Additional staffing for all PEPFAR
up. As per updated 2020 Adherence Guidelines,
supported sites to extend opening hours to
PLHIV go directly to pick-up point in the facility
05:00 -19:00 on weekdays and 08:00-16:00 on
to collect their ART refill.
Saturdays.
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Appointment systems will be put in place at all
PEPFAR supported sites, including appointment
times, to ensure efficient service delivery and
to reduce waiting times. Appointment times
will be spaced across the day and make use of
afternoons before the facility closes.

COP22 Target: Appointment systems should
be put in place at all PEPFAR supported sites,
including appointment times, to ensure
efficient service delivery and to reduce waiting
times. Appointment times should be spaced
across the day and make use of afternoons
before the facility closes.

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 as per the NDoH
circular issued in May 2019 in response to the
retention crisis.

3.1 MULTI-MONTH DISPENSING
"In addition, the PEPFAR SA team will work with the
NDoH to support national roll out of MMD, with
3-MD formally initiated in COP19 and expected
to be rolled-out nationally in COP20 and 6-MD
expected to be initiated in COP20 and expanded in
COP21 to all eligible PLHIV." – pg. 26
"Same-day ART initiation will be strengthened
through motivational interviewing and
accompanied by multi-month drug dispensing and
drug delivery to hotspots or other areas that are
convenient to the client." – pg. 55
"This is also a key policy shift within South Africa
and a critical step toward formalizing 3-, 4- and
eventually, 6-month dispensing for chronic
medicines such as ARVs. The NDOH plans to expand
current 2- and 3-MD ART in a targeted manner
throughout 2021, which will allow the NDOH to
closely monitor treatment outcomes and 3-MMD
will be expanded for those not decanted to the
Central Chronic Medicines Dispensing (CCMDD)
program. The CCMDD program will continue to
expand eligibility criteria to include TB patients,
while optimizing 3-MMD in COP20. No funding
gaps for commodities have been projected for the
period covered under COP20. The NDOH’s 6-MD
pilot working group began in earnest in February
2021 and now includes three target districts, which
is one additional district relative to the plan from
last year." – pg. 61

By start COP22, PEPFAR SA will work with
GoSA to extend and implement ARV refills to
at least 3 month supply for all eligible PLHIV
(including stable children over 5 years and
adolescents) including ensuring CCMDD and
SyNCH parameters support this. PEPFAR SA will
work with provincial offices to ensure 3MMD
is allowed (no blanket ban on 3MMD) despite
any CCMDD service provider pre-pack quantity
limitations or SyNCH limitations on number
of generated barcodes; and ensure CCMDD
service providers are capacitated to pre pack
3 months of ART by start of COP22.
In COP22, PEPFAR SA will work with GoSA to
extend and implement ARV refills to 6 month
supply for all eligible PLHIV and to ensure that
the supply chain fast tracks 3MMD coverage for
all eligible PLHIV and enable 6MMD.
PEPFAR SA will work with GoSA to authorise
12 month scripting for stable PLHIV
permanently as was done during COVID-19
pandemic.

COP22 Target: Extend and implement ARV
refills to at least 3 month supply for all eligible
PLHIV (including stable children over 5 years
and adolescents) by start COP22 including
CCMDD and SyNCH parameters to support
this immediately.
COP22 Target: PEPFAR SA to work with
provincial offices to ensure 3MMD is allowed
(no blanket ban on 3MMD) despite any
CCMDD service provider pre-pack quantity
limitations or SyNCH limitations on number of
generated barcodes.
COP22 Target: PEPFAR SA to work with
GoSA to ensure CCMDD service providers are
capacitated to pre pack 3 months of ART by
start of COP22.
COP22 Target: Extend and implement ARV
refills to 6 month supply for all eligible PLHIV
in COP22.
COP22 Target: PEPFAR SA to work with GoSA
supply chain to fast track 3MMD coverage for
all eligible PLHIV and enable 6MMD in 2022.
COP22 Target: PEPFAR SA to work with GoSA
to authorise 12 month scripting for stable
PLHIV permanently as was done during
COVID-19 pandemic.

"Late last year, the NDoH renewed their multimonth dispensing, 12-month scripting policy
thereby enabling the continued legalization of this
patient-focused modality that will help foster ARV
retention." – pg. 61
"PEPFAR SA will support the GoSA in evidencebased scale-up of multi-month dispensing of
ARVs to include 6MD in a way that accounts
for South Africa’s decentralized drug delivery
program." – pg. 83
"PEPFAR SA will assist in business model design
and strategies for repeat prescription collection
strategies to promote retention by supporting the
NDoH in renewing tenders with providers for prepacking of commodities (including CCMDD service
providers)." – pg. 84
All RPCs should consider a family-based
approach and offer people the opportunity to
get 6 months of medication at a time without
requiring repeat appointments or visits. with
alignment with other family members’ visit
schedule, as feasible" – pg. 119
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3.2 REPEAT PRESCRIPTION COLLECTION STRATEGIES
"A specific focus will be put on collaborating with
Civil Society and implementing partners in order
to audit and improve the quality of facility and
community-based adherence clubs as outlined in
the “People’s COP21” – pg. 26
"PEPFAR SA will also continue to build on the
successful efforts to increase the number of
patients decanted into RPCs, including through
the national CCMDD program [...] the PEPFAR SA
team will aim to increase the total proportion of
eligible patients decanted to 85% in COP21 with
the majority (60%) decanted to external pick-uppoints, and 20% from an Adherence Club." – pg. 26
"RPCs include facility-based pick up points such
as fast lanes, Adherence Clubs – both facilityand community-based(which were used as
pick-up-points during COVID-19 lockdown),
and external pick-up points (such as private
pharmacies)" – pg. 26
"RPCs include facility-based pick up points such
as fast lanes, Adherence Clubs – both facilityand community-based (which were used as
pick-up-points during COVID-19 lockdown),
and external pick-up points (such as private
pharmacies)" – pg. 26
"PEPFAR SA team will aim to increase the total
proportion of eligible patients decanted to 85%
in COP21 with the majority (60%) decanted
to external pick-up-points, and 20% from an
Adherence Club." – p. 26
"RPCs include facility-based pick up points such
as fast lanes, Adherence Clubs – both facilityand community-based (which were used as
pick-up-points during COVID-19 lockdown),
and external pick-up points (such as private
pharmacies)" – pg. 26

In COP22, PEPFAR SA will ensure every stable
PLHIV is offered RPCs options. All reports of
RPCs that do not streamline ART refill collection
will be investigated and corrected. RPCs will be
scaled to reach 90% of stable PLHIV and reach
60% with community RPCs models (external
pick-up point (PuP)/ community-based
adherence clubs) and 20% with group-based
RPCs (Facility/Community-based Adherence
Clubs). PLHIV will always be able to choose the
modality that suits their individual needs.

COP22 Target (Fast track): Investigate and
correct all reports of repeat prescription
collection strategies that do not streamline
ART refill collection or increase overall PLHIV
satisfaction, including adherence clubs.

COP22 Target: Scale implementation of repeat
prescription strategies to reach 90% of stable
PLHIV and ensure 60% are accessing treatment
In COP22 PEPFAR SA will ensure that >90%
from community RPCs models (external pickof patients enrolled in RPCs are active (not
up point (PuP)/ community-based adherence
overdue for RPCs rescript) on the programme.
clubs) and 20% from group-based RPCs
PEPFAR SA will monitor and report on patients
(Facility/Community-based Adherence Clubs)
enrolled in RPCs that are more than 28 days late
— *note PLHIV should be able to choose the
for rescript by facility.
modality that suits individual needs.
In COP22, at least two additional external PuPs
COP22 Target: >90% of patients enrolled in
will be established at each PEPFAR supported
RPCs are active (not overdue for RPCs rescript)
site in order to provide greater access to ARV
on the programme. PEPFAR SA to monitor and
refills closer to home and at more convenient
report on patients enrolled in RPCs that are
locations to PLHIV.
more than 28 days late for rescript by facility.
In COP22, functional adherence clubs will be
COP22 Target: Establish at least two additional
restarted at facilities and in the community
external pick up points at each PEPFAR
in their group format following COVID-19
supported site in order to provide greater
health protocols to maintain safety (including
access to ARV refills closer to home and at more
ensuring physical distancing, proper
convenient locations to PLHIV.
ventilation, mask use and COVID-19 vaccination
COP22 Target (Fast track): Adherence clubs
offer and support) — in order to provide peer
should be restarted at facilities and in the
support and treatment literacy. Clubs will be
scaled so that there are clubs available at 100% community in their group format following
COVID-19 health protocols to maintain safety
of PEPFAR supported facilities. At least 30% of
(including ensuring physical distancing, proper
Adherence Club Facilitators will be PLHIV.
ventilation, mask use and COVID-19 vaccination
offer and support) — in order to provide peer
support, treatment literacy etc.

"PEPFAR SA team will aim to increase the total
proportion of eligible patients decanted to 85%
in COP21 with the majority (60%) decanted
to external pick-up-points, and 20% from an
Adherence Club." – pg. 26
"PEPFAR SA will assist in business model design
and strategies for repeat prescription collection
strategies to promote retention by supporting the
NDoH in renewing tenders with providers for prepacking of commodities (including CCMDD service
providers)." – pg. 84
"Adoption and implementation of RPCs that
provide choices between facility-based and
community-based ART refills and between
individual and group ART refill models. All RPCs
should consider a family-based approach and
offer people the opportunity to get 6 months of
medication at a time without requiring repeat
appointments or visits. with alignment with
other family members’ visit schedule, as feasible"
– pg. 119
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COP22 Target (Fast track): PEPFAR SA must
ensure every stable PLHIV is offered RPCs
options.
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COP22 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 that provides peer
support and treatment literacy information.
COP22 Target: At least 30% of Adherence Club
Facilitators are PLHIV.
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Together with GoSA, PEPFAR SA will ensure
that all clinical and non-clinical staff at
PEPFAR supported sites are trained and
held accountable to provide a friendly
and welcoming environment for all public
healthcare users whether accessing HIV
prevention, PLHIV accessing ART, PLHIV
returning to care after a treatment interruption,
or key populations. Where PLHIV may have
had a treatment interruption or have missed
an appointment, staff will treat those returning
respectfully and with compassion. Overall
accountability will be with the Facility Manager
if no improvements are made. Working with
GoSA, PEPFAR SA will ensure that no PLHIV is
sent to the back of the queue if they miss an
appointment. Any reports of poor staff attitude
by PEPFAR implementing partner staff will be
urgently investigated and disciplinary action
taken where appropriate. For facilities Ritshidze
reports on, PEPFAR should respond within
3 months with actions that have been taken.

COP22 Target: All staff at PEPFAR supported
sites are trained and held accountable to
provide a friendly and welcoming environment
for all public healthcare users, including PLHIV
returning to care after a treatment interruption.
Overall accountability should be with the
Facility Manager if no improvements are made.

Any reports where immediate treatment
continuation or restart is delayed by PEPFAR
supported staff requiring a transfer letter will
be urgently investigated and disciplinary action
taken where appropriate. For facilities Ritshidze
reports on, PEPFAR will respond within
3 months with actions that have been taken.

COP22 Target: Any reports where immediate
treatment continuation or restart is delayed
by PEPFAR supported staff requiring a transfer
letter should be urgently investigated and
disciplinary action taken where appropriate.
For facilities Ritshidze reports on, PEPFAR
should respond within 3 months with actions
that have been taken.

In COP22, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR supported
sites that includes provision of individualised
counselling 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. All PLHIV are able to access
psychosocial support 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 any PLHIV who misses an
appointment or is returning into care should be
offered psychosocial support but attendance is
not made mandatory.

COP22 Target: A package of psychosocial
support should be available at 100% of PEPFAR
supported sites that includes provision of
individualised counselling 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.

4.1 FRIENDLY AND WELCOMING SERVICES
"In COP21, PEPFAR SA will intensify and tailor
back to care efforts, promoting self-health for
re-initiation and staying on treatment, promoting
behavior change through the improvement of
knowledge, attitudes, and perceptions of HIV
treatment and warmly welcome back clients to reengage in client-centered services." – pg. 25
"In COP21, PEPFAR SA will intensify and tailor
back to care efforts, promoting self-health for
re-initiation and staying on treatment, promoting
behavior change through the improvement of
knowledge, attitudes, and perceptions of HIV
treatment and warmly welcome back clients to reengage in client-centered services." – pg. 25
"Key strategies to do this include […] retraining and sensitizing providers on friendly/
compassionate services" – pg. 27
"PEPFAR SA will support GoSA to ensure that no
PLHIV will be sent to the back of the queue if they
miss an appointment." – pg. 27
"PEPFAR SA will use support of community-led
monitoring partners to further identify facilities
that are providing services in a manner that is not
friendly to young people, in order to quickly target
interventions to remediate the situation." – pg. 45

COP22 Target: Any reports of poor staff
attitude (that contribute to PLHIV interrupting
treatment or disengaging from care) by PEPFAR
supported staff should be urgently investigated
and disciplinary action taken where
appropriate. For facilities Ritshidze reports on,
PEPFAR should respond within 3 months with
actions that have been taken.
COP22 Target: Working with NDoH, PEPFAR SA
ensures that no PLHIV is sent to the back of the
queue if they miss an appointment.

"Social workers/case managers will continue to
provide follow-ups and psycho-social support to
clients on treatment." – pg. 49

4.2 TRANSFER LETTERS
No mention.

4.3 PSYCHOSOCIAL SUPPORT
"the PEPFAR SA team will continue to scale up
PLHIV-led support groups while exploring nonphysical contact support measures in the setting
of COVID-19 to 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. 26
"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. 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." – pg. 47

COP22 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 but attendance is
not made mandatory.

COP22 Target: Maintain commitments in
COP21 to ensure there are support groups
In COP22, PEPFAR SA maintains commitments
linked to 100% of PEPFAR supported sites led
in COP21 to ensure there are support groups
by PLHIV and that newly diagnosed PLHIV,
linked to 100% of PEPFAR supported sites led
PLHIV returning to care, or PLHIV struggling
by PLHIV and that newly diagnosed PLHIV,
with adherence are provided with the option
PLHIV returning to care, or PLHIV struggling
to be linked to these support groups. Actually
with adherence are provided with the option to
implement these groups!
be linked to these support groups.
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"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. 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." – pg. 47
"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. 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." – pg. 47
"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. 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." – pg. 47
"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. PEPFAR SA will
focus on better understanding the individual
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COP22 will fund an aggressive expansion of
PLHIV + KP led treatment literacy across all
provinces, through training, education and
localised social mobilisation campaigns.

COP22 Target: PEPFAR should fund an
expansion of PLHIV + KP led treatment literacy
efforts across all provinces, through training,
education and localised social mobilisation
campaigns.

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." – pg. 47
"In COP21, PEPFAR SA will provide a package of
psychosocial support at all PEPFAR SA supported
sites that includes provision of individualized
counseling to patients. Where possible, peer-led
case managers and support groups will further act
as a bridge between clinicians and patients. Any
person living with HIV can access these services
at any time, with an enhanced focus provided
for patients who are new on treatment, recently
experienced a treatment interruption, or currently
experiencing unsuppressed VL. 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." – pg. 47

5 TREATMENT + VIRAL LOAD LITERACY
"The roll-out of Tenofovir Lamivudine Dolutegravir
(TLD) will continue to scale during COP21, with a
focus on informed choice and patient literacy, and
is expected to provide an additional boost to both
ART coverage and VL suppression rates." – pg. 13
"PEPFAR SA will strengthen patient literacy on the
importance of ART initiation upon HIV diagnosis,
staying on treatment once initiated, and the key
and liberating impact of knowing their viral load
and achieving an undetectable status." – pg. 25
"Communications campaigns incorporating
U=U messages for all populations will be used to
strengthen patient literacy and demand for services
and to improve provider knowledge regarding HIV
treatment. The PLHIV/Civil Society sector will be
engaged to promote patient health literacy efforts."
– pg. 25
"Communications campaigns incorporating
U=U messages for all populations will be used to
strengthen patient literacy and demand for services
and to improve provider knowledge regarding HIV
treatment. The PLHIV/Civil Society sector will be
engaged to promote patient health literacy efforts."
– pg. 25

PEPFAR will work with GoSA to ensure that all
healthcare workers provide accurate and easily
understandable information on treatment
adherence, the importance of an undetectable
viral load, and the if undetectable, the
availability of RPCs (less frequent ART refill
collection closer to home with group support
if desired) when talking to PLHIV, through
consultations, counselling, outreach, and
health talks at clinics — and that viral load test
results are properly explained to all PLHIV in a
timely manner.

COP22 Target: PEPFAR and DoH should ensure
that all healthcare workers provide accurate
and easily understandable information
on treatment adherence, the importance
of an undetectable viral load, and the if
undetectable, the availability of RPCs (less
frequent ART refill collection closer to home
with group support if desired) when talking
to PLHIV, through consultations, counselling,
outreach, and health talks at clinics.
COP22 Target: PEPFAR and DoH should
ensure that viral load test results are properly
explained to all PLHIV in a timely manner.

"Where possible, PLHIV will be recruited as
Adherence Club facilitators to provide up to date
adherence information at club meetings." pg. 26
"In COP21, 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. PEPFAR SA will also improve and
adapt the case management approach and scale
up what is working. This will include incorporating
performance-based recognition and further
trainings to improve quality counselling." – pg. 25
"PEPFAR SA will ensure that healthcare workers
— including implementing partner staff and
community healthcare workers — are providing
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." – pg. 25
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The PLHIV/Civil Society sector will be engaged to
promote patient health literacy efforts." – pg. 25
"These wrap around services provide critical
family-based support across the cascade to
ensure treatment continuity and viral suppression
for children and adults through empowering
beneficiaries with HIV treatment literacy and family
strengthening.- pg. 52

6 TRACING AND RE-ENGAGING PLHIV AND PEOPLE WITH TB
"facility staff and managers work to ensure that
PLHIV are linked to care" – pg. 16
"PEPFAR SA will continue to provide substantial
support to facility- and community-level human
resource investments to enable HIV testing,
same-day ART initiation, extended service hours,
patient navigation, active linkage, peer-based
case management, adherence and ART continuity,
tracking and tracing, and repeat prescription
collection strategies (RPCs) in districts with the
highest number of PLHIV and the greatest gap to
reaching UNAIDS 95–95–95 targets." – pg. 24
"In COP21, 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" – pg. 25
"In COP21, 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. PEPFAR SA will also improve and
adapt the case management approach and scale
up what is working. This will include incorporating
performance-based recognition and further
trainings to improve quality counselling" – pg. 25
"In the area of human resources for health, the
substantial improvements made to leverage the
strategic value of the Ward Based Primary Health
Care Outreach Team program (Community Health
Workers), including setting performance targets, is
expected to lead to important gains in ART patient
linkage and retention." – pg. 33

PEPFAR SA will actively support GoSA with
dissemination, training and implementation of
the national Welcome Back Strategy (October
2011).

COP22 Target: PEPFAR SA to actively support
GoSA with dissemination, training and
implementation of the national Welcome Back
Strategy (October 2011).

All PEPAR supported sites will implement South
Africa’s March 2020 Adherence Re-engagement
SOP 9 which differentiates appropriate service
delivery for people re-engaging in care
including immediate/accelerated access to
3MMD while awaiting viral load monitoring
and enrolment/re-enrolment in RPCS models,
specifically focusing on implementation of the
endorsed re-engagement algorithm.

COP22 Target: PEPFAR SA implements at all
PEPAR supported sites South Africa’s March
2020 Adherence Re-engagement SOP 9 which
differentiates appropriate service delivery
for people re-engaging in care including
immediate/accelerated access to 3MMD while
awaiting viral load monitoring and enrolment/
re-enrolment in RPCS models, specifically
focusing on implementation of the endorsed
re-engagement algorithm.

PEPFAR SA will ensure 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. Linkage Officers will be
provided with equipment (phones/airtime/
data) to be able to effectively call PLHIV who
miss appointments — and sufficient number of
Linkage Officers will be hired by PEPFAR SA.
PEPFAR supported CHWs will be provided with
access to reliable transport to effectively trace
PLHIV who have disengaged from care and
carry out TB contact tracing.
PEPFAR SA will support GoSA to:
+ release SA’s national TB Recovery Plan amidst
COVID-19 with action points to ensure
integrated TB, HIV and COVID-19 care;

"Additional strategies to improve retention in
+ update CHWs scope of work to reflect their
COP21 include ensuring that all protocols are
roles in integrated TB, HIV and COVID-19 care;
routinely followed if a PLHIV misses an appointment
+ensure standardised training on HIV, TB and
(including SMS, phone call, home visit) at all PEPFAR
COVID-19 and the provision of adequate
SA supported sites." – pg. 47
infection prevention equipment (PPE) for all
"PEPFAR SA will continue to closely monitor missed
CHWs;
appointments through the Siyenza program and
+ r elease the policy on Occupational Health
will increasingly incorporate Ritshidze data to
for health workers regarding TB and
further strengthen approached to improve the
HIV to protect health workers against
quality of treatment at these sites." – pg. 47
occupational disease.
"PEPFAR SA will continue to provide human
resource investments for direct service delivery
and will ensure PEPFAR SA-funded staff have the
equipment (phones/ airtime/ data/ computers)
needed to effectively follow-up with PLHIV who
miss appointments." – pg. 47
"In the care and treatment program, the largest
portion of the investment, USD11.595 million, will
go toward repairing program injury through a set
of focused interventions. The DSPs will prioritize the
use of the funds as follows based on the activities
described above (planned weights for the funds in
parenthesis):
+ Active case management through
the recruitment of more case
managers and peer-led coaches.
+ Support of alternative out-of-facility approaches
for case-finding and linkage through the
recruitment of lay counselors, linkage
officers, and data capturers." – pg. 122-123
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COP22 Target (Fast Track): 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.
COP22 Target (Fast Track): PEPFAR SA ensures
that all linkage officers have access to phones/
airtime/data to be able to effectively call PLHIV
who miss appointments.
COP22 Target (Fast Track): PEPFAR SA ensures
there are an adequate number of Linkage
Officers at all supported sites in order to
effectively call PLHIV who miss appointments.
COP22 Target (Fast Track): PEPFAR SA ensures
that PEPFAR supported CHWs have access to
reliable transport to effectively trace PLHIV who
have disengaged from care.
COP22 Target: PEPFAR SA to support GoSA to:
+ release SA’s national TB Recovery
Plan amidst COVID-19 with action
points to ensure integrated TB,
HIV and COVID-19 care;
+ update CHWs scope of work to
reflect their roles in integrated
TB, HIV and COVID-19 care;
+ ensure standardised training on HIV,
TB and COVID-19 and the provision
of adequate infection prevention
equipment (PPE) for all CHWs;
+ release the policy on Occupational
Health for health workers regarding
TB and HIV to protect health workers
against occupational disease.
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PEPFAR SA will not enforce index testing
targets in COP22 and index testing targets as
a percent of all new HIV positive diagnoses
will not be communicated to implementing
partners.

COP22 Target: PEPFAR must ensure that all
healthcare providers ask if the individual’s
partners have ever been violent and record the
answer to this question, before contacting the
sexual partners of PLHIV. 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.

7 INDEX TESTING
"All implementing partners will fully comply with
the government SOP in screening all clients for a
risk of violence before contacting partners" – pg. 43
"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." – pg. 43
"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 SA-funded DSPs will
implement ongoing trainings and mentorship for
their staff. Additionally, with the help of adverse
event monitoring tools which are documented for
each DSP and shared with Civil Society, the fidelity
of index testing will be scrutinized at every facility
performing this work. Index testing will always be
voluntary as per the government SOP and human
rights requirements." – pg. 43

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. No index
testing will occur without the informed
consent of a PLHIV.

Post contacting the contacts, healthcare
providers will follow-up with the individual
after a reasonable period (1-2 months) to
"If no IPV services are available either at the
assess whether there were any adverse events
facility or by referral, index testing will not be (re-)
— including but not limited to violence,
implemented" – pg. 43
disclosure of HIV status, dissolution of the
relationship, loss of housing, or loss of financial
"All referrals will be actively tracked to ensure
support — and refer them to the IPV centre
individuals who wish to access them do and referral
or other support services if the answer is yes.
sites have adequate capacity to provide services to
Data on such occurrences must be shared by
the individual." – pg. 43
the implementing partners with PEPFAR and
"All adverse events are monitored through a
civil society. If no IPV services are available
proactive adverse event monitoring system capable either at the facility or by referral, index testing
of identifying and providing services to individuals will not be (re-)implemented. All referrals
harmed by index testing." – pg. 43
will be actively tracked to ensure individuals
"After contacting the provided contacts, healthcare access them and referral sites have adequate
capacity to provide services to the individual.
providers will follow-up with the individual after
All adverse events are monitored through a
a reasonable period to assess whether there were
proactive adverse event monitoring system
any adverse events—including but not limited to
capable of identifying and providing services to
violence, dissolution of the relationship, economic
individuals harmed by index testing. Comment
harms, unauthorized disclosure of the client’s HIV
status, loss of housing, or other harms raised by the boxes and other passive systems are necessary
but inadequate. Index testing will not continue
client." – pg. 43
at the facility for any population where an IP
"PEPFAR SA will continue to ensure the scale-up
cannot meet these demands.
of index testing is in accordance with the PEPFAR
Guidance on Implementing Safe and Ethical Index
Testing and the DoH SOPs for HIV Index Testing.
PEPFAR SA will continue to monitor the quality
improvement plans of all the facilities that did not
reach the minimum standards during the index
testing assessments. The following activities will be
undertaken to strengthen the program:
+ Intensify supportive supervision and
mentoring for all implementers to strengthen
sexual partner elicitation skills and
documentation of the outcomes per partner;
+ Translation of scripts into local language to
ensure there are no communication barriers
between implementers and the clients;
+ Conduct refresher contact elicitation
counselling training workshops; and

COP22 Target: PEPFAR must ensure that
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 implementing partners with
PEPFAR and civil society.
COP22 Target: PEPFAR must ensure that prior
to implementing (or 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.
COP22 Target: PEPFAR must ensure that
all implementing partners and healthcare
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.
COP22 Target: PEPFAR must ensure that 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.
COP22 Target: PEPFAR must suspend index
testing at any facility that cannot meet these
demands.
COP22 Target: PEPFAR must report to CSOs
the results of the REDCap assessments and
the specific remediation steps that have been
taken. REDCap tool results must be shared for
all facilities.
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+ Integrate rights-related index testing
services to the existing patient's
rights/Batho Pele IEC materials;
+ Develop and integrate strategies to
facilitate anonymous reporting of violation
of rights to the existing system;
+ Conduct refresher LIVES trainings
for implementers to strengthen
support for victims of IPV;
+ Monitor adverse events by ensuring that DSPs
provide actioned tailored outcomes per event;
+ Conduct KP sensitization training
with all counselors involved with
contact solicitation."- pg. 59-60

PEPFAR will report to CSOs the results of
the REDCap assessments and the specific
remediation steps that have been taken.
REDCap tool results will be shared for all
facilities. All sites implementing PEPFAR
supported index testing will report on: a) The
number and proportion of index clients who
have been screened for IPV; b) The number and
proportion of index clients that have screened
positive for IPV. All implementing partners (IPs)
will report for all facilities implementing index
testing where patients are referred for GBV/IPV
services not provided on site as well as have
transport options available for patients. PEPFAR
will select a representative sample of facilities
implementing index testing to administer
PEPFAR's GBV Quality Assurance Tool. Results of
the tool's implementation will be shared with
CSO representatives and a remediation plan
put into place for any gaps identified.

COP22 Target: All sites implementing PEPFAR
supported index testing must report on: a) The
number and proportion of index clients who
have been screened for IPV; b) The number and
proportion of index clients that have screened
positive for IPV.

In COP22, HRH programming will add at least
one male counsellor and at least one male
nurse to each PEPFAR supported site, additive
to existing HRH complements, to support
greater uptake of services by men. The male
counsellors and male nurses will at a minimum
engage in 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.

COP22 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.

In COP22, PrEP will be actively offered to
everyone who is eligible and wants it. PrEP
refills will be extended to 3 month supply for
individuals using PrEP for more than 3 months
and RPCs for PrEP will be implemented to
simplify service delivery including community
collection of PrEP refills.

COP22 Target: According to Facility Managers
PrEP is available in almost all sites monitored,
but not for all — in COP22 it should be offered
to everyone who is eligible and wants it.

"The following data will be shared at the facility
level with civil society partners and CLM programs
on a monthly or quarterly basis: […] Number of
adverse events identified through the adverse
event monitoring system." -pg. 60

COP22 Target: All implementing partners (IPs)
will report for all facilities implementing index
testing where patients are referred for GBV/
IPV services not provided on site as well as
transport options available for patients.
COP22 Target: PEPFAR will select a
representative sample of facilities
implementing index testing to administer
PEPFAR's GBV Quality Assurance Tool. Results of
the tool's implementation will be shared with
CSO representatives and a remediation plan
put into place for any gaps identified.

"Index testing contribution to HTS_TST_POS is at
10%. In COP20 & 21, continued scale up of index
testing for all populations, including children (≤19
years) to greater than or equal to 30% TST_POS
from index." – pg. 115
"The NDoH index testing guidance includes
specific procedures to ensure consent, protect
confidentiality and prevent harm related to
intimate partner violence, informed by broad
consultations. Minimum standards tools for Index
Testing have been rolled out successfully across
the 27 PEPFAR SA-supported districts to ensure
continued monitoring of Index Testing Services
with a dashboard developed to ensure monitoring
of implementation of these tools". pg. 115

8 MEN
"Key strategies to do this include [...] providing
population-specific services like Men’s Corner (e.g.
specific spaces to provide services to male clients),"
– pg. 27
"Extended hours, youth and male-friendly spaces
that improve the experience of men will be
strengthened." – pg. 44
"During the second half of COP20 and during
COP21, PEPFAR SA will focus on preventing
treatment interruptions by [...] providing
population-specific services such as Men’s Corner"
– pg. 46

COP22 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.

"PEPFAR SA will continue to provide populationfriendly services namely male-friendly services"
– pg. 47

9 PREP
"The PEPFAR SA DREAMS program will also
target AGYW (15–24 years) in sero-discordant
relationships and pregnant and breastfeeding
women to be linked to PrEP services." – pg. 51
"In COP21, the OU will continue to leverage
innovative strategies to support PrEP
implementation, focus on strengthening the
integration of PrEP services into HIV combination
prevention approaches, and utilize all DREAMS
interventions as a platform to strengthen demand
creation, adherence and retention support for
PrEP among AGYW. Additionally, the program will
explore the feasibility, acceptability, and potential
approaches to implementation for new PrEP
technologies such as the Dapivirine Ring and longlasting injectables." – pg. 51
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supply for individuals using PrEP for more than
3 months.
COP22 Target: Implement RPCs for PrEP to
simplify service delivery including community
collection of PrEP refills.
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"Analysis of the PrEP program reveals significant
achievement in FY20, with a 108% increase
in all PrEP initiations between FY19 and FY20,
and a 61% increase in AGYW PrEP initiations
from FY19Q4 to FY20Q4. Immediate PEPFAR SA
priorities in COP21 include: continuing support
for NDoH PrEP scale- up by achieving ambitious
PEPFAR SA interagency PrEP_NEW targets, to be
implemented as part of a comprehensive package
of prevention services." – pg. 115
"In DREAMS, the priorities will be: 1) continue
strengthening of DREAMS layering with PrEP as
part of the DREAMS secondary package in order
to keep AGYW HIV negative, and 2) focus on PrEP
adherence and retention support throughout
an individual’s period of risk. Priorities for Key
Populations are: 1) expand PrEP rollout in prisons,
and 2) increase PrEP initiations through aggressive
use of social media, very important people clubs,
and e-pharmacy and (3) increase appropriate use
of PrEP including event driven PrEP and continued
use of PrEP as appropriate through enhanced
psychosocial support including social workers at
all KP drop in centers" – pg. 115

10.1 ADVANCED HIV + CRYPTOCOCCAL MENINGITIS
"The profile of clients with advanced disease has
changed and the training focuses on management
of clients presenting with advanced disease prior
to ART initiation or for those re-engaging in care
(including TB-Lipoarabinomannan Assay (LAM) and
rapid molecular testing for TB at primary facilities
and outpatient settings and Cryptococcal Antigen
(CrAg) screening), Drug Resistant (DR) HIV, DR
TB, management of an adult client failing a DTG
regimen or PI-based regimen." – pg. 27

In COP22, PEPFAR will enable lay providers to
support re-engagement strategies with a focus
on people with AHD re-engaging including
linkage from hospital to clinic after reengagement at a hospital (common as unwell).
Active linkage support for PLHIV with AHD
started/restarted on ART in GoSA hospitals will
be increased by inclusion in individual case
management/ accompaniment to clinic to
reduce morbidity and mortality. PEPFAR SA will
implement phone and/or home visit clinical
check-in follow-up 2 weeks, 6 weeks, 10 weeks
for individuals started or restarted on ART with
AHD with appropriate referral systems.
COP22 will support provision of point of care
diagnostic tools at all PEPFAR supported sites
for CD4 detection, to allow patients to be
assigned to care depending on whether their
CD4 count is above or below 200 cells/ul.
PEPFAR SA will ensure the provision of
flucytosine for inpatient and outpatient
facilities for follow-up oral treatment together
with fluconazole in order to reduce overall
mortality. PEPFAR SA will work with GoSA to
ensure clear quantification and monitoring
of cryptococcal meningitis (CM) including
annually how many PLHIV: 1) develop CM; 2)
receive optimal treatment for CM; 3) survive
CM; 4) die of CM; 5) receive preventive
treatment for CM; 6) receive a CD4 test; 7)
CRAG+ getting lumbar puncture (LP); and 8) LP
negative getting fluconazole prophylaxis.

COP22 Target: Lay providers to support reengagement strategies with a focus on people
with AHD re-engaging including linkage from
hospital to clinic after re-engagement at a
hospital (common as unwell).
COP22 Target: PEPFAR SA to increase active
linkage support for PLHIV with AHD started/
restarted on ART in GoSA hospitals by
inclusion in individual case management/
accompaniment to clinic to reduce morbidity
and mortality.
COP22 Target: PEPFAR SA to implement phone
and/or home visit clinical check-in follow-up
2 weeks, 6 weeks, 10 weeks for individuals
started or restarted on ART with AHD with
appropriate referral systems.
COP22 Target: Point of care diagnostic tools
provided 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.
COP22 Target: PEPFAR SA should ensure the
provision of flucytosine for inpatient and
outpatient facilities for follow-up oral treatment
together with fluconazole in order to reduce
overall mortality.
COP22 Target: PEPFAR and GoSA should
ensure clear quantification and monitoring
of cryptococcal meningitis (CM) including
annually how many PLHIV: 1) develop CM; 2)
receive optimal treatment for CM; 3) survive
CM; 4) die of CM; 5) receive preventive
treatment for CM; 6) receive a CD4 test; 7)
CRAG+ getting lumbar puncture (LP); 8) LP
negative getting fluconazole prophylaxis.
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In COP22, 100% of PLHIV, including CLHIV,
will be screened for TB and COVID-19
upon presentation to care at every clinical
encounter. All PLHIV 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. All PLHIV with positive urine-LAM
results immediately initiate TB treatment,
while awaiting confirmatory rapid molecular
test results. All healthcare workers at PEPFAR
supported sites will be trained to perform TB
screening, urine-LAM, and rapid molecular
testing among PLHIV in accordance with
WHO recommendations and algorithms and
appropriate approach for sputum scarce
symptom positive but rapid molecular
negative patients.

COP22 Target: 100% of PLHIV, including
CLHIV, are screened for TB and COVID-19 upon
presentation to care at every clinical encounter.

COP22 will procure quantities of commodities
required for urine-LAM and rapid molecular
testing to each exceed 160,000, the estimated
number of PLHIV expected to present to care
at PEPFAR-supported sites with advanced HIV
disease or TB signs and symptoms in COP22.

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.

10.2 TB SCREENING AND TESTING
"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
Tuberculosis Preventative Therapy (TPT) initiation
and completion among PLHIV." – pg. 28
"Priorities include integration of community-based
TB/HIV service delivery, ensuring implementation
of targeted universal TB testing at all PEPFARsupported facilities, integration of TB services
into Men’s health programs, increased HIV testing
among individuals with presumptive TB, and
ensuring rapid ART initiation for TB/HIV co-infected
individuals." – pg. 28
"Priorities include integration of community-based
TB/HIV service delivery, ensuring implementation
of targeted universal TB testing at all PEPFARsupported facilities, integration of TB services
into Men’s health programs, increased HIV testing
among individuals with presumptive TB, and
ensuring rapid ART initiation for TB/HIV co-infected
individuals." – pg. 28
"Priorities include integration of community-based
TB/HIV service delivery, ensuring implementation
of targeted universal TB testing at all PEPFARsupported facilities, integration of TB services
into Men’s health programs, increased HIV testing
among individuals with presumptive TB, and
ensuring rapid ART initiation for TB/HIV co-infected
individuals." – pg. 28

COP22 Target: 100% of PLHIV, including CLHIV,
with positive urine-LAM results immediately
initiate TB treatment, while awaiting
confirmatory rapid molecular test results.

COP22 Target: 100% of healthcare workers
at PEPFAR-supported sites are trained to
perform TB screening, urine-LAM, and rapid
molecular testing among PLHIV in accordance
with WHO recommendations and algorithms
and appropriate approach for sputum scarce
All PLHIV who are co-infected with TB will
receive confirmatory diagnostic test results and symptom positive but rapid molecular negative
be linked to TB treatment in less than five days patients.
after their first presentation to care.
COP22 Target: 100% of PLHIV, including

"A greater focus will be placed on ensuring TPT
completion (currently 61%) through the roll-out
of 3HP (Rifapentine and Isoniazid) and provision
of dedicated adherence support focused on TB
prevention and TB treatment" – pg. 28
"DSPs will be expected to ensure that 100%
of PLHIV who present to care with signs and
symptoms of TB or advanced HIV disease in
inpatient and outpatient settings receive rapid
molecular testing and urine LAM. PEPFAR SA
implementing partners will support the NDoH to
roll-out TB urine-LAM testing with aim of ensuring
that it will be available at all PEPFAR supported
sites." – pg. 29
"At the above-site level, PEPFAR SA investments
include pharmacovigilance, an evaluation of
TPT adherence in the context of the roll-out
of 3HP, an evaluation to understand missed
opportunities for ART initiations among PHLIV
with presumptive TB, and advanced clinical care
to support the roll-out of TB-LAM (accessible as a
POC test at all primary facilities in both inpatient
and outpatient settings) and Multi-drug Resistant
(MDR) TB treatment." – pg. 29
"PEPFAR SA will support the NDoH to roll out
3HP in 4 pilot districts this year upon SAHPRA
approval, with broader expansion anticipated in
COP21." – pg. 114
"At the above-site level, PEPFAR SA investments
include pharmacovigilance, an evaluation of TPT
adherence in the context of the roll-out of 3HP, an
evaluation to understand missed opportunities for
ART initiations among PHLIV with presumptive TB,
and advanced clinical care to support the roll-out
of TB-LAM (accessible as a POC test at all primary
facilities in both inpatient and outpatient settings)
and Multi-drug Resistant (MDR) TB treatment." –
pg. 29

76

COP22 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.
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COP22 Target: Procurement quantities of
commodities required for urine-LAM and rapid
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CLHIV, expected to present to care at PEPFARsupported sites with advanced HIV disease or
TB signs and symptoms in COP22.
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10.3 TB PREVENTIVE THERAPY
COP22 Target: All eligible PLHIV and all eligible
contacts of a person with pulmonary TB,
including children and adolescents, should
"All eligible PLHIV, including children, should
be traced and initiated on TPT. All people
complete TB preventive treatment (TPT) by the
considered for TPT should undergo clinical
end of COP21, and cotrimoxazole, where indicated,
evaluation (symptom check and physical
Implementing partners will be expected to
must be fully integrated into the HIV clinical care
examination) and be tested with GeneXpert
package at no cost to the patient." -pg. 114.
scale up TPT to reach 2,121,100 PLHIV including
(Xpert), even without having any symptoms.
children and adolescents (80% of those eligible
"PEPFAR SA will support the NDoH to roll out 3HP
already on ART plus 95% of those newly
COP22 Target: TPT must be incorporated
in 4 pilot districts this year upon SAHPRA approval,
initiated) be initiated and complete TPT within within RPCs.
with broader expansion anticipated in COP21." –
COP22, and cotrimoxazole, where indicated,
pg. 114
COP22 Target: 2,121,100 PLHIV including
must be fully integrated into the HIV clinical
children and adolescents (80% of those eligible
"The SOP on enrollment and management of
care package at no cost to the patient. Of these,
already on ART plus 95% of those newly
patients on preventive treatment for latent TB
at least 26% (549,720) should receive 3HP in
initiated) be initiated and complete TPT within
Infection, treatment for DS-TB or RR/MDR-TB onto line with GoSA commitments at UN HLM on TB.
COP22, and cotrimoxazole, where indicated,
the CCMDD Program has been finalized. Stable
TPT will be incorporated within RPCs.
must be fully integrated into the HIV clinical
patients on ART eligible for TPT are to be enrolled
All eligible PLHIV and all eligible contacts of a care package at no cost to the patient. Of these,
on CCMDD." – pg. 114
person with pulmonary TB, including children at least 26% (549,720) should receive 3HP in
"All eligible PLHIV, including children, should
and adolescents, should be traced and
line with GoSA commitments at UN HLM on TB.
complete TB preventive treatment (TPT) by the
initiated on TPT. All people considered for TPT
COP22 Target: PEPFAR to support GoSA to
end of COP21, and cotrimoxazole, where indicated, should undergo clinical evaluation (symptom
expedite the adoption of LTBI Guidelines. All
must be fully integrated into the HIV clinical care
check and physical examination) and be
PEPFAR-supported districts to expedite the
package at no cost to the patient." -pg. 114.
tested with GeneXpert (Xpert), even without
introduction of short-course single-dose and
"PEPFAR SA will support the NDoH to roll out 3HP having any symptoms.
FDC 3HP therapies.
in 4 pilot districts this year upon SAHPRA approval,
with broader expansion anticipated in COP21." –
pg. 114
Contacts are prioritized for Targeted Universal
Testing for TB but not for TPT

PEPFAR SA will support GoSA to expedite
the adoption of LTBI Guidelines. All
PEPFAR-supported districts to expedite the
introduction of short-course single-dose and
FDC 3HP therapies.

10.4 HYPERTENSION + DIABETES
No mention.

In COP22, all PEPFAR-supported facilities
scale implementation of repeat prescription
strategies to reach 60% of all PLHIV with
controlled hypertension/diabetes.

COP22 Target: All PEPFAR-supported facilities
scale implementation of repeat prescription
strategies to reach 60% of all PLHIV with
controlled hypertension/diabetes.

In COP22, PEPFAR SA will provide resources
to ensure a wide-scale community-led
capacity building programme to ensure
functionality of clinic committees. Improved
linkage between clinic committees and ward,
local, and district AIDS councils are critical
given that the implementation of HIV policy
occurs at a clinic level.

COP22 Target: PEPFAR SA funds a communityled and wide-scale capacity building
programme to train clinic committees on
their roles and responsibilities to ensure their
functionality.

In COP22, PEPFAR SA will continue to
support the NDoH endorsed community-led
monitoring programme — Ritshidze. PEPFAR
will fund USD 3.5 million for Ritshidze (run
by the PLHIV Sector) in COP22 to scale-up
community-led monitoring across South
Africa including to gather evidence, analyse
data, generate solutions and engage with
duty bearers to ensure swift corrective action.
Community-led monitoring will contribute to
South Africa’s HIV/AIDS and TB responses by
holding authorities accountable for providing
high-quality HIV and TB care and support.

COP22 Target: USD 3.5 million for Ritshidze
(run by the PLHIV Sector) in COP22 to scale-up
community-led monitoring across South Africa
including to gather evidence, analyse data,
generate solutions and engage with duty
bearers to ensure swift corrective action.

11.1 CLINIC COMMITTEES
No mention.

11.2 RITSHIDZE
"The PEPFAR SA COP21 will continue to support the
COP20 NDoH-endorsed community-led monitoring
program known as Ritshidze (Saving our Lives).
Community-led monitoring will contribute to South
Africa’s HIV/AIDS and TB responses by empowering
PLHIV to monitor facilities, provide community
led solutions, and hold authorities accountable
for providing high-quality HIV and TB care and
support." – pg. 36
"During COP19 and COP20, the Ritshidze program
scaled up to monitor 400 PEPFAR SA-supported
Siyenza sites in the 27 districts within 8 provinces in
South Africa." – pg. 36
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