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Meeting Summary Report:  
Best Practices and Innovations in Linkage to Care, HIV Treatment, and Viral Suppression 

31 May – 01 June 2016 
Pretoria, South Africa 

 
 

Background 

The South Africa National Department of Health (NDoH) and PEPFAR have established a 
collaboration to disseminate best practices and innovations in HIV and TB program 
implementation.  Through a series of thematic workshops, government, academic and 
programmatic partners share innovations, best practices, and lessons learned about high 
impact implementation strategies.  

In 2015 NDoH and PEPFAR hosted two best practices meetings, “Reaching 90-90-90 in South 
Africa Part 1: Innovations and Best Practices,” and “Reaching 90-90-90 Part 2: Best Practices 
and Innovations in HIV Counseling and Testing and Linkage.” Both of these successful meetings 
included approximately 200 attendees involved in South Africa HIV and TB program 
implementation.  

In May 2016, NDOH and PEPFAR convened over 225 attendees from implementing partners, 
national and provincial government, WHO, Global Fund, civil society and private sector 
representatives for the third meeting in this series: “Reaching 90-90-90 Part 3: Best Practices 
and Innovations in Linkage to Care, HIV Treatment, and Viral Suppression”.  This meeting 
focused on best practices across HIV care and treatment cascades from linkage to care to viral 
suppression.  Participants shared experiences and recommendations that could be scaled-up in 
support of the second and third 90-90-90 goals.  Highlights included presentations and panel 
discussions on best practices in adherence and retention; decanting patients from 
overburdened health facilities; South Africa’s plans to launch Universal Test and Treat (UTT); 
and successful approaches to increasing viral suppression.  

The following summary identifies some important themes from this workshop.  Additional 
details are available at an information sharing platform established through a secure webpage 
(https://za.usembassy.gov/our-relationship/pepfar/partner-dissemination-meetings/reaching-
90-90-90-south-africa-part-iii-presentations/).  

  

https://za.usembassy.gov/our-relationship/pepfar/partner-dissemination-meetings/reaching-90-90-90-south-africa-part-iii-presentations/
https://za.usembassy.gov/our-relationship/pepfar/partner-dissemination-meetings/reaching-90-90-90-south-africa-part-iii-presentations/
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Overview 

The agenda for the meeting is posted to the webpage.  Key topics for the meeting included:  

• The South Africa 90-90-90 Cascade 

• The Second 90: Clinic and Community Best Practices in Linkage to Care and Anti-
retroviral treatment (ART) Initiation 

• The Third 90: Community and Clinical Approaches for Improved Adherence, Retention, 
and Differentiated Care 

• Universal Test and Treat – Evidence for Policy 

• Achieving Viral Suppression 

 

Significant Findings from Meeting Presentations 

Session 2A. Second 90: Clinical and Community Best Practices in Care and ART Initiation 

Session Themes:  

1. Improved Analytics.  There are substantial data sources available in South Africa that 
can be used to analyze performance of facilities with comparatively high performance 
against standard indicators, and to identify sites that could benefit from additional 
targeted technical assistance and mentorship.  Simplified analytic tools can compile this 
information to facilitate use by program managers.   
 

2. Targeted Technical Assistance (TA) for Health Workers.  Appropriate training and 
technical assistance for health workers, including mentorship and roving teams, can 
improve patient outcomes. 
 

3. General Practitioners.  Programs combining support for patients through both the public 
health care system and private general practitioners result in good patient outcomes.  
These programs could be expanded as components of a strategy to decongest public 
health care facilities. 
 

4. Community Health Workers (CHWs).  Engagement of Community Health Workers and 
Lay Health Workers to support patients at different points across the care and 
treatment cascade can improve linkage to care and retention in care.   
 

Program/Policy Implications:  

1. Analytics.  Program managers and district officials should identify analytic tools and 
dashboards that are most useful for identifying program improvements and can be 
adapted to address program priorities.  These efforts should be linked to district 
implementation plan (DIP) development.   
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2. General Practitioners.  General practitioners (physicians and nurse practitioners) in 
private practice have participated in pilot projects to support ongoing care for HIV 
patients initiated on treatment in public health facilities.  These projects have 
demonstrated excellent patient outcomes, including retention in care and viral load 
suppression.  Some patients prefer to access care at private clinics.  Where appropriate, 
this model of patient care integrating the public and private systems should be scaled-
up.  One opportunity is to consider using general practitioner offices as dispensing 
points under the Central Chronic Medicine Dispensing and Distribution (CCMDD) 
program. 

3. Fast-Track Initiation.  There is an opportunity to reduce the number of clinic visits for 
HIV-positive patients prior to initiation on ART.  There is evidence to support same day 
initiation combined with appropriate education and adherence counseling.  While this 
approach will not work for all patients and additional adherence support may be 
needed, facility and program managers should consider the option to offer same day or 
fast-track initiation.  Fast-track could help increase linkage to care for some men. 

4. Targeted TA and mentorship.  Health workers benefit from continuous support to 
manage high patient volumes and provide quality services.  Ongoing training (e.g. Nurse 
Initiated Management of Antiretroviral Treatment -NIMART) is needed to train new 
health workers and provide refresher courses.  Roving technical assistance teams and 
mentorship improve clinic and patient outcomes.  Mentorship is particularly needed to 
support care for clinically complex cases. This technical assistance should be data driven 
with identified objectives.  Mentorship should have specific objectives and should 
include expectations for “graduation” from mentorship.  

5. Community Health Workers.  CHWs can improve linkage to care and retention.  It is 
critical to identify CHWs who are familiar with the community in which they work.  
CHWs need regular pre-service and in-service training.  CHWs can act as peer navigators, 
and have been shown to successfully link to care hard-to-reach populations, such as 
men.  CHW roles must be coordinated with Ward Based Outreach Teams (WBOTs).  
Recognizing the importance of clear evidence regarding the role of CHWs, the National 
Department of Health (NDoH) has commissioned a study regarding the impact of CHWs 
on the treatment cascade. 

6. Mobile Phone Communications.  CHWs and patient navigator programs can be 
reinforced with mobile phone communications (e.g., weekly SMS reminder messages 
combined with monthly health worker visits).   

Remaining Gaps: 

1. District/national level data collection and usage to measure linkage to care, retention 
and viral suppression can be improved.  Each district can develop analytics to meet their 
needs, and analytic models and dashboards in use should be shared across districts. 

 
2. Targeted TA and mentorship programs can be strengthened by reviews of program 

models and impact, including models regarding composition of mentorship teams and 
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resources for mentorship teams.  Different models for roving teams will support unique 
needs in different facilities and districts.  There is a significant drop-off from health 
workers trained in programs such as NIMART to health workers using training to 
implement programs. 

 
3. The standards for patient visits prior to initiation on ART should be carefully reviewed to 

identify opportunities to decrease the number of pre-ART patient visits.   
 

4. Potential expanded engagement with general practitioners will require development of 
optimal standardized service packages to be provided at general practitioner service 
points and costing analysis of general practitioner models.   
 

5. The appropriate role of CHWs and WBOTs in linkage to care, and tracking and tracing 
loss to follow up, should be clarified, including the minimum qualifications, training and 
support for CHWs.  Basic and accurate data (such as valid patient phone numbers and 
addresses) improves contact with patients for follow-up. 
 

Session 2B: Third 90: Community and Clinical Approaches for Improved Adherence, Retention, 
and Differentiated Care 

Session Themes:  

1.  Drug Supply.  There is an urgent need to scale-up innovative mechanisms for alternate 
delivery of chronic medicines.  

a. Easier access to medicine through pharmacy dispensing units, CCMDD, and longer 
prescription periods improves patient satisfaction due to decreased appointments 
and waiting times. 
 

b. Reducing patient visits supports the objective to decongest health facilities. 
 

c. These initiatives require complementary efforts to ensure patient support is 
available when needed.  For facilities, thorough planning is necessary to support 
alternate medicine delivery systems, and sustained facility and pharmacy 
commitment is required to maintain these programs.    
 

2.   Adherence Clubs.  Adherence clubs can improve patient retention and reduce facility 
crowding.  The NDoH goal is to significantly scale-up effective adherence club programs 
in all districts.   

a. ART patients who receive community-based adherence support have improved 
outcomes in reduced mortality, reduced loss to follow-up (LTFU), and improved 
viral suppression. 

b. Adherence clubs offer unique opportunities to support integrated chronic disease 
care. 
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c. Community-level interventions to support patients outside of health facilities are 
essential elements of the overall decanting strategy. 

d. There is not one single model for adherence clubs.  Different patients require 
different levels and types of support.  Clubs may require different involvement by 
health workers. 

e. Catering for special needs, populations and circumstances (e.g., mother groups, 
male groups, adolescent groups, families, high risk, etc.) improves enrolment and 
retention. 

f. Facility preparedness to decant patients is essential for rapid scale-up of adherence 
clubs. 

g. Adherence clubs must continue to support access to care for patients who 
experience complications. 

Program/Policy Implications:  

1. Increase Access to Medication  
 
a. CCMDD is not only a “pharmacy project” and could be rebranded as a broad 

strategy supported by multi-disciplinary teams to implement scale-up. 
 

b. To fast-track CCMDD, additional pick-up points must be developed, including the 
expanded use of community adherence clubs serving as pick-up points.  CCMDD 
can further improve coverage through additional external pick-up points (churches, 
Community Based Organizations - CBOs) and expansion of pick-up points in 
rural/remote areas. 
 

c. CCMDD and other medicine delivery initiatives require continuous supply chain 
system strengthening to deliver medications timely.    
 

2.   Adherence Clubs 

a. Develop standard assessments for facility readiness to decant patients. 

b. Fast-track the rollout of the NDoH Adherence Guidelines & Adherence Clubs: 

i. Include customization for special needs and groups to improve retention. 

ii. Capitalize on opportunities for integrated care and dispensing chronic 
medications. 

iii. Include a strategy to routinely assess the quality of adherence clubs. 

iv. Multi-disciplinary support is needed for some adherence clubs, including 
psycho-social, Orphan and Vulnerable Children (OVC), and clinical 
support. 

 



   

 Page 6 
 

Remaining Gaps:  

1. Access to Medication 
 
a. Health facilities can actively support expansion of patient access to CCMDD. 

 
b. Evaluate the optimal length of time ARTs can be dispensed (one recommendation is 

for 12 month prescription to be allocated). 
 

c. Evaluate how many months drug supply are optimal (two months at a minimum for 
ART) for storage.  There is some evidence that longer interval drug supply is 
possible without negative impacts on patient outcomes. 
 

d. Develop proof of concept to coordinate and manage medications for multiple 
chronic conditions. 
 

e. For Pharmacy Dispensing Units (PDUs), strengthen real-time monitoring data 
through an online portal, and develop systems for patients to pick-up from any PDU 
nationwide. 

2.  Adherence Clubs 

a. Develop a proof of concept to strengthen bi-directional referral systems to the 
community and back to the facility when needed.  Facility support is essential for 
community-based interventions. 

b. Support operations research for adherence clubs, including an analysis of reasons 
for leaving clubs, and retention over time.  Further evidence on clinical outcomes 
by adherence club location could inform implementation and scale-up. 

c. Need to determine the appropriate role of community workers (WBOTs and CHWs) 
as coordinators of adherence clubs.  Need to invest in training and supporting these 
community-based cadres to take on this new role.  

d. Community-based clubs pose logistical challenges regarding venues, medicine 
delivery, staffing, and linkages to facilities.   

e. Need to routinely assess and address quality of adherence clubs. 

 

Session 3: Universal Test and Treat – Policy Informing Practice 

Session Themes:  

1. Universal Test and Treat (UTT) strategies should be widely communicated and can be 
incorporated in community and facility programmatic activities. 

2. Differentiated models of care and treatment should be scaled-up in order to decant 
patients to facilities that best fit their needs.  This will assist in reducing waiting times 
and increasing the quality of service delivery in public clinics.  
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3. Test and Treat implementation initiatives must engage district management teams and 
be aligned with DIPs. 

4. Data collection and use can enhance capacity to analyze program impact and influence 
program implementation. 

5. Launch of Test and Treat is not expected to result in immediate significant increase in 
patient volume.  Expanded eligibility for ART is expected to increase numbers of patients 
with CD4>500 over time.   

6. Alternative staffing patterns and skill sets may be needed to support adherence clubs 
and other initiatives to decongest clinics, with implications for health worker training 
and patient education. 

Program/Policy Implications:  

1. Successful program implementation of Test and Treat and improved viral load 
suppression is consistent with NDoH guidelines.  Emphasis now should be on assessing 
and responding to challenges for Test and Treat roll-out in a timely, cost-effective 
manner.  Test and Treat and facility decongestion strategies go hand-in-hand. 

2. Patients in pre-ART programs should be prepared for transition to Test and Treat. 

Remaining Gaps:  

1. Communicate to provincial, district and facility leadership the plans to launch Test and 
Treat, along with simultaneous efforts for alternate drug delivery and decongesting 
clinics.   
 

Session 4: Achieving Viral Suppression  

Session Themes: 

1. Viral load data 
 

a. Laboratory data within the NHLS central data warehouse should be 
comprehensively and extensively utilized for the generation of viral load 
exception reports, and monitoring of viral load program impact. 
 

b. In many facilities, viral load test results are missing from patient charts, and not 
reflected in Tier.net. 
 

2. Mentorship and Training of Health Care Workers (HCWs) 
 

a. Clinical guidelines regarding viral load testing can contribute to improved patient 
management.  Increased training of health care workers and monitoring 
compliance with guidelines could increase use of viral load results. 
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Program/Policy Implications:  

1. Implement national communication strategy to improve patient education and standard 
messaging around viral load (e.g., campaign strategy similar to VMMC program). 

2. Improve capacity to adequately initiate, retain and track patients on care and measure 
viral load results: 

a. Expand clinical training on viral load algorithms. 

b. Strengthen Clinic-Lab Interface (Pre- and post-analytical). 

c. Conduct file review audits to understand gaps and bottlenecks in care and in 
reporting. 

d. Increase documentation of viral load data or lab results into clinical stationary 
and Tier.net. 

3. Enhance capacity and interoperability of information systems (Laboratory Information 
Systems; clinic-lab interface, Tier.net, central data warehouse). 

a. Aggressive approach to disseminate actionable information is needed, including 
information from NHLS data warehouse. 

b. The rapid expansion of unique identifier initiative can contribute to data quality 
and patient outcomes. 

Remaining Gaps:  

1. Expanded demand creation and patient education/communication strategy around 
viral load.  

a. Expand mHealth systems to track patients (appointment reminders, defaulter 
tracing and alerts to CHWs). 

2. Suboptimal use of Tier.net and central data warehouse, due in part to limited human 
resource capacity (data capturers). 

3. Inadequate adherence to viral load clinical guidelines. 

4. Consider decentralized viral load testing where appropriate. 

 

Cross-Cutting Recommendations 

The post-workshop discussion identified cross-cutting themes from the presentations.  

1. Information systems should be strengthened to integrate clinical and community 
level data.  

National information systems, like TIER.Net, are in a unique position to integrate clinical, 
community and organizational level data and to help monitor program costs and effectiveness, 
including for programs operated outside of the national public health system by community 
organizations and the private sector.  These information systems could gather useful 
information to inform testing strategies by measuring testing yield; monitor usage levels at 
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different locations that prescribe medication (e.g. adherence clubs, PDUs, public and private 
clinics); and evaluate effective approaches to decanting patients to assist with clinic overflows.  
Expanded use of unique patient identifiers can strengthen quality and utility of patient data. 

2. Increased patient responsibility for health care is an essential component of 
initiatives to decongest health facilities.  Technology can help foster information 
sharing and patient empowerment. 

Initiatives that reduce patient-clinic interactions increase patient responsibility for their health 
outcomes.  Smartphone and text messaging applications focused on linking patients to care and 
supporting adherence allow patients to have increased levels of knowledge and control of their 
care and treatment.  Patients should know and understand critical results, such as their viral 
loads.  Applications to increase communication to patients through technology are cost-
effective, can be scaled-up quickly, and can allow NDoH and partners to work better with 
patients as partners in their health care delivery.   

3.  The DIP process provides a framework for program implementation and monitoring 
at the district level. 

The commitment and active engagement by district leadership has a significant impact on 
health system outcomes.  Initiatives to improve linkage to care, strengthen adherence and 
retention, and improve viral load suppression by scaling-up best practices should be aligned 
with the development of DIP plans and monitoring of DIP indicators.  District management and 
PEPFAR district support partners can strengthen DIP development as a routine and critical 
element to guide program implementation. 

4. Community Health Workers can be integrated into local service delivery models.  

Community Health Workers can administer various HIV prevention, treatment, adherence, and 
care interventions at the local level throughout South Africa.  CHWs and community-based 
NGOs are in a position to support targeted testing, linkage to care, and adherence and 
retention support.  Community NGOs can also play critical roles in prevention initiatives, and 
can offer education and support about co-morbidities.  To support current priorities, CHWs can 
play important roles in managing adherence clubs.  It is also possible to explore alternatives to 
CHWs for some of these roles. 

Currently CHW activities are not standardized, and do not generate data that is captured in 
larger district level or national databases.  CHWs are sometimes linked to community 
organizations outside of the public health system.  Ideally, these community level efforts could 
be tracked and monitored at local levels, possibly by Local AIDS Councils.  To maximize impact 
from CHWs, human resources issues pertaining to CHWs must be addressed and managed 
appropriately.  

5.  Different Initiatives can be aligned. 

Related initiatives in support of the 2d and 3d 90s should be coordinated and integrated as 
appropriate.  For example, initiatives to develop alternate drug delivery, such as CCMDD, could 
be aligned with plans to scale up adherence clubs. 
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  6.  Following is a short list of interventions that may be ready to implement and bring 
to scale given the current evidence and available resources:  

o Communicate to provincial, district and facility leadership the national plans to 
launch Test and Treat. 

 
o Initiate patients on ART with fewer pre-ART patient visits. 

 
o Transition pre-ART programs to providing ART. 

 
o Expand roving mentor teams in support of health workers. 

 
o Fast-track roll-out of NDoH Adherence Guidelines. 

 
o Roll-out adherence clubs supported by health facilities and initiate demand 

creation strategies for patients to join adherence clubs. 
 

o Expand CCMDD beyond National Health Insurance pilot districts, and increase 
CCMDD delivery points.  

 
o Implement national communication strategy to create demand and improve 

patient education and standard messaging around viral load. 
 

o Expand use of SMS and other technologies to empower patients and support 
patient adherence. 

 
o Disseminate widely the comprehensive care management and treatment report 

(CCMT) from National Health Laboratory Services (NHLS) corporate data 
warehouse data. 

 
o Strengthen DIP support for 2d and 3d 90 goals, and confirm support for DIP 

process from PEPFAR district support partners. 
 

7.  Additional interventions that should be considered, and as appropriate, developed 
for scale-up: 

• Expand contributions toward 2d and 3d 90 goals by programs supported through 
National Departments of Social Development, Basic Education, Higher Education. 
 

• Include measurable objectives toward the 2d and 3d 90s in the next National 
Strategic Plan in development. 
 

• Expand programs collaborating with general practitioners to support ART and 
develop standardized general practitioner engagement models. 
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• Compare effectiveness and cost-effectiveness of different models of mentorship 

and technical assistance in support of health workers. 
 

• Evaluate longer-term prescriptions and expanded multiple-month dispensing 
 

• Develop standard roles and responsibilities for community health workers, 
including plans for training and support. 

o Engage with local AIDS councils to support optimal community health 
worker contributions to program objectives. 

 
• Improve capacity to adequately initiate, retain and track patients on care and 

measure viral load results. 
 

• Develop analytics and dashboards to utilize available information for patient and 
facility management. 

o Further attention can be focused on scaling-up programs in districts with 
the highest rates of efficacy and carefully translating these programs into 
other districts.  

o One specific example of a strategic approach to support the third 90 is to 
link the NHLS outputs to the DIP processes to analyze the number of 
virally suppressed people in each district.  

 
• Enhance capacity and interoperability of information systems (Clinical Laboratory 

Interface, Tier.net, central data warehouse). 
 

• Increase data reporting for services outside of the public health system. 
 

• Rapid scale-up of initiatives to support utilization of unique patient ID numbers. 
 

• Identify and resolve gaps in results reported into District Health Information 
System (DHIS). 

o Modify the national DHIS to accommodate adolescent age disaggregation 
(specifically ages 10-19 years). 

 
• Support implementation research to understand the comparative effectiveness of 

novel strategies that increase linkage to care, adherence to treatment and viral 
load suppression.  
 

• Develop a national knowledge hub to make available best practices and results of 
operational research. 

 


