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The lessons

“People must know that a poor person like
me living in a shack can take these drugs
properly. They are my chance to live.”
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Box 1

Selecting patients for antiretroviral therapy
◆

◆

◆

Patient selection is one of the more difficult aspects of setting up a programme, as
the need inevitably outstrips the supply of drugs available. However, it is important
to note that, contrary to popular perception, not all people with HIV should immediately be placed on antiretroviral therapy. In Khayelitsha, the biological and clinical
criteria used to select patients include:
◆ a CD4+ T cell count of less than 200, and a WHO disease stage of 3 or 4, both
in line with WHO’s recently-released guidelines on antiretroviral therapy in
resource-poor settings;
◆ patients must live in Khayelitsha;
◆ patients must have regularly attended the clinics for at least three months
(instituted in light of the highly mobile nature of Khayelitsha’s population).
These requirements plus the fact that some patients chose not to take antiretroviral
therapy mean that the number of patients who were ultimately candidates to be
started on therapy has not overwhelmed the resources available.
Nonetheless, a system was introduced that involved the community in the process
of selecting patients. A number of community representatives – typically people
with experience with people with HIV (and including those with HIV themselves) –
met regularly to assess candidates and determine who would ultimately be placed
on therapy. Deliberations are based on a number of factors, such as the health of
the patient, their income level, the social support available to the patient and her/
his openness about HIV infection, and if other members of the same family are
already on antiretroviral therapy. Although the process is time-consuming, it has
proven a valuable way to fairly and equitably allot spots in the treatment programme, as well as an important means of ensuring community ownership over
the programme.

Box 2

Patient-centred approaches to adherence
◆

◆

◆

The issue of how to ensure that antiretroviral therapy is taken regularly and appropriately has generated considerable discussion and controversy. Some even suggest
that the use of antiretroviral therapy in poor countries will only lead to the widespread development of resistance. They advocate either that resources are not put
into making the drugs available or that they are only administered under strictly
controlled conditions, such as in the presence of medical staff (along the lines of
the DOTS model for TB, although the comparison is complicated by the greater
frequency of dosing of antiretroviral therapy and the fact that it is life-long rather
than of a limited duration). However, in Khayelitsha, an approach centred on
educating patients and empowering them to be actively involved in the treatment
programme has yielded very positive results.
This begins with the careful selection of a regimen that is easy to take – for example
a combination of nevirapine and co-formulated AZT/3TC, which amounts to two
pills twice a day – and setting the health care facilities within easy reach of the
patients (for example, at primary health care level). Once patients begin therapy
(after an educational process), a tripartite programme supports adherence:
◆ Individual support is available in the form of trained counsellors available during
clinic hours to answer questions, and, more informally, through “treatment
assistants,” a household member or neighbour whom each candidate for therapy
is requested to identify who can provide support on adherence;
◆ Peer support comes in the form of support groups run solely for patients on
antiretroviral therapy, and which serve both as valuable spaces for patients to
discuss barriers to adherence with others sharing similar experiences and as a
forum for ongoing education;
◆ Educational materials are provided to help patients fully appreciate the risks and
benefits of antiretroviral therapy, and understand the importance of adherence.
Research is ongoing to quantify the levels of adherence, but the dramatic improvements in the surrogate markers of changes in viral load and CD4+ T cell counts
strongly suggest that adherence is good.

