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Over the last five years the state of HIV has changed globally, as 
well as in southern Africa. Gone are the days when diseases of 
unknown origins attacked, leaving us unable to fight back – when 
we lived in constant fear, knowing those with HIV were vulnerable 
to an array of hostile micro-organisms and cancers. We now have 
treatment that quickly, effectively and, in relative safety, controls 
HIV. This treatment allows those infected to return – in most cases 
– back to their normal lives. It seems that in this rapidly moving 
world, people who successfully stay on treatment can expect to live decades. However, we 
have a lot of work to do to ensure that those who need HIV treatment have access it. 

Two challenges to the above have emerged. The first is access to care and the second is 
adherence to treatment and care. South Africa has an ambitious and well-funded treatment 
programme, thanks largely to hard-won victories by people living with HIV and their related 
organisations; as well as health care workers who work hard to save lives. Getting drugs to 
‘hard-to-reach’ people and places – such those stigmatised due to HIV and those in rural 
provinces – continues to be a huge challenge. It is important that we keep trying to expand 
the programme to those who need it.

Once undergoing treatment, the challenge to stay on treatment rests with the individual with 
HIV and his or her support structures. This challenge is not minor. No other condition, with 
the possible exception of people who have had organ transplants, demands such high levels 
of adherence – taking tablets twice a day, every day, for the rest of your life. The virus is 
unforgiving and unrelenting – memorising resistance mutations with ease if adherence is not 
excellent.

The biggest weapon against the virus is knowledge – knowledge about why adherence 
is important, how to prevent resistance, how to deal with side effects, what opportunistic 
illnesses to watch for, and who to call for help.

This booklet – filled with accessible, easy-to-understand and scientific information, as well as 
anecdotes and personal stories – is a prize for anyone with HIV; and for anyone involved in 
the support of people with HIV. 

The TAC has been a national asset to South Africans, fighting for human rights with a single 
mindedness and dedication not seen in this country since the struggle against apartheid. 
With this booklet, the organisation shows that it is here for the long haul, in support of people 
taking these life-saving drugs and those who need to learn how to live healthy and productive 
lives with HIV. I urge everyone – those infected, supporting and treating, to use this excellent 
resource, and tackle the ongoing support needs of those taking antiretrovirals.

Dr Francois Venter
President: Southern African HIV Clinicians Society 
Reproductive Health and HIV Research Unit, University of the Witwatersrand
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Disclaimer

Please note that information in this handbook is not intended to replace information based on national and provicial 

goverments' guidelines from your doctor or healthcare workers at your hospital/clinic. Decisions relating to your treatment 

should always be taken in consultation with your doctor.

Since HIV treatment is new in government clinics and hospitals, it is important to make sure your healthcare workers are 

supported to have the best and most up-to-date information available. You can help with this by finding out more information 

from the HIV Clinicians’ Society or one of the organisations and individual doctors whose numbers are listed at the back 

of the handbook as resource people.
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Note to readers of this handbook 

Hello. My name is Nombasa Krune. I’ve known that I live with HIV for three 

years now. I got ill and started taking antiretrovirals (ARVs) medicines early in 

2003. Before I started ARVs, I had many doubts, questions and fears. Will the 

medicines kill me as I had heard my President say? Will I become deformed 

or will something horrible happen to me because I had heard that they have 

side effects and are toxic? What if they don’t work for me?

You might have similar fears and doubts. ARV treatment requires a lifelong 

discipline and commitment. But it is a choice you will be faced with and whether you choose to take ARVs 

or not, it is better to have reliable information about all kinds of possible treatments.If you do choose to 

take ARVs, it is very important to get as much information as possible before you start on them.

I found it very useful to discuss all my questions with my fellow activists and people in my support group. 

It gave me confidence to go to the doctor and ask the more difficult questions which were important 

for my life.

HIV-positive people (mostly already on treatment) and their advocates wrote this handbook. We wrote 
it as part of the Treatment Action Campaign’s Treatment Literacy Campaign, which aims to make 
information that could help save lives accessible to people living with HIV and their communities. 
 
This handbook will help you make informed decisions about your treatment or about how to care 
for your loved one who is living with HIV.

We will talk briefly about living healthily, nutrition and traditional medicines. You can also read our 
other TAC handbook, HIV In Our Lives, for more information about these things. Mainly we will talk 
about the HIV medicines you will get at clinics and hospitals and explain in detail how ARV medicines 
work. 

We refer to South Africa’s latest National Antiretroviral Treatment Guidelines, based on the World 
Health Organization (WHO) guidelines, and sometimes comment on how HIV is treated in different 
countries. These guidelines are a good reference for a minimum standard of care and should be 
updated every year. 

You will also read many stories of activists from our communities in this handbook. The stories teach 
us a lot and give us hope. Please note that some of the people whose stories you will read were 
taking ARV treatment before the National Antiretroviral Guidelines were released and so you might 
see that some of them were taking different combinations from the ones you will hear about at your 
government clinic/hospital. Do not be confused by this. 

The choices of regimens for a country are based on scientific research and this sometimes changes 
depending on the most recent findings. Choices are also influenced by the price of drugs and what 
drugs are registered and therefore easily available in a country. Treatment guidelines also change 
as new information comes up.
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In most of our handbooks, pamphlets and posters we use the abbreviation ARVs. It stands for 
antiretroviral medicines. Combination Antiretroviral Therapy (ART) and Highly Active Antiretroviral 
Therapy (HAART) refer to taking three or more different types of ARVs. When we talk about ARV 
treatment in this handbook, this is what we mean.

Information about HIV treatment changes very quickly. So only rely on information, whether printed 
or from the Internet, that is up-to-date. This handbook was finalised in December 2005. 

How to use this handbook 

This handbook may be the first information you read about HIV treatment. You may have only just 
found out that you are HIV positive, so this can be a difficult time for you. Just know that you will 
find the courage that you need. 

You may want to read the handbook in one go or come back to read different sections later, but all 
the information is important. You might decide to use it for education in your support group. Each 
person can take a section and learn it to present at the next support group meeting. This way we all 
take responsibility for our learning. You may be already involved in a treatment literacy programme 
and can use it as a tool for training new advocates.

You could also take it home to read on your own or with your family, or discuss with your community 
groups. Where there are things you do not understand, you can use it to discuss other questions 
you might have with your health workers. 

Many of the terms used may be new to you. We include a glossary on pages 86 – 96 that you can 
refer to for words you do not know. If you understand how the treatment works – and everyone can 
do this – there is a better chance that you will benefit most from your treatment. 
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Antiretroviral treatment as part of Government’s HIV/
AIDS Treatment Plan 

As a person living with HIV, the Comprehensive Plan for the Management, 

Care and Treatment of HIV/AIDS gives me much hope. I know ARVs do not 

cure AIDS. I know they are a lifelong treatment to be taken every day and that 

I still have to do a lot to look after myself. But I am very encouraged by the 

implementation of this plan. Now I can go back and tell my community there 

is hope to prevent premature deaths and we must work with our government 

and our health centres to ensure its implementation and make it succeed. 

Madenia Adams, Mitchell’s Plain, Western Cape 

As a nurse who has worked in rural areas and in government clinics and 

hospitals all my life, I feel vindicated that Cabinet has adopted this plan. 

I became a nurse because I love making people feel better, to heal. As a 

healthcare worker you help people and yes, sometimes you can’t keep them 

alive. But I have never seen so much devastation and death as we have seen as 

a result of AIDS. Slowly AIDS was eating away my hope in my profession.

As nurses we know implementing this plan will mean a lot of work. Especially 

because we all work in difficult conditions, with little staff and many demands on us, poor conditions and 

there are many social problems we have to deal with too. In my district we need new health staff to be 

employed urgently; otherwise even the few who remain will get tired of the pressure and will leave. But 

this plan gives all of us something concrete to work together on and a chance to rebuild our healthcare 

system.

Sister Nozi Ntuli, MSF nurse, Lusikisiki

National Comprehensive Plan for the Management, Care and  
Treatment Plan for HIV/AIDS

On 17 November 2003, the Cabinet of South Africa approved an Operational Plan for Comprehensive 
HIV/AIDS Care, Management and Treatment. Selected government hospitals in the nine provinces 
have since started providing ARVs. 

According to the Plan, 53 000 people were supposed to be treated by March 2004. There would be 
one site in each health district by end of 2005. It is unfortunate that we have missed some of these 
key targets. By the end of 2005, less than 100 000 people were receiving treatment in the public 
sector.              
                                                           
The Comprehensive Plan says that about 500 000 people need treatment. Each 
year that goes by with missed targets means thousands of lives lost. We have to 
aim to have at least 200 000 people on treatment by the end of 2006.
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Before 2004, ARVs were only available in a small number of health centres in very few provinces. 
Only people who could afford their own medicines could access them. With the Plan, this is now 
changing. 

Every day South Africa loses 800 lives to AIDS and HIV related illnesses. During one of TAC’s 
community mobilisation marches, a grandmother who cares for the children of her daughters who 
both died from AIDS, summed up the impact that it is having on families and communities:

 Siyabonga’s mother died last year August from AIDS. Noloyiso’s mother died three months ago. My 

two daughters. Both of them died. Sometimes I think it is punishment. Maybe I didn’t educate them 

enough. Maybe I failed. Their father left many years ago. I hear he has a wife somewhere. [My girls] used 

to send me money. Now they are gone. I’ve come to take the children back to Umtata now. I’m afraid 

they are not safe here…that something bad might happen to them. Especially the girls. Maybe they get 

raped…something bad like that. I go back tomorrow…

Families are becoming poorer. They lose income as breadwinners die. Children lose their parents 
too early. Grandparents are left with grandchildren they are unable to feed and look after properly. 
Government hospitals fill up with people who are sick because they do not have access to the kind 
of medical care which can improve their health and prolong their lives. 

HIV damages many individuals, families and communities. For a long time, communities will have 
to struggle to survive. But, HIV also gives us an opportunity we have not had before. As the then 
Deputy President Thabo Mbeki said in 1998, ‘HIV/AIDS is not someone else’s problem…HIV requires 
of us to change the way we live our lives and the way we love.’

If implemented successfully, the Comprehensive Treatment Plan will save lives and prevent a lot of 
early deaths due to AIDS. It will also help to increase awareness and encourage prevention. At the 

moment, it is estimated that more than a thousand new infections take place daily 
in South Africa. We need a better prevention plan if we are to effectively reduce 
new infections. 
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The Comprehensive Treatment Plan says the following services are available for you in accredited 
government clinics and hospitals: 
• Voluntary counselling and testing (VCT). Testing helps you know what care you need 
• Condoms (to be used regularly when having sex)
• Treatment for all sexually transmitted infections (STIs)
• Nutritional support (for those unable to afford enough food) including scientifically approved 

vitamins
• Medicines to prevent opportunistic infections (OIs) – also called prophylactic medicine (e.g. 

Cotrimoxazole, also called Purbac/ Bactrim)
• Medicines to treat OIs 
• ARV treatment

Does your clinic/ hospital offer these services?

A list of ARV centres where you can get treatment in your district and province is provided at the 
back of the handbook starting on page 99. Please note that new sites are added all the time and 
that you should always ask for the nearest treatment  site at your local clinic/ hospital. 

We all need information about HIV and ARVs 

Now that antiretroviral therapy (ART) is being made available in South Africa, it has become more 
urgent for all of us to know how these medicines do and do not work. A lot of bad publicity and 
misinformation has made it difficult for us to learn accurate information about HIV, let alone ARV 
medicines. We must change this and work hard to get many people to know how to get the best 
out of their ARV treatment. 

Why we need this information 
Many treatment activists have learnt the science and medical treatments of HIV/AIDS. Many of us 
educate our communities on these issues. But the time when all we needed to learn about medicines 
was that ‘you take two of the pink pills every morning’ is over. 

We must know our medicines by name, how they were found to be effective,  how and where in the 
body they work. We must know their side effects and how they can be managed, how to monitor the 
safety of these medicines, and what foods you should eat and not eat with them. We must also follow 
new scientific research that throws light on how best to use the drugs we take. 

All these things are part of what we call treatment literacy. 
This knowledge lets us have more control over our health 
and participate effectively in health policy formulation 
processes.
 
The TAC Treatment Literacy programme 
tries to change the idea that understanding 
scientific and medical information is only 
the business of healthcare  workers, 
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scientific researchers or trained traditional healers. If we are to become truly healthy people and 
make choices that are good for our health, we should all have information about everything that 
affects us, and we must have the freedom to exercise our rights.  We feel that part of modernising the 
practice of healthcare, includes that scientific technologies and scientific research and information 
should be property of communities as well. 

All over the world activists use this information to fight for our rights 

The experience of treatment activists around the world is important. It shows that ‘ordinary’ people 
have made it possible for poor people to access these medicines and information about them in a 
way that governments would never have done. 

It means that ordinary people became 
experts. Without this, these kinds of 
medicines would still only be a privilege 
of rich people. Poor people would 
continue to die early.

Poor people in so-called poor countries 
can use ARVs just as effectively as 
people in rich countries. This is a fact. It 
has been shown in every country where 
people use ARV treatment.

A TAC activist living with HIV, responding 
to an insult by a member of President 
Bush’s administration – Andrew Natzios 
– to poor people in Africa, said: 

My name is Nontsikelelo Zwedala. I want to tell the world that I live in a shack 

in Phillippi in Cape Town. I do not have a degree from a university. But I want 

to tell the world today that I know the names of my medicines. 

I received ARVs from a trial in Desmond Tutu Medical Centre. I take Nevirapine, 

AZT and 3TC. I know how they work. I know Nevirapine can cause liver 

damage so my doctor must monitor my liver function. I know AZT can give 

me anaemia, I know all their side effects. Two months into my treatment I had 

liver problems. My doctor picked it up and managed it. I am alive today and 

didn’t die. I know what the ARVs have done for me. I could not eat anymore with thrush and oral herpes. 

I was losing too much weight.

 I do not accept this insult from Mr Natzios. That poor people cannot tell the time. That we are too poor 

to be able to learn how to look after our own health? That is an insult to us and we demand the Bush 

government to tell Mr Natzios to apologise to us... 
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Sometimes I get angry because people decide and fear on our behalf. I get angry because people think just 

because we have HIV and some of us are poor they can just say, here take it, it will help you. Or no, don’t take that, 

it is not good for you. It is hard to be poor, yes I agree. Yes, rich people have everything they want easily. They can 

buy anything they like, get anywhere they want. Me, I have to take two taxis to get 

to my clinic. 

I worry more about money for transport to get to my hospital than I struggle with 

taking my drugs. I worry that maybe I will get there and they will say, sorry, we ran out 

of drugs you must come back tomorrow. Then I think I will have to default and fear 

because I know if I miss my drugs I will develop resistance. Nompumelelo 

Kweza, Queenstown

Information helped activists to fight drug company profiteering 

Understanding the fine detail of HIV medical science has enabled activists to form strong arguments 
and campaigns that have defeated pharmaceutical (drug) companies. When these drugs were first 
developed no company wanted to lower the price. No company wanted to treat poor people. Activists 
challenged companies that produce these medicines and charge high prices.  Over the past few 
years, ARV prices have been going down day by day. 

Better treatment literacy helps 
us exercise our rights

Understanding treatment means that we 
can also talk to governments and hospitals 
about the best care for our communities. 
That is why we provide a lot of scientific 
details in this handbook. We do not expect 
you to understand all the details when you 
start reading so don’t give up before asking 
others for help.

Treatment literacy is necessary  
for our health! 

Some people living with HIV and health workers say that all this scientific stuff is too complicated 
and confusing for people. HIV is a complicated disease. Understanding its complexity will help us to 
manage it. There are many social issues involved, and we talk about these in other publications.

Many studies have shown that treatment literacy leads to better health of people living with HIV/AIDS. 
HIV-positive people on treatment who have less information are less likely to have an undetectable 
viral load. Here in South Africa the experience is the same. We also see how workplace programmes 
that provide ARVs to the workers without treatment literacy programmes have low adherence levels 
and, in turn, poor treatment outcomes. This makes a very strong case for 
learning about the science. Many health policy-makers and politicians talk 
about the coming “tsunami of drug resistance”. But that is why TAC argues 
for treatment literacy to be an ongoing programme in every community, clinic, 
hospital, school, church. 
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Making treatment work in our communities 

For a long time, we saw people die from AIDS and we began to think that AIDS was a problem too 
big for us to handle. We are all desperate for something that can take care of AIDS once and for all. 
There is a lot of suspicion about ARVs because they are a new thing for everyone. Many of us are 
misinformed or not informed at all about how these medicines work. So it is natural that we doubt 
and fear ARV treatment. 

Things can go wrong with ARV treatment and people can interpret things wrongly when they do not 
have enough information. Proper information will help educate us. 

An activist tells a story that shows what can happen if people do not have correct information:

My sister had been ill with oesophageal thrush, she had TB twice, and lost more than 10% of her body 

weight. She couldn’t walk properly. When our hospital was selected for ARVs, she was one of the first 

people the hospital started on treatment.

She took the drugs and in three weeks had picked up weight and could not fit into her clothes. Her thrush 

was cleared. She could walk. Then, one morning, she got this phone call from a member of her support 

group, telling her to come to an urgent meeting and that she must bring her drugs with. She went to the 

meeting and then called me in a panic. She told me: ‘I am taking the drugs back to the clinic, I will not 

use them anymore. They killed Masizole. All of us in the support group are returning them to the clinic. 

We would rather be killed by HIV than by toxic drugs.’ 

By then ward councillors and some parents of the members of the support groups were blaming the nurses 

in the hospital for poisoning their children. On further investigation it turned out Masizole had a very low 

CD4 count when he started and that he died of an Immune Reconstitution Syndrome episode that was 

badly managed at the hospital. But for the community, it was the drugs which had killed Masizole. 

We arranged a treatment literacy workshop for the community. The people who participated now support 

the programme because they got information which helped them understand the science of HIV/AIDS 

and its treatments. Now people laugh about the incident and tease each other. But it is true things can 

go wrong and the better we are prepared and informed, the better we are likely to deal well with them.

 
We can all save lives! 
The roll-out programme will not succeed in the long term without participation by all of us. In 
addition to things we already do, treatment literacy can be the biggest contribution we make. We 
need to mobilise our communities for testing, prevention, ending fear and stigma, assisting men 
and women to understand that using condoms is a sign of respect for their own health and that of 
their partners. We must help government ensure that the services it provides resources for, are of 
a good standard.

In turn, government has to provide the necessary leadership, resources and support to provinces, 
facilities and communities. The national Ministry of Health, particularly the Minister, must advocate for 
all the Department of Health programmes. She has to lead the way in providing balanced, accurate 
information. This will encourage health workers and others in the Department of Health who are 
trying their best to save people’s lives. It will also encourage civil society groups to do more, in line 
with the Partnership Against AIDS launched by President Mbeki in 1999. 
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Health, illness and our body’s defence system 

Before we talk about ARV treatment, we must look at how our bodies work and how germs, including 
HIV, cause illness. Some people will say that the explanation below  reduces illness and its source to 
germs and does not consider the comprehensive (psychological, social, cultural) nature of illness.   

We take our bodies for granted. We do not have to think about most of the things our bodies do 
naturally – how our hearts beat, our blood flows or how our lungs breathe air.

We do not think of our bodies as complex places where complex processes take place to keep us 
alive. We live in our bodies and body processes happen without us feeling anything. Our bodies 
are like ‘silent machines’ which mostly go on with their business quietly and only alert us when 
something is wrong. 

We do not think about how our bodies are built and how body parts are connected together. We mostly 
think of our bodies as complete. For some, it feels disrespectful to think of our bodies as a collection of 
bits. The way we are taught to look at our bodies when we grow up also makes us frightened to explore, 
touch or look at our bodies. 

It is mostly when something like an illness forces us to say, ‘So what has gone wrong now?’ that 
we think about our bodies. Then, depending on how we interpret illness and what 
causes it, we might say:

The skin The 
muscles

The bones The 
hormones

The 
nerves

The blood
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‘Well, my ancestors are angry, I must slaughter a goat to appease them, then this pain will go away.’ 

‘My blood is dirty, so I must get ibhotile (herbal mix) from my sangoma/inyanga (traditional healer) and 

things will be better.’ 

‘I will go to the clinic, perhaps they have medication which can help me.’

How we interpret illness is important. If we are to accept and use the advice we are given about 
our health, our belief systems must be taken into account. We all have a right to believe what 
makes sense to us. 

But it is also true that knowing more about illnesses and how medicines we get at the clinic 
or hospital work to treat illness, can help us maintain our health better. This handbook talks 
about medicines you will get from the clinic/hospital – not about traditional medicines or other 
complementary medicines. But this does not mean we do not respect or believe either forms of 
medicine and healing work. 

Cells, tissues, organs and 
systems build our bodies 

Our bodies are built from different bits 
and pieces which, when connected and 
working together, make us full human 
beings who live, breathe, think and so on. 
It is not by miracle that we live and do the 
things we do as humans. 

The cell is the basic unit of life. All life originates from a 
cell or cluster of cells. More complicated living things 
– like animals and plants – are made of billions of cells. 
Cells can be compared to little bricks which, when put 
together and connected by certain components, build a 
full human being, like bricks can make a house. 

The cell is filled with a substance called cytoplasm. 
This is a watery fluid which separates the nucleus 
and organelles from one another. For the purposes 
of this handbook, it is important to know that the 
Deoxyribonucleic acid (DNA) of the cell is kept inside 
the nucleus. DNA is where most of the mechanisms of 
working for the cell are directed. 

DNA is the genetic code of the cell and contains all the 
information necessary for the cell to function. The DNA 
is formed by a combination of bases (building blocks) 
called nucleotides, which float in the cell’s cytoplasm. 
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If just a small part of the DNA is destroyed, the cell may die. We will talk more about DNA later 
when we discuss how HIV multiplies in the body.

Human beings have many different types of cells. While all cells have similar parts, like the nucleus and 
cytoplasm, they may have different parts depending on what their function is. For example, bones are made 
of a particular type of cell which is different from the cells 
in blood, the stomach, nails or muscles.

A group of cells combined together makes a tissue. 
A group/cluster of specific tissues together makes an 
organ. The way in which different organs, assisted by the 
various chemical processes, work together is referred to 
as a system. All the cells, organs, and systems must work 
properly for a human being to survive. 

The heart is an organ, which works as part of the 
circulatory system to pump blood to different parts of 
our bodies. Without this, we would die. 

Lungs are organs that work as part of the respiratory 
system to help us breathe, among other things. 

The stomach is an organ, which works as a key part 
of the digestive system. This system helps our bodies 
process food we eat so that it can be used to feed its 
different parts, including cells. If the digestive system 
is not working properly, our body is not getting enough 
fuel to maintain the balance needed to keep us healthy 
and alive. 

Summary of major organ systems of the human

System Major structures Function

Skeletal bones, cartilage, tendons, 
ligaments, and joints

provides structure; supports and protects 
internal organs

Muscular muscles (skeletal, cardiac, 
and smooth)

provides structure; supports and moves trunk 
and limbs; moves substances through body

Respiratory air passages, lungs carries air into and out of lungs, where gases 
(oxygen and carbon dioxide) are exchanged

Circulatory heart, blood vessels, blood transports nutrients and wastes to and from all 
body tissues

Immune lymph nodes and vessels, 
white blood cells

provides protection against infection and 
disease

Digestive mouth, oesophagus, stomach, 
liver, pancreas, intestines

stores and digests food; absorbs nutrients; 
eliminates waste
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Excretory kidneys, ureters, bladder, 
urethra, skin, lungs

eliminates waste; maintains water and chemical 
balance

Nervous brain, spinal cord, nerves, 
sense organs, receptors

controls and co-ordinates body movements 
and senses; controls consciousness and 
creativity; helps monitor and maintain other 
body systems

Endocrine endocrine glands and 
hormones

maintains homeostasis; regulates metabolism, 
water and mineral balance, growth and sexual 
development, and reproduction

Lymphatic lymph nodes, spleen, lymph 
vessels

cleans and returns tissue fluid to the blood and 
destroys pathogens that enter the body

Integumentary skin, hair, nails protects against pathogens; helps regulate 
body temperature

Reproductive ovaries, uterus, mammary 
glands (in females), testes (in 
males)

produces gametes and offspring

Germs and our immune system 

As human beings we are exposed to all sorts of germs all the time. 
There are germs in the air we breathe, the water we drink, food we eat, 
in our surroundings. Some germs live in our bodies for as long as we 
are alive. 

Germs are not in our environment to decorate it. They constantly try 
to find ways to make more of themselves and take over (colonise) the 
environment. When they find an opportunity to do so, they will multiply. 
Sometimes they do this in our bodies.

Because there are so many germs around us, we do a lot of 
things to prevent them from colonising inside us: 
• We wash our bodies to limit the number of germs on our skin. 
• We try not to have rubbish lying around because germs grow 

in rubbish and that way we limit the number of germs in our 
immediate environment. 

• We try to find clean water to drink to protect ourselves from 
dangerous germs like bilharzia, cholera and others. When 
governments provide access to clean water, they are promoting 
public health and not just providing a convenience to people. 

But even with all this, some germs can still make their way into our bodies and make us ill. 

Natural protection from germs 

The skin is our body’s biggest organ. It provides a barrier against germs that our bodies would 
otherwise be constantly exposed to. Another barrier is the hair in our nose, which helps prevent us 
from breathing in some germs.
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When natural barriers fail and germs enter our bodies, the immune system is there to rescue us. 
Without our immune system we would not survive very long on earth. 

The immune system – the invisible protection 

The immune system is a set of processes our body performs to keep itself alive. White blood cells 
form the main part of the immune system. T-Lymphocytes are one very important type of white blood 
cell. CD4 cells (or T-helper cells), which we talk about in the replication of HIV, are one important 
type of T-Lymphocytes. 

White blood cells are produced in the bone marrow. They are then released into the blood from 
there. Most immune system cells are then kept in the lymph nodes until they are needed elsewhere 
in the body. Lymph nodes are widely distributed throughout your body, and are the small lumps or 
nodules that you can sometimes feel in your neck, under your armpits, or in the crease between 
your legs and your body.

When white blood cells (‘Amajoni omzimba’ – soldiers of the body) recognise a 
germ, they will make many copies of themselves and attack the germ. This is why 
lymph nodes often swell if there is an infection. Most people worry that they are 
getting sicker when their lymph nodes swell, but it is also a good sign that your 
immune system is still able to fight.

The process through which the immune system fights a germ can be summarised 
as follows:
Once the germ has been identified, CD4 cells release chemicals that are used 
to communicate with all the other cells of the immune system. (These cells are 
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like cell phones with unlimited airtime!) CD4 cells have CD4 receptors on their surface. HIV has 
things/proteins on its surface which help it to attach to the CD4 cell receptor so it can enter 
the CD4 cell.

After a germ invasion has been defeated, there will be large numbers of CD4 cells that could 
fight that specific germ if it occurred in the future, the CD4 cells have gained a memory of the 
germ. CD8 cells stop further production of these CD4 soldiers and put others to rest, but they 
make sure that some ‘memory cells’ are kept in case the germ returns. These memory cells 
make it possible for the immune system to successfully shut down the same type of germ if it 
infects the body in the future.

The immune system has to deal with new invasions all the time and has to learn new ways to 
respond to them. If it did not adapt to deal with new infections, humans would probably have 
died off long ago. Antibodies are one of the tools the immune system uses to adapt to new 
infections.

Antibodies 

Antibodies are little Y-shaped proteins that attach 
themselves to the germ and destroy it. The body 
produces different antibodies for every different 
antigen or germ. This enables the immune system 
to fight off the vast majority of all the germs it 
comes across. 

For example, an antibody against the polio 
virus can only fight this virus. It cannot fight the 
hepatitis virus. Most antibodies are in the blood 
but some are found in fluids like saliva, breast 
milk and vaginal fluid. This is why there are also 
HIV saliva tests. They test for antibodies in the 
saliva.  

Usually, memory cells help the body fight germs that it has met before more easily and more 
quickly than it can fight new germs and new infections. There are some exceptions, like HIV. While 
the body will form antibodies to fight HIV, which can be detected through an ELISA test at about 
six weeks after infection, the immune system cannot eliminate the virus totally because HIV infects 
the immune system cells directly.

On the next page we look at some ways to explain how the immune system works.
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Immune system is like the Bafana Bafana team 
In a football team, there is a coach, the CD4 cell (T helper cell), who works out ways in which 
the team can be successful and win its matches. It also co-ordinates and keeps watch that 
each person is playing their role and understands best what is each player’s weakness and 
strength. 

Then there are the player categories: the 
midfield or defenders who make it hard for 
the other team, HIV, to come close to a place 
where they are likely to score a goal, there are 
the strikers who try to score goals for their team 
and run fastest, there is the goalie who makes 
sure that even if the other team has managed 
to go past the defenders and come into the 
territory of his team to score a goal he tries to 
prevent them from doing so. 

So, you can see that each person has their 
role and sticks to it and that everyone works 
together as a team to achieve the one goal – to 
win the match! A similar process happens with 
the immune system.

‘Amajoni Omzimba’ – the body’s army
Note:  TAC and the activists who wrote this handbook do not endorse or believe in violence or wars 
and therefore do not like this example. We use the example because it is the one most people 
will be familiar with, but we prefer the one of a football team explained above.

Some people say our immune system is the army that protects our bodies from invasion by 
enemies – ‘Amajoni omzimba’ in IsiXhosa.
 
If we use this example, we will say that an army of a country is divided into different groups and 
sections, each playing a very important role. There is the navy, the air force, the ground troops 
but also the spy services, etc. If the spy service does not do its job properly, then an invader 
can easily come in and attack. If the navy does not watch where it is supposed to watch then 
an enemy can come through the water borders of a country. In all of these, there is a general or 
commander who gives instructions and thinks of ways the army should react when there is an 
enemy that tries to attack. 

With the immune system, the CD4 cells are like the general of the body’s army.

A lot of things must happen for the attacking invader to be effectively prevented from destroying 
the country. The spies stand and keep watch for invaders coming to attack. When one is spotted, 
they will alert the general or commander, who will then communicate with all other regimens what 
actions to take. The general or commander will also say when it is time to stop attacking. 
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The immune system works more or less like a soccer team or an army. Each of the different cells 
of the immune system has a special role to play that is as important as all the others. Co-operation 
between the cells is important otherwise certain steps in the response to kill the invader will be missed 
and then things can go wrong. You should now understand how without the immune system, our 
best attempts to keep healthy would only go so far.  

There are some friendly germs which live in our bodies 

Some germs live in our bodies without causing harm and some germs help our bodies. We can 
refer to these germs as ‘friendly germs’. For example, there are bacteria that live in our stomach 
and assist with processing the food we eat and kill other germs that cause harm. These include the 
bacteria that are inside yoghurt (Lactobacillus bacteria) you buy from a shop. Other friendly germs 
live in a woman’s vaginal areas and keep it acidic to kill off other germs that might cause harm. 

But most germs are not friendly 

If given a chance, some germs will multiply and make us ill. For example, because tuberculosis (TB) 
is very common in South Africa, many people have the TB germ inside them. Even though many 
people have been exposed to the germ, not everyone is sick from TB. Most people with a strong 
immune system do not get ill with TB, even though they have the TB germ in their bodies. But if our 
immune system gets weaker, for example if we have HIV or if we are malnourished or have some 
stress in our bodies, then our risk of getting ill from TB becomes much higher.

This does not mean that all people with TB have HIV. It just means that it is more likely for a person 
to get ill from TB if they are HIV positive. This is because TB is one of the most common illnesses 
in South Africa which take advantage of a weak immune system to make us ill. Infections that work 
like this are called opportunistic infections (OIs) or Thatha ma chance illnesses.
 
Different types of germs cause different illnesses 

Often when we do education in communities people ask, ‘If we say all these things which cause us 
illness are called germs, why is it that we get ill in different ways and need different medication?’  

This is because there are different types of germs, each causing a different illness from the other. 
Our immune system has to find special weapons to attack each type of germ. Generally, germs are 
grouped into four groups.

Type of germ Example

Bacteria
• Mycobacterium tuberculosis (TB) 
• Salmonella
• Streptococcus pneumoniae

Viruses
• Cytomegalovirus (CMV)
• Herpes Zoster (causes Shingles or Ibhanti)
• HIV
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Funguses

• Cryptococcus neoformans (causes 
Cryptococcal meningitis)

• Candidiasis (causes Thrush)
• Pneumocystis carinii (causes Pneumonia)

Parasites
• Toxoplasma gondii (causes Toxoplasmosis)
• Cryptosporidium (causes Cryptosporidiosis)
• Plasmodium Falciparum (causes Malaria)

Different illnesses need different treatments/medications 

For treatment of diseases, it’s important to know which germ is making you ill. Each treatment can 
only heal you for a specific illness. 

For example, you cannot give fluconazole (also called Diflucan) to treat TB because a bacterial 
infection needs an antibiotic treatment. Fluconazole can only treat a fungal infection so you cannot 
give it as a treatment for TB. Similarly, antivirals only treat viral infections. They will not work for 
bacterial or fungal infection. If taken properly and for life, ARV medicines stop HIV from multiplying 
and keep it under control in our bodies. We discuss later how ARVs work. 

There are illnesses that your body is generally able to fight off and you won’t necessarily die or get 
too sick if you don’t take medications to treat them. There are also illnesses/diseases which you 
can be cured of if you take the appropriate medicine, like TB. Then there are illnesses you get and 
have to take lifelong medications for to keep the illness from killing you. Diabetes, Hypertension 
and HIV are some of these. They work differently and are caused by different things. But they are 
all called chronic illnesses. These illnesses do not yet have a cure, there are treatments for them 
which must be taken for life. 
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Human Immunodeficiency Virus (HIV) – how it begins 
to cause illness  

When asked to explain what HIV is, some will say Ubhubhane, Ugawulayo, or Amagama Amathathu. 
With the exception of scientists and doctors, very few will say it is a germ. Many of us know it as the 
mysterious illness that 'took away my mother, my child, my cousin who was paying for my school 
fees’, as ‘an idliso (poison) from my jealous neighbour or the mysterious illness that is making me 
thin and feel weak'. We all understand illness differently. However, one thing remains – because of 
HIV, thousands of people are being lost to us. 

We spoke earlier about different types of germs and illnesses they cause. But all this talk about germs 
is foreign to some people, especially in rural areas. When we do education in the community and try 
to explain germs, we hear many stories of how people culturally understand germs and disease.

One woman in a workshop we did in Ngqurha in Eastern Cape said: 

‘I can hear all this talk about germs, but I tell you the reason my daughter is coughing is because her 

uncle who is jealous of the fact that she went to get education in Fort Hare University sent his Impundulu 

to kick her in the chest at night and that is why she is coughing blood, truly, that is why.’

After listening to her, we realised that she was explaining the symptoms of TB. She had taken her 
daughter to traditional healers who were all trying to ward off the impundulu and do their best to 
alleviate her symptoms. But the TB would not go away. We spoke to both the daughter and the 
traditional healer who agreed that the young woman be taken to a clinic. The clinic diagnosed her 
with TB and she took Rifafour for six months and got better.

Another young woman in a treatment literacy workshop in Matatiele in Eastern Cape said:

‘I hear all you people say. I know exactly what to do. I just need to slaughter a goat for my ancestors. My 

Sangoma told me that the reason I have abdominal pain, burning when I urinate and irregular menstruation 

is because I didn’t perform the ceremony to appease my ancestors. I will go back to my uncle’s kraal 

next week and he will slaughter the goat and I will be better.’

In this case, we asked her Sangoma if she could convince the woman to go to the clinic so that 
they can also see what might be wrong with her. The Sangoma explained that she believed in her 
ancestors. But she was very understanding and said all she wants is for the woman to get better 
and everything that can work must be tried. It turned out the woman had gonorrhea, a sexually 
transmitted disease (STD) also called iDrop, which had not been treated for a long time. She got 
treatment – ciprofloxacin – and got better.  

When we do not understand things, we find our own ways to interpret what is going 
on. This is true about disease and all other things which happen in communities. 
There is nothing wrong with finding our own, culturally relevant ways to understand 

the causes of illness. The problem is that sometimes, even though our own ways 
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are perfectly fine and can help us in some cases, they will not always help us. In this case we might need 
to look beyond what we know to find the answers which can help. 

HIV is a germ 

If we speak of HIV as a germ, it is important to know the following information. 

[Please note that these are complex processes which happen, here we try to simplify the process. HIV 
is a very small germ, called a virus, that can only be seen by a very special type of microscope.] 

We know that we get different germs in different ways. For example, we get TB by breathing air that 
has the TB germ. We get worms from eating food or drinking water that has the parasite (worm). 
HIV is mostly transmitted through body fluids like blood, semen, vaginal secretions and breast milk. 
These fluids can be exchanged during sex without a condom, needle-sharing for those of us who use 
injectable drugs, breastfeeding if a mother chooses to do so, and through blood transfusions.

When it gets inside our bodies, HIV has to find a way to multiply itself otherwise the body would find a 
way to eliminate. This is what happens to most germs when they come inside our bodies. Usually, if 
a germ comes into our bodies, the immune system will quickly control it. The difference with HIV is 
that it attacks the very cells of our immune system that are responsible for ensuring that the system 
responds in the right way to attack germs that come inside. These cells are called CD4 cells. 

CD4 cells belong to the type of cells of the immune system called T-Cells. As we heard earlier, 
these cells co-ordinate all the work of our immune system. That is why as HIV multiplies itself in our 
bodies and kills off CD4 cells, our immune system becomes weaker and can no longer protect us 
the way it should. 

The CD4 cells have things on their surface 
called CD4 receptors, which are the door 
locks of the CD4 cell. Nothing can come 
inside the CD4 cell unless it has a key which 
fits into the CD4 receptor lock. The HIV virus 
has a ‘key’ on its surface called the gp120 
which fits the CD4 receptor and this is how 
it gets inside the CD4 cell. 

HIV lifecycle – how the virus actually multiplies inside our bodies 

This is roughly the process that takes place when HIV enters our bodies and tries to multiply itself.
1 An HIV virus attaches to a CD4 cell by binding to the CD4 receptor.
2 The HIV virus empties its contents into the CD4 cell (infects the cell).
3 The HIV genetic code (RNA) is changed into DNA by the Reverse Transcriptase Enzyme. There are 

two classes of ARV drugs (NRTIs and NNRTIs) that try to stop this process and make it difficult 
for HIV to multiply.

4 The HIV DNA is integrated into the infected cell’s DNA by the integrase enzyme.
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5 When the infected cell is activated, 
the HIV DNA is copied into RNA 
(the raw material needed for new 
HIV virus). 

6 Sets of raw material and protein 
products for a new HIV virus 
come together near the surface 
of the cel l .  Raw materials 
are cut by the protease 
enzyme and assembled into 
a functioning virus. (The ARV 
drug family called Protease 
Inhibitors prevent this process 
from happening by making it 
impossible for new HIV viruses 
to be formed completely.) 

7 The viruses pushes out of the infected cell in a process called ‘budding’ and soon breaks free 
of the infected cell. Thousands of new copies of HIV are made in each CD4 cell and these new 
viruses go on to infect other CD4 cells in our body. 

HIV-infected cells do not function well and they soon die. They sometimes also send signals to other 
non-infected CD4 cells that tell them to die too. The immune system tries to defend the body by 
making more CD4 cells. However, this mostly creates more cells for HIV to infect. Eventually, there 
are so few CD4 cells to defend the body against germs that OIs take over the body. This stage of 
HIV infection is called AIDS. Without ARV treatment, a person with AIDS will die.

This example might help you understand the basic idea of how HIV works. 

HIV, the thief

HIV is a thief that comes to a house (CD4 cell) and 
has a master key to open the door lock. The thief will 
come and open the door and see what is inside the 
house that s/he wants. The thief will look around in 
the drawers, everywhere, sit on the chairs and make 
him or herself feel at home. Then, s/he will take all 
the things s/he wants and destroy the house. 

When the thief leaves the house, s/he goes to 
find another house that has not been robbed.  
The thief breaks into this house, takes what s/he 
wants and destroys the home. All the homes in the 
neighbourhood are soon robbed by the thief and 
his or her friends. So they go to other neighbourhoods and rob those homes. Eventually, all the 
homes are destroyed by the thieves. 

Similarly, this is what happens when we have been infected with HIV. Our immune system 
makes many CD4 cells – the home in our example – because we are trying to kill off the virus. 

18



But this allows the HIV to make many copies of itself because HIV can only multiply in CD4 
cells. HIV can make thousands of copies of itself from just one CD4 cell. This happens from 
the time that your immune system starts fighting the infection with HIV. ARV drugs work like 
a police force that catch all the HIV thieves and stop them from damaging your home (CD4 
cells) again in the future.

Why HIV is a more difficult germ for our immune system to defeat 

HIV can only multiply if it comes into contact with CD4 cells. However, HIV does not only live in blood 
cells when it is in our bodies. That is why even if we took out all the blood with HIV in a person and 
put in new blood, we would still not get rid of HIV completely. 

There are other cells with CD4 receptors – not immune system cells – which HIV can infect. Some 
of these are found in the brain and some in the digestive tract. HIV also lives in cells, tissues and 
other parts of the body that makes it difficult to destroy.
 
Many CD4 cells go to sleep after they are infected and these sleeping cells cannot be seen by HIV 
drugs until they wake up (become activated). With millions of sleeping cells in our body you can see 
another reason why HIV cannot be wiped out; some of the cells may sleep for more than 10 years! 
That is also why at the moment the best way known to control HIV is to take ARV treatment for life. 
Later in this book we learn how ARV drugs control the virus.

ARVs are not a cure for HIV 

Some people ask, ‘So when we have taken antiretrovirals successfully does that mean the HIV 
antibody test will be negative?’

The ARVs should help you become healthier. But antibodies to HIV will always be there and the test 
result will always be positive even if we take ARVs. It is important to remember that ARVs will not 
destroy all the HIV in your body. Instead, they keep the amount of HIV low enough for your immune 
system to recover. 

We will talk in more detail later on about how ARVs keep the virus under control and why it is that 
we have to keep taking the drugs even when we feel better. 

False cures and HIV/AIDS 

You might have heard people in your community speak of someone who has a cure for AIDS. Some 
people will speak of someone they know who tested HIV negative after having used the ‘cure’. 

There is currently no known cure for HIV/AIDS. If there was, you can rest assured the world would 
know about it. 

It is possible that a cure for AIDS will eventually be found and probably from an 
unexpected place. But until then, we have a right and responsibility to expose 
those who misinform and exploit the desperation of many people living with 
HIV/AIDS in our communities. 
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Many HIV-positive people spend all their money going to a healer/umthandazeli (a holy person) or a 
medical doctor who has found some ‘miracle cure’. But why don’t these healers and doctors share 
their ‘cures’ with the general public? Anyone who is honest and cares about finding a cure for AIDS 
or any other disease will not be afraid to have their product tested. 

When people with ‘cures’ are sceptical to come forward, we must treat them with suspicion. 
Government has invited anyone who thinks they have a cure to bring it forward and has put money 
forward for research – especially for traditional medicines – to be done by the Medical Research 
Council (MRC) and the Medicines Control Committee (MCC). We must challenge all those who claim 
to have a cure to bring them to the MRC or the MCC. 

HIV and other germs 

Infections with other germs activate the immune system and can speed up the deterioration of CD4 
cells. TB is the worst at this. We see how people can get so sick if they have TB and HIV together. 

We said HIV mainly lives in CD4 cells and our immune system. When we get other infections, our 
immune system has to respond to the germ and try to kill it. This is good in general but bad for 
people with HIV. 

When other infections make us ill, they make the immune system work harder. When our immune 
system works overtime and we are not on ARV treatment – which stops HIV from multiplying inside 
us – more HIV is being made. So, HIV will reproduce even more because there are many places 
(more CD4 cells) for it to do so. 

Even an intestinal worm will constantly keep the immune system activated and this speeds up 
production of HIV. We want to avoid this by all means. This is why getting medication at least once 
a year to kill off worms is really very important to remember. 

Also, your clinic will recommend that you come for all your checkups. It keeps your immune system healthier 
if you attend a clinic regularly to be examined and treated for other germs and infections. Some infections 
can even be prevented before they occur. HIV positive women should be tested for cancer of the cervix 
(or mouth of the womb) once a year by a Pap smear, not once every ten years.

Treating infections speedily keeps HIV reproduction under control as long as the HIV has not 
progressed too much in our bodies. But if HIV is more advanced, we need to get antiretroviral 
medicine. ARVs will reduce the amount of virus and give our bodies a chance to be strong again. 

The WHO clinical staging system 

Now we look at the stages of illness relating to HIV – from becoming infected 
to when we become ill and might need ARV medicines. 

The World Health Organization (WHO) uses a staging system to describe 
how HIV progresses and what kind of treatment a person needs. The system 
relies on observation of  a person’s symptoms and history of disease without 
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necessarily using blood tests. This is explained in four stages. Many different countries all over 
the world use this system, including South Africa. A slightly different classification using the same 
principles is used for children. Below we explain disease progression in adults. 

HIV illness does not progress in exactly the same way for everyone. Some people get very depressed 
when they learn about this and sit at home trying to figure out what stage of HIV they are at. It is 
more useful to have your health worker assess you properly and where possible, do some blood 
tests including a CD4 count. These tests help with the decision on whether you need ARV treatment 
or not. Now that government is providing ARV treatment, your nurse or doctor must explain to you 
where you can get blood tests, like a CD4 count and viral load. 

This system is only used to guide healthcare workers to know what kind of care to give you and 
measure your level of risk of getting certain infections. Please remember that there are effective 
treatments for almost all the illnesses mentioned below. Do not sit at home with an illness; go and 
get treatment.

Stage 1:  You are HIV positive but you have no symptoms. You have not had any HIV-related 
illness, except perhaps a little swelling of the lymph glands, which will mostly be 
harmless. You do not need any medication, except to eat well and get psychological 
support to deal with the news of having HIV. A small number of people can get ill, but 
this is not common.

Stage 2:  You are HIV positive and you have minor illnesses. These can include minor skin 
problems, flu, tonsillitis and occasional ear infections. Here, you only need medication 
for illnesses you get. Some people start taking vitamins. Planning your lifestyle 
becomes very important now; eat well, consider stopping smoking and take little  or 
no alcohol. Remember alcohol is bad for your liver. Most medicines are broken down 
in the liver so you do not want anything to damage your liver. 

Stage 3:  You might have lost 10% or more of your body weight. You experience illnesses such 
as diarrhoea, temperature for more than a month, thrush in the mouth and pneumonia 
or TB of the lung. Remember, you need Cotrimoxazole and Vitamin B Complex at this 
stage. Contrimoxazole will help prevent pneumocyctis carinii pneumonia (PCP) and 
Isospora but it is not an ARV. It will not affect HIV or your immune system. Taking a 
medicine to prevent an illness is known as prophylaxis.

Stage 4:  This stage is also called AIDS. Illnesses that mostly people with weak immune systems 
can get are classified here. They include PCP, Toxoplasmosis stroke, Isospora diarrhoea, 
cryptococcal meningitis, oesophageal thrush, and so on. Illnesses that people living 
with HIV get in more severe forms are also classified here. They include TB in body 
parts other than the lungs (extra-pulmonary TB or disseminated TB), thrush of the 
oesophagus/food pipe and herpes sores which can stay for more than a month. Some 
cancers are more common in people living with HIV, like Kaposi’s Sarcoma, cervical 
cancer and lymphoma. HIV dementia – which occurs when HIV germs damage the 
brain – is also classified in Stage 4.
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It is important to remember that throughout all these stages, our immune system still tries to fight. 
But at some point, it starts to feel defeated and can’t fight hard enough anymore. When you start 
getting Stage 4 illnesses, it is a sign that your immune system has given up and the virus has taken 
over. Your clinic must refer you to a place where you can have the choice to take ARV treatment.  

Although there is no absolute link between stage of HIV and CD4 count, usaully the more advanced the 
stage the lower the CD4. Your CD4 count shows the level of risk that you might get certain infections 
and is used as a measure to decide when it is best to start ARV treatment. When it is below 200, it 
is recommended to consider starting ARV treatment. 

Don’t wait till you are ill and your CD4 becomes low to start learning about the options you have to 
improve your health. 

Opportunistic infections

‘My name is Phumzile Neville Nywagi and I am 40 years of age. In 2001, I 

became sick and had swollen glands in my neck. I thought it was just a bad flu 

that would not go away. I went to a day hospital and was examined by a doctor. 

He asked me if I knew about HIV and if I wanted to have an HIV test. I decided 

not to go for an HIV test.

Later I told my neighbour Mandla, who was a TAC member, about my illness. 

He also advised me to agree to an HIV test, but I was sceptical and afraid of a 

positive test result. After some time my illness became worse and I was unable 

to walk. My sister helped me with eating and keeping clean. At this stage I agreed to an HIV test. Because 

I had night sweats, coughing, and had lost weight and my appetite for food, I also had a TB test. I tested 

positive for both TB and HIV and was later diagnosed with cryptococcal meningitis (crypto). I was treated 

for TB for six months, and continued taking Fluconazole to prevent the ‘crypto’ from coming back. But then 

I was anxious to start ARVs because I heard that they would keep me alive! 

I started the ARV program on 12 November 2001. Soon after starting ARVs, I was able to walk and could once 

again cook, clean, and enjoy home life. My viral load dropped after three months to 215 and later became 

undetectable (less than 50 copies). 

I started to learn more about ARVs through attending the ARV support groups.I’ve recovered and do field 

work now. I was trained by the TAC  to be an educator. Professionally, I have a teacher's diploma, and I’m 

using it now to educate people about ARVs. I share my experiences of sickness, health and hope with my 

friends, family, and community at large. I also promote VCT. 

I think it is important as a man living with HIV/AIDS to do this work. It should not just be women. I would love 

to not see people dying. That’s why I’m an educator. I educate people about treatment literacy and treatment 

advocacy. My life has changed.

My ex-wife and my children give me lots of support. I must take my tablets on a 12-hour cycle. I do it at 9 in 

the morning, 9 in the evening. Some people take them at 10 or 8. So, up to now, I’m very much committed 

to my schedule. My lifestyle has changed. Like sexual practices. At the moment I’m not involved. But it’s 

important to know what you should do and what you should not, and what can damage your health – like 
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drinking alcohol, smoking can be harmful to your health. Fortunately I’ve never started on those things. For 

those who have an alcohol problem, and there are many people with that problem in my community, I’d like 

to talk about using ARVs, but not in conjunction with alcohol use. You want to keep your liver, so that it can 

do a good job with the drugs. Your liver is very important. Drinking alcohol would cause a lot of problems. 

And tobacco, it damages your lungs.'

  

Guidelines: Why we receive the care and treatment that we do 

Guidelines have been developed to help doctors, nurses, other health workers and you to decide if 
and when to put you on ARVs and which other treatment or care you need for your HIV. There are many 
different HIV drugs and the guidelines outline what combinations of ARVs are recommended to start 
with. They also specify how to monitor the progress of treatment, strategies to support adherence 
and possible side effects. They advise when to change from one regimen to another. They also 
recommend treatment for OIs and co-infections (e.g. TB and HIV) and treatment in pregnancy. 

Guidelines exist for most diseases. HIV guidelines exist in most countries. 
The important thing about HIV guidelines is that because there is so 
much ongoing research, new evidence comes up often and guidelines 
need to be revised frequently. 

South Africa’s National Department of Health guidelines for antiretroviral 
therapy in public sector hospitals and clinics are the ones that will be 
followed in your local hospital or clinic. They are based on the WHO 
guidelines, which most national departments of health use as a foundation 
on which to develop country-appropriate ones. Panels of HIV specialists 
and people living with HIV/AIDS, health service providers and community 
activists also help develop country-specific guidelines. 

Some provinces, like the Western Cape, have developed their own guidelines, which are modelled 
on the national ones but with appropriate local variations. So, if you see slight differences in your 
provincial guidelines, do not panic!

The following guidelines are available on the Internet: 

South Africa Department of Health: http://www.doh.gov.za 
WHO: http://www.who.int/3by5/publications/documents/arv_guidelines/en/ 
UK: http://www.bhiva.org 
US: http://www.aidsinfo.nih.gov/
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Preparing to go on treatment 

‘I started learning more about HIV and hung posters on opportunistic infections 

in my home. My children asked me about these posters and I started asking 

them what they knew about HIV. They knew much and told me that they had 

learned these things at school. I then decided to tell them about my status. 

They were not shocked. My elder son said that he thought about this because 

I was doing beadwork and he knew that support groups for people living 

with HIV/AIDS did this to earn a living. They asked about my treatment and 

since then they have encouraged me to take my ARVs. They told me that 

they missed me while I was away in the hospital.

At the clinic I was given Cotrimoxazole and encouraged to attend a support group. A nurse from the clinic 

came to my home to see how I live. I was living with my children and my mother at the time. 

I still have to come to my support group even though I am on treatment. We get a lot of education there. 

It helps me to be involved in my community and do mobilisation. I speak in schools, we teach teachers 

about HIV and AIDS treatment. I think that a person with HIV can have a lot of respect from the community, 

especially when we do good things. The communities see us as people to help them.'

Noncedo Bulana

What to expect at the clinic or hospital after you have been told 
that you are HIV positive 

After telling you the results of your HIV test, your clinic must assess what you need. This should 
include the following:  
• Assessing your history of any illnesses or opportunistic infections that you may have had. This 

will help the health workers know how far HIV has progressed in your body. This way they can 
know what treatment to give you and how to advise you with regard to looking after yourself. For 
instance, if you have illnesses that indicate that you are in Stage 4, the health worker will explain 
the option of taking ARV treatment. 

• Blood tests: The Comprehensive Plan says that CD4 tests 
will be offered to people living with HIV. If your clinic does not 
offer these tests, they will need to refer you to a place that does 
them. Many people think the CD4 test should only be done 
once a person is ill. Although your nurse or doctor can usually 
assess you just by examining you and taking your medical 
history, a CD4 test can give additional information. It will show 
whether you are at risk of getting certain infections and thus 
whether you need ART or other treatments. 

• You will be advised about nutrition eating to maintain 
your health and the kind of support you need. You must 
be referred to the clinic support group or the one that is 
closest to you if one does not exist at the clinic/hospital. 
Support groups can help a lot as you get to share 
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experiences and get advice from other people living with HIV. Anyone can build support groups 
in our clinics and communities. You do not have to be a nurse or doctor to do this. 

• If you need ARVs, a process as outlined in the national guidelines will be followed. Below are 
some of the steps:

Treatment readiness assessment according to South African 
national ARV guidelines 

Our guidelines in South Africa recommend that 
the following steps be followed before starting a 
person on treatment.
First visit: 2–4 weeks before starting ARVs
• The doctor will confirm your CD4 count and 

make sure that you are tested for TB and 
pregnancy

• Any OIs will be treated
• The doctor will complete your records
• You will meet all the healthcare workers 

involved in your care
• You will discuss your treatment with your 

treatment counsellor/patient advocate
• You will receive a 4-week supply of Co-

trimoxazole
• You will be given the date of your next appointment

In the meantime the treatment counsellor will visit you at home to check:
• Your home circumstances
• Your contact details
• Support structures (like family and so on) including disclosure
• Drug storage facilities (for example, refrigerator)
 
Second visit:
• Clinical assessment
• Information and treatment education session
• Pill count (Co-trimoxazole) to check your adherence
• Adherence counselling 

Visit to start your ARVs:
• Your readiness to start treatment will be assessed
• Do Co-trimoxazole pill count
• You will have a detailed description of the ARV drugs
• Further discussion of treatment information and adherence issues with 

your counsellor or advocate
• Details about dosing will be explained to you
• The instructions will be clearly written on the container with a permanent 

marker
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This is all very important to ensure that a person has the necessary support and information to ensure 
adherence and that the person gets the most out of their ARV treatment.

The following are some of the challenges with this set of procedures, which means that healthcare 
workers will occasionally have to use their own discretion. 

• In rural areas and informal settlements there are often no postal addresses for homes. The health 
worker has to ask around the community to find the location of the patient’s home. This can lead 
to issues of stigma in the patient’s community.

• Finding a treatment supporter for people who live alone can be difficult.
• The household economic situation.
• Treatment education of counsellors and health workers.
• Counsellor/clinic user personal relationship – sometimes prevents counsellors from honestly 

addressing lifestyle changes a person needs to make in order to ensure best benefit from treatment, 
such as reducing alcohol consumption, using condoms, and so on.

• Healthcare workers’ sense of defeat due to understaffing, poor infrastructure, and lack of political 
support. Activists must assist and work with healthcare workers to speak honestly about problems 
and support them to find ways to address failures of the health system.

• Transport to get to health centre. At the moment, ARVs are only being given at hospitals, which means 
that most people must travel to receive their medicine. If people do not have money, they cannot travel 
to the hospital and they will default on treatment. This leads to increased resistance to ARV drugs and, 
subsequently, higher mortality rates. We need to campaign for accessible ARV sites!

• This is already becoming a problem in the assessment period, where some people don’t have 
money to come for all their visits. This can mean they get excluded from ARV treatment.

• Many people in South Africa come to health centres late in their HIV infection when they are already 
sick. ARV treatment is an emergency need for these people. This poses a dilemma for doctors and 
healthcare workers because it is common practice to ensure that a person is properly prepared 
– educating the patient about ARVs, ensuring the necessary support to assist with treatment is 
in place, and medical care for all potential underlying illnesses – before starting ARV treatment. 
But how do we justify not giving a person medication we know can make them better?

Maintaining health with HIV: What kind of care, What kind of 
treatment 

‘After the TB I got pneumonia. I was losing weight and getting tired. After treatment, I gained weight. So 

yes, the pills are working.'

John Vollenhoven

‘When I started ARVs my CD4 count was 178 and my viral load was 240 000. I was very weak and I was 

losing weight and when I would eat I would vomit.'

Thobani Ncapayi

‘When I was advised to go on treatment my weight was 48kg, 20kg less than my normal body weight. By 

the fifth day of ARVs I felt I had a bigger appetite and strength and started to gain weight.' 

Zoliswa Magwentshu
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Eating to maintain health 

Before doctors recognised AIDS as a disease in the west, ordinary people had already identified it 
in Uganda. They called it ‘slimming disease’. In isiXhosa it is called isifo ugawulayo. Many people 
do not like these words because they say they do not like to think of HIV in this way. But all these 
words mean is that your body gets smaller and smaller like a piece of wood that is being chopped 
into small pieces. All people living with HIV will experience weight loss as the infection progresses, 
especially when they do not have any other OIs that might be causing them to lose weight. 

We have spoken about how HIV destroys our immune system over time. But we also know that 
destroying our immune system is not the only thing HIV does. HIV also disturbs the way our bodies 
process food; even though we eat, our body needs more nutritious and larger quantities of food 
than a person without a weakened immune system. 

The issue of nutrition in South Africa has been politicised and used in a way that tries to argue that 
food is more important than all other things, including medicines. There are pure common sense 

reasons why it is important for all people to eat enough 
food. Experience and research studies show how 
illness makes us need more food than when we are 
not sick. With HIV, eating enough food and adding 
different types of foods to the food we have immediate 
access to can help to keep us healthy for longer. This 
does not mean we have to go out and get special and 
more expensive foods. It means that if we are able to 
add other things to the food we like to eat – such as 
vegetables, meat, beans and fruits – we should.

HIV causes a condition called wasting 

Wasting takes place over time but gets much worse as we progress to Stages 3 and 4. Wasting is 
defined as an unexplained loss of 10% or more of a person’s normal lean body mass. Lean body 
mass is the medical term for the mass of the body without including fat. 
 
Our bodies absorb nutrients and maintain lean body mass when we are healthy and our immune systems 
are strong. Though some people can experience wasting even though their CD4 counts are high, the 
risk of wasting and serious malnutrition increases dramatically when CD4 counts fall below 100. 

Many people living with HIV are badly informed about nutrition. Many of us realise the important 
role good nutrition plays towards our health but we are often told: ‘Do not eat this’, or ‘Don’t eat too 
much of that.’ Such advice does not help. 

To wonder every time we eat whether we are eating the right thing makes us insecure. Doubt makes 
us feel guilty when we eat certain things popular advice says we should not eat. 
For example, if you only have maize at home, rather eat pap, mixed with wild 
vegetables, then spend time looking for better food and not eating enough. The 
worst part of it is that some people, because they do not have the things they are 
being advised to eat, simply do not eat anything. Not eating is worse than eating 
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something people advise you not to 
eat. No food is bad food. But some 
foods are better than others if you 
are able to eat them and if you are 
HIV positive. Remember, eating 
should be an enjoyable activity. We 
all should be encouraged to eat 
specific foods and be advised on 
what is good for us. 

People living with HIV mainly lose 
muscle weight. The shrinking of the 
muscle is not noticed for a long time 
because the fat around the muscles 
is not lost. This hides the loss of the 
muscle weight. 

Muscles are made up of a certain 
type of protein which the body can get by eating certain foods. Thus it is very important that you 
eat a lot of foods rich in protein, like meat and beans. 

Do not believe people who tell you that you should 
not eat meat because of your HIV. Most of the time, 
your body will tell you when it does not agree with 
something you eat. As long as food does not give 
you diarrhoea or make you vomit or cause other 
problems, it means that your body is fine with it and 
it is good for you.

Weight is a very important thing to watch when we live with HIV. That is why at every check up you 
must ask your doctor whether your weight is still fine. Some people think that if they look big (fat) 
they don’t need to watch their weight. 

HIV affects your muscle more than the fat. So your doctor must watch your muscle weight much 
more. You owe it to yourself to eat more nutritious foods to keep your body healthy and pay attention 
to your weight.

Other problems related to food that HIV causes

HIV causes bad absorption of food. This weakens the body’s ability to resist different kinds of 
diseases because poorly nourished people are much more likely to get severe diarrhoea, TB and 
other infections. Good food helps the immune system work better. This way we  have fewer infections 
and our bodies will have more strength to fight illnesses. Don’t stop eating when you get sick. If 
normal food is too difficult to eat, it might be possible to eat liquids and soft foods. But if you stop 
eating your body has no support to fight the illness. 
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You especially need more food when you are pregnant or breastfeeding. 

People living with HIV find it difficult to eat enough and do not get the 
same amount of nutrient value from food as people without HIV  

There are many reasons why people living with HIV often eat too little and do not get enough nutrients 
from the food they eat. This is why your doctor sometimes will give you nutrient supplements like 
Vitamin B Complex, Vitamin A and recommend that you buy Iron and Selenium if you can afford 
them. 

Knowing these reasons means you can overcome them:

Too little food eaten
You might be too tired or depressed to cook or go shopping. There might also be no money at home. 
You could decide to drink alcohol to forget about HIV instead of eating well. You might have loss of 
appetite or feel like vomiting. Food often does not taste good when you are sick. You might have 
a toothache or have sores in the mouth. Thrush infection can make it painful to swallow. Your liver 
might be swollen, causing it to press on the stomach, making it difficult to eat big meals. 

Too little food absorbed from the intestines 
Once food has been eaten, it is absorbed from the intestines into the blood. This process can be 
disrupted in people living with HIV. The HIV germs do not live in white blood cells only. They also live 
in the cells of the intestines. HIV damages these cells and reduces absorption of food. HIV germs 
also reduce a chemical in the intestine that helps to absorb milk products. This can lead to lactose 
intolerance, a bloated feeling or diarrhoea after eating milk products.

Other germs can also cause diarrhoea by infecting the intestines. This reduces absorption because 
the food moves through the intestines too fast and the intestine cells are damaged. 

Some antibiotic medicines used to treat infections also kill good bacteria in the intestine that help 
absorb some foods. Taking too many antibiotics can cause diarrhoea and poor absorption. Worms 
can reduce absorption and cause bleeding, which leads to lack of iron (a condition called anaemia). 
Poor nutrition itself damages the cells of the intestines, causing a vicious cycle: Poor nutrition – poor 
absorption – poor nutrition.

Using absorbed foods badly
Sick people need more food because their metabolic rate goes up. TB especially causes rapid 
loss of weight. The HIV germs also change the way the body uses foods. Instead of using fat when 
running out of energy, the body uses proteins. This causes the hidden loss of muscles.

Politics, food and treatment 

At a Parliamentary media briefing on 9 February 2004, the Minister of Health said, 
‘It is very sad how the media handles this issue [of traditional medicine]. I think 
garlic is absolutely critical. Lemon is absolutely critical to boost the immune 
system. Olive oil is absolutely critical...just one teaspoon, it will last the whole 
month.’
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However, this is contradicted by scientific evidence. In a November 2003 editorial, the South African 
Medical Journal said:

‘There are no human studies to date that provide proof that garlic can provide immunity. In relation to 

HIV/AIDS, garlic supplements have been documented to induce drug-nutrient interactions, notably sharply 

reduced blood levels of Saquinavir...There is no convincing scientific evidence to date that virgin olive 

oil boosts immunity or alters the course of HIV/AIDS adversely or beneficially. It is therefore undesirable 

to raise false hopes by ill-considered advice.’

The need for improved treatment literacy among South Africans is obvious in 
light of this example. If citizens are misinformed about HIV/AIDS treatment by 
high-ranking government officials, then they must take on the responsibility to 
be properly informed themselves and demand that the government deals with 
its officials. As long as you know that there might be drug interactions if you 
take garlic and sometimes African potato, it is really your choice what you eat, 
whether it’s garlic or oil.

Medical treatment of HIV 

Depending how far the HIV has progressed in our bodies, we need certain types – or a combination 
of types – of medical treatment.

Treatment to stop opportunistic infections and HIV-related complications 

It is crucial that people living with HIV get treatment 
for OIs and HIV-related complications. This does 
not become any less important when we take ARVs. 
Sometimes, before one needs ARVs, treatments for OIs 
help to cure the different illnesses we get. While this 
makes us feel better and stronger, they do not stop the 
HIV from multiplying itself. 

This is the main difference between other medicines and 
ARVs: OI medicines treat a specific infection. ARVs stop 
HIV from multiplying in the body. 

ARVs give your immune system a chance to become 
stronger by stopping HIV from infecting and killing the 
cells of the immune system. But they will not cure specific 

illnesses you get. That is why if you get 
TB while you are taking ARVs, you 

must get TB treatment and still take 
your ARVs at the same time. 
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Treatment to stop HIV replication (Antiretroviral Therapy)

The only treatment known to be effective in directly slowing down HIV replication at present is 
Antiretroviral Therapy (ART). It is also called HAART (Highly Active Antiretroviral Therapy). If used 
properly, ARVs can dramatically prolong the length and quality of life of people living with HIV. 
Remember even when the ARVs make you better, you must still eat well and look after yourself.

Treatment to restore immune system function 

Many people living with HIV know that the virus weakens the immune system and so they are desperate 
for an immune booster. Many people even spend lots of money every month buying these. However, 
there are no medicines or herbal remedies that have been shown to really improve CD4 counts or 
any other significant part of the immune system in a way that can stop HIV. 

Some so-called immune boosters may even make the effects of HIV worse. They can lead to an 
increase in the amount of virus in your body. An activated immune system means more targets 
for the HIV to infect. Then the whole cycle can start again and we become more ill. It is often not 
recommended to use them over a long period of time. Ask your doctor about immune boosters.  

Traditional medicines 

Some traditional medicines and herbs relieve 
symptoms of certain illnesses. If you are now 
taking ARVs, even if you have used traditional 
medicines before and found them to work, 
you must be careful before taking traditional 
medicines again because of possible drug 
interactions with ARVs.

It is always best to ask your traditional healer 
how the medicine you are being given works 
and for which condition it is used, in the same 
way that you should ask your nurse/doctor about 
medicines you receive at the hospital. There are studies looking at some traditional medicines and 
herbs. These studies will show whether the treatments work and if they are safe for people with HIV. 
This is very important research for our country and TAC supports this. 

Knowing which medicines we can get from traditional healers in our communities and which are 
known to work for sure will help a lot of people. We will have to make sure that communities know 
a lot about such medicines. It should just not remain a privilege of a few individuals. We hope that 
day will come soon. 

Until such time, anyone who comes to you claiming to have a treatment for 
AIDS must be registered as a traditional health practitioner. This will make 
sure that the medicines they are giving will not destroy the name of good 
traditional healers who have a genuine interest in helping people in their 
communities become better.
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There is no cure for AIDS. Anyone who tells you they have a cure is just 
making money from your desperation and suffering. 

Activists have fought against pharmaceutical (drug) companies 
making money from people with AIDS. We cannot allow some 
traditional healers, nurses, or even medical doctors to get away with 
bad practices either. 

A good traditional healer will be patient with you if you ask questions 
and will encourage you to learn more. TAC is working to build stronger 

relationships with good traditional healers who are accredited in different communities.

‘My brother asked me to agree to an HIV test. He said he was advising me 

because of the symptoms I was having. I told him that I was not sick but I 

was going to make a traditional remedy to get better and I thought that the 

sickness was a calling to become a traditional healer. In my belief, when a 

person becomes thin we think it is an ancestor telling you to do so. Eventually 

I did my test and it was positive. Later I started ARVs.’ Noncedo Bulana

‘After my first test, I didn’t believe that I was HIV positive so I went to another 

clinic to do another test. Again the results came back positive. I convinced 

my husband to do an HIV test and he did and the results came positive. 

We joined the support group and started taking Cotrimoxazole and Vitamin 

B tablets. After that my health became better and I regret the R810 I spent 

on traditional healers and herbalists. In the support group there is a doctor 

from MSF who visits and examines us.’ Nowethu Ngubo

‘There will be a lot of people who want to make a business out of our sickness. 

They will come up to you and say: “I can cure HIV.” You must not listen to 

them. HIV is in the blood. That’s why you must do a blood test to check if 

you have it. There are a lot of people who want to sell stuff for HIV, but we do 

not want that. All we know for now is that antiretrovirals can repress the virus 

and you can live longer. We know they are not a cure.’ Judith Dlulane
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Antiretroviral medicines 

We already spoke about how HIV multiplies and how it uses cells called CD4 T-helper cells to 
multiply itself. 

We also said that ARV medicines are the only medicines at the moment known to be able to stop HIV 
from multiplying and keep us well. They slow down the multiplication process of HIV and decrease 
the amount of HIV in the blood. This allows the immune system (the body’s defence) to recover so 
that it can fight infections. 

What happens when you start treatment? 
Weight gain

We have said that one of the signs that HIV is progressing in your body is that you lose a lot of 
weight. So, one of the first signs people report over the first six months of ARV treatment is that 
their weight increases again. Some people can gain so much weight that they feel like they need 
to go on a strict diet! 

This is not a good idea. Your body is more likely to go back to what you feel is your normal weight 
if you exercise and try to have a healthy diet and to eat less fatty foods. But starving yourself, no 
matter how strong and healthy you feel, is not a good idea. Speak to your nurse/doctor about ways 
you can deal with your weight problem. 

CD4 count rises – Immune system gets strong again

Another effect of ARV treatment is that over the next year, your CD4 count will rise. You can see this 
with results from your CD4 test. This is the test that measures how strong your immune system is 
and how much damage has been caused by HIV. Rebuilding your CD4 count is generally a slow, 
steady process. Sometimes it takes a long time to build up large increases, but any CD4 increase 
is good. 

If you do not have access to regular CD4 tests, you can still benefit from treatment. Even if you start 
with a very low CD4 count below 50, you could regain enough of your immune system to recover 
from many HIV-related illnesses. If you use HIV treatment at the right time and in the right way, you 
should stay well for a long time.

‘My doctor took blood for a CD4 count and found that it was 75. The next time 

he took it, it was even lower at 61. He started telling me more about ARVs 

and gave me a consent form to read. I read the consent form and decided 

that I did not want to take ARVs. I told the doctor this and he suggested I join 

a support group of people already taking ARVs. I joined this support group 

and saw and listened to others taking ARVs. They were feeling great. I then 

told my doctor that I was ready to try. I finished TB treatment and started 

taking ARVs. My CD4 count is now 271 and my weight has increased from 

47kg to 73kg. Since then, I’ve felt healthy, can see better, and have written this story for you today.’ 

Noncedo Nokuthenjwa Bulana
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‘I do not agree with Mr Goqwana when he said that we cannot get the 

antiretrovirals because we are in rural areas, and that we are not educated. I 

know the drugs I am using by their names and I also know their side effects 

even though I am not that educated. Let us not be discriminated against 

because of our level of education. We have a right to get proper medication 

like everybody else. As communities we find ways to educate each other 

about difficult things. We can do it with ARVs. VIVA ARVs VIVA!!!!!’ Nozibele 

Mditshwa

‘The counsellor told me about a support group – a group of people living 

with HIV – who met regularly. I told myself that I would never go there. I even 

hated their T-shirts with “HIV Positive” printed on them. The following day 

I went to St Elizabeth Hospital to get the results of my second blood test 

because I wanted to make sure that I really had the virus. I could not really 

believe that I had it. My mother really gave me strength and courage. She 

even told my relatives and they accepted me. Then I went to a “Hospital 

Clean-up Campaign” which was organised by TAC. There I saw other 

people living with the virus and I also got more information about HIV. I started going to support group 

meetings, and I even began to like the “HIV Positive” T-shirts. In the support group meetings we get 

educated about medicines that treat HIV and opportunistic infections, about living healthily and about 

taking responsibility.’ Nontsikelelo Mphiwa

‘The education I got from the clinic was facts about ARVs and managing side 

effects. I was also given a chance to ask questions. I had a full understanding 

of how the drugs work before I started taking them. I have a very good 

relationship with staff at Ithembalabantu [Hospital] because I can ask any 

kind of question I wish to ask and get answers.’ Gugu Mpungose

Viral load goes down – HIV gets 
weaker 

After starting ARVs, your viral load will go 
down. It actually drops really quickly even after 
the first few days and weeks of treatment. You 
can see this from the results of a viral load 
test. This test measures how much HIV is in a 
sample of blood.

When you have just been infected with HIV, viral 
load levels are very high, and then your body 
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fights back and brings the levels down much lower. Over time though the level of virus increases 
again, it is usually very high by the time that your CD4 count reaches 200 or lower.

The viral load test is used after you start treatment to check that the drugs are working. If viral 
load is brought down to ‘below detection’ on the test, then treatment will last for a long time if 
you continue to take it correctly (less than 50 copies of HIV per millilitre of blood is ideal). It is 
important to continue your treatment as HIV is not cured.
 
Both these tests are used in many countries but are difficult to get in many others. In SA, our 
guidelines say that we should use these tests before we start treatment and then every six 
months afterwards. In some countries, the tests cost much more than the drugs. Activists are 
pushing for low-cost monitoring tests. New research is currently being carried out to develop 
new tests that will be just as good as the ones we have now but which are not so expensive or 
difficult to run. 

Even if you do not have access to these tests, it makes a difference that you understand how 
CD4 and viral load change. These two tests tell any doctor a lot of what they need to know about 
your health and your treatment but it is still important to have medical check-ups.

Diagnostics advocacy

The current guidelines for initiating antiretroviral treatment by the WHO do not require that you have 

access to CD4 or viral load tests. This is not because these tests are not useful in managing your 

treatment and HIV disease.  It is because these tests are expensive and very complicated to perform 

and the WHO doesn’t want these tests to be a barrier to you getting the treatment you need.  These 

tests can strain the budgets of health ministries or people who must sometimes pay for these tests 

out of their own pockets and are beyond the technical capabilities of health facilities with limited 

laboratory capacity.

What do we need?  In the short term, we need the prices of existing tests to be reduced. This means 

the costs of the machines that run the tests, the chemicals needed to perform them, the training 

costs for laboratory staff and the repair contracts needed to keep the equipment in working order, 

all need to be drastically dropped.

But the costs of these tests aren’t the only barrier to their use.

Eventually, we need new CD4 and viral load tests that are not only of low cost, but also can be 

performed by someone without laboratory experience, need little extra equipment, can be used 

without a source of electricity or can be run off a battery, can stand the high heat and humidity of 

some hot countries and offer a very short wait from the time that you’ve given blood for the test and 

getting the result.  None of the currently available tests have all these kinds of qualities.  This isn’t 

surprising – these tests were developed for high-powered academic laboratories in rich countries, 

not for health clinics in Africa.

So, we have a lot of work to do! We must push the companies that make the existing tests to lower 

their prices and we must push scientists, companies, foundations and research institutions to support 

work on new tests that are designed for the settings in which we receive our care, whether we live 

in Cape Town or Schoemansdal.

35



The National Health Laboratory service is currently busy with investigations of new tests. Activists 

internationally are working with research bodies and scientists to ensure that a new, cheap and 

easy-to-use test is available for monitoring the safety of drugs and how well people are doing on 

their treatment. TAC supports this work by activists. 

Opportunistic infections

Because your immune system will get stronger while taking ARVs, any OIs you have will also get 
better, especially if you take medication for the OI. Like Namhla who had Kaposi’s Sarcoma and 
after several months of taking her ARVs properly her lesions started to get better.

While taking ARVs, you are far less likely to get a new OI and if you do it will be less severe. However, 
we will talk later about a condition called immune reconstitution syndrome (on page 60), which is 
one important and serious complication that affects some people who start ARVs when their CD4 
count is already very low.

Quality of life

Finally, after starting ARVs, a person’s general quality of life improves. Because the immune system 
becomes strong if you are on ARVs and you are not sick all the time, your quality of life is improved. 
People can get back to their everyday duties and some go back to work!

How antiretroviral medicines work 

Once HIV has entered our bodies, it makes billions of copies of itself everyday. In the section on 
HIV and how it begins to cause illness (page 16) we looked at how HIV actually multiplies using 
our own body cells. We said that our immune systems do the best job of fighting the invasion 
for years after we have been infected. But after some time, because HIV is so persistent, our 
immune systems lose the battle and need help. 

Imagine a person who has to take a journey and has a very long way to travel. On the way there 
are rivers to cross and mountains to climb. Sometimes the journey gets really difficult and you 
can feel like giving up. Sometimes you do give up. But if you have a friend who walks with you 
and says, ‘Come on, just a little longer, you can do it, I will help you’ that really helps give us 
new strength. 

So although our immune systems fight to the very end, they eventually do get too tired and give 
up. This happens especially because every immune cell HIV invades it destroys. So the body 
has to keep making new ones and we know that as the body makes new ones, it is also helping 
the HIV to multiply because it gives it new targets to attack. 

When our immune systems are giving up, they need a friend who can say, ‘Okay, I 
will carry you a little bit and give you sometime to regain your strength’. This is 
when the ARVs do their work. They create all sorts of obstacles which make it 

difficult for HIV to multiply. If the ARVs work really well for you, the test we have 
which counts the amount of virus in your body (viral load test) cannot find viruses 
to count anymore. Then your doctor will say your viral load is undetectable. 
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But remember, an undetectable viral load does not mean you are cured. It means that the 
ARVs are working well for you. If your doctor does your CD4 count, it will most likely show that 
it is going up. Then you will start to feel well as we can see in the story of Thobani below. This 
is why many people can get confused when they go to the doctor and the test could not ‘see’ 
their HIV.

How do ARVs actually block HIV from multiplying? 

At the moment, there are about 15 types of ARVs available in South Africa. These different ARVs are 
grouped into different families, called ‘ARV classes’. You will get familiar with the different names 
of ARVs and their classes after reading this handbook. Many activists have a lot of fun practising 
saying the names of these ARVs. 

To understand this, let us look at an example of a family. In the Makhwenkwe family, there are 
grandparents, aunts and uncles, their children, and so on. Even though all of you belong in one 
family, you will be called different names and are regarded as different people. So, in that family, 
all these people belong to the Makhwenkwe family, but they have different names, different likes 
and do different things.
 
The same is true for ARVs. All of them have one aim, to fight HIV, and they all have a similar but 
different mechanism, which achieves that same goal. Also, while most family members can spend 
time together and get on very well, every family has a few members who don’t get on so well. This 

is also true of ARVs. For example, we do not use AZT and d4T together.

ARVs changed my life and my attitude to my illness: Thobani Ncapayi’s story

‘I was diagnosed in January 1997. I didn’t get any counselling. The woman 

who told me just said, "You have HIV". I cannot tell what my feelings were, 

because I knew nothing about HIV at that time. I just went back to bed 

and slept.

They said I had a lung infection. I was committed in hospital for six months. 

They said it was TB. They gave me treatment for TB and sent me back to 

Khayelitsha to take the treatment for nine months. I finished my treatment 

and I was discharged from the hospital. I started to attend a support group through Social Services. 

The support group is where people get together and share their problems that they are facing, with 

their families, and the things that they find when they are taking their antiretrovirals.

I was very, very weak and had started having diarrhoea, I was losing weight, and when I would eat, I 

would vomit. Then I started taking the ARVs. My CD4 count was 178 and my viral load was 240 000. 

The nurses at the clinic told me if I took my ARVs on time, everything is going to be all right. 

In the morning I take it by 8 o’clock, and then in the evening I am supposed to take them by 8 o’clock 

again. There should be 12 hours in between. And what I found out when I was starting my ARVs was 

that I am eating too much – that I should eat four times a day.

37



After three months I went to the clinic to check if the drugs were working properly. My viral load was 

undetected and my CD4 count was 322. After a year, my CD4 count was 642 and the viral load was 

still undetected. I was feeling better by that time, and feeling stronger. I could manage to do all the 

things that I could not do before I was taking the ARVs.

They gave me a pillbox to use. It reminds you to take your medicines. There is also a tick sheet where 

you tick every day that you take your tablets. If you take your tablets, you just put an ‘x’. 

The pills can have side effects, so you just write down on the tick sheet if you have any side effects. 

You just put next to that morning when you took the pill that made you sick, "I was vomiting".

For me ARVs do many things, they make people fear HIV less. Before taking ARVs there was a stigma 

in my area, so people were discriminating against us as people living with HIV/AIDS. But for me, HIV is 

still alive, so I decided to tell the people I had HIV and disclose to the community. I have the courage 

to speak openly about my HIV status because I am alive.

Before taking my ARVs, I was thinking that I was dead the way that I was sick. But when I started 

my ARVs I saw that my life was coming back. And now I see that my dreams are coming true. When 

I was in school, it was my dream to be an accountant or a businessman. But now that I am taking 

ARVs I see that my dream has come true, because I am now selling fruits and vegetables. I am a 

businessman.

It is not simple to use these medications because you take them all your life. But if a person like me 

who does not have two degrees in science or any other subject can take them, anyone who wants 

to live can learn about them and take them well.'

The drugs available in South Africa mostly belong to three families/
classes

1. There are the NNRTIs, nicknamed non-nukes. Their full name is Non-Nucleoside Reverse 

Transcriptase  Inhibitors.

2. There are the NRTIs, nicknamed the nukes. Their full name is Nucleoside Reverse Transcriptase 

Inhibitors. 

3. There are the Protease Inhibitors, nicknamed PIs. 

For the full table of registered ARV drugs available in South Africa, see Annex 1 at the end of this 

handbook. 

The nukes, non-nukes and PIs all work by inhibiting HIV enzymes 

We explained the steps in the HIV multiplication process on page 17 when we described its lifecycle. 

We saw that HIV has friends who live in it and assist its ability to infect human cells and multiply 

itself. These include reverse transcriptase enzyme and the protease enzymes. For 

our purposes we will speak mainly about these two. 

An enzyme is a type of protein that makes a process happen, usually much 

quicker than it would otherwise.
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We can use the example of dough to explain what an enzyme is. Maybe you have baked bread 

before. To make bread, some people use dried yeast to make the dough rise. You mix flour with 

water to make dough. Without yeast, you can leave the dough there for a long time, but it will not 

rise. If you leave it for long, what will happen is that bacteria will come into it and it will change 

shape and rot. But if you add yeast, in a short time the dough will undergo a process of fermentation 

and rise. Then you can have fun baking your bread or making amagwinya (fat cakes). The yeast 

is a type of enzyme; it makes a process happen – faster in this case. 

Antiretrovirals stop the replication process by disturbing the HIV enzymes, in this way stopping 

the virus from multiplying successfully. But many people ask, how do the ARVs actually do this?

It is important to understand the answer to this question because then you will see for yourself why 

we take a combination of three ARVs instead of just one ARV. One or even two ARVs are not enough 

to give sustained benefit when you take ARVs for lifelong treatment. Also, we will understand why 

if you miss doses of your drugs it is like leaving a gate open. The HIV gets a chance and before 

you know it, a whole umhlambi (a herd of HIVs) is inside your field grazing happily and destroying 

your maize. This is an example of how you get resistance to HIV drugs.

Most drugs from one family of drugs are cross-resistant to drugs from the same family. This 

means that if you get resistant to one drug it will also stop another drug from the same family 

from working. For example, Nevirapine and Efavirenz are both NNRTIs or non-nukes. If you get 

resistance to Nevirapine then Efavirenz will not work. If you get resistance to Efavirenz then 

Nevirapine will not work.

The HIV life-cycle – and where different drugs work 

Once HIV has managed to enter the cell, it must get its genetic 
material into the nucleus of the cell. The nucleus is the engine 
of the cell. It is where HIV makes many copies of itself by using 
the genetic material (secrets) of the host cell. 
 
All the information the cell needs to function and reproduce is 
inside the nucleus. This information, the genetic material, is called 
DNA. It is like a long twisting train track – with two long rails 
made up of nucleosides connected to one another via chemical 
bonds. 

The genetic material for HIV is called RNA and only has one long 
track. This has to be turned into a double-track strand of DNA 
before it can be used to make copies of HIV.

The enzyme that helps HIV do this is called reverse transcriptase (or RT) and the enzyme uses 
nucleosides to make the second track. The HIV drugs that interfere or ‘inhibit’ this process are 
called reverse transcriptase inhibitors (or RTIs). 
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There are two major types of RTIs: Nucleoside RTIs (NRTIs – nukes) and Non-Nucleoside RTIs 
(NNRTIs – non-nukes). 

How does the NRTI family work? 
Nucleosides are building blocks which float in the water-like fluid inside the cell (cytoplasm). These 
building blocks are required to make the RNA into DNA.
 
The NRTI (nuke) class of drugs look like real nucleosides but really they sabotage the transcription 
process for HIV because they are the wrong shape. The DNA chain can not be made because the 
NRTI nucleosides cannot be connected to the real nucleosides.

How does the NNRTI family work?
The NNRTIs (non-nukes) inhibit HIV 
replication in a slightly different way, 
but they also prevent the HIV RNA from 
becoming DNA. Imagine if you needed to 
pick something up but you had a block of 
wood glued to your hand. You couldn’t bend 
your fingers to grab anything. This is similar 
to what the non-nukes do. NNRTIs work by 
directly binding the RT enzyme. The NNRTIs 
block the RT enzyme from connecting 
nucleosides together by attaching to the 
active site of the enzyme. This stops the full 
chain needed to make a DNA copy of the 
HIV RNA from being completed. NNRTIs 
block the work of the RT directly, without 
mimicking building blocks. 

How does the Protease Inhibitor family work?
If HIV RNA has been made into DNA, then a Protease 
Inhibitor (PI) is used to prevent any more HIV virions 
from being made which can infect other cells. The 
HIV DNA is made into RNA which must be cut by 
protease and then assembled in order to activate 
the new HIV virion. Without being activated, the HIV 
virion will not be able to infect a new cell and will 
be destroyed by the body. 

The enzyme that works like scissors to cut up the 
HIV RNA is called protease. PIs work by interfering 
with the scissors so they cannot cut. Even though 
the HIV has reproduced inside the cell, by blocking 
protease HIV cannot be processed to leave and 
infect another cell. 
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Pipeline drugs: Entry Inhibitors – a fourth family of drugs to watch out for in the future
There are also new drugs being developed to stop HIV at the point where it enters the cell. For HIV to 

enter a CD4 cell, it is helped by two proteins on the surface of the cell called gp-120 and gp-41 (gp 

is short for glycoprotein). These two proteins help HIV get into the CD4 cell by attaching to receptors 

on the cell surface which then unlock the cell and allow HIV to enter. Only one drug, T-20, has been 

developed that works at this stage so far. T-20 stops HIV from entering the CD4 cell by interfering with 

gp-41. This drug has to be injected under the skin. It’s still expensive and not available in the public 

sector.

New entry inhibitors are being developed as pills. 

These drugs interfere with co-receptors that help 

the surface proteins pull HIV and the CD4 cell 

together. These co-receptors are called CCR5 

and CXCR4. The new drugs are called CCR5-

blockers or CXCR4-blockers. Sometimes the 

medical word ‘agonist’ or ‘antagonist’ is used 

instead of ‘blocker’.

These drugs are exciting because they stop HIV 

before it even gets into the CD4 cell. The hope is 

that it stops HIV more effectively, and may have 

fewer side effects than other drugs that work inside 

the cell. No entry inhibitors are currently available in 

South Africa but as more are developed and proven 

to work safely and effectively, we must advocate for 

their availability in our country.

Why are ARVs used in combination?

Combination therapy is the term for using three or more drugs to treat HIV. It is also called triple 

therapy or HAART (Highly Active Anti-Retroviral Therapy). Above we looked at how the different 

families of drugs work. However, some virus can evade any single drug. By using three different 

drugs, you make it harder for the HIV to pass all the steps to multiply. If you miss doses or are late 

when taking them, the ARVs may not effectively reduce the virus or they may only work for a few 

months. This is because of resistance, which we talk about on page 58.

Do the drugs really work? 

YES! In every country that uses ARVs, AIDS-related deaths and illnesses drop dramatically. Treatment 

works for women, men and children. It works no matter how you were infected with HIV – whether 

this was sexually, through IV drug use, or by blood transfusion.

Taking HIV drugs, exactly as prescribed, will reduce the virus in your body to tiny amounts. This then 

lets your immune system recover and get stronger by itself. Now that there are treatments for HIV, 

this is an important reason to know whether you are HIV positive.
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‘There’s a lot I can say about the drugs, the antiretroviral drugs. They are 

able to save our lives, because today I’m a normal person again. And I went 

back to work again. Up to now, I’m working and I feel very strong ever since I 

started to take the drugs which means that I really recognise the antiretroviral 

drugs, that they can save the peoples’ lives. And, as far as I see – it is my 

hope for everyone, to get the antiretroviral drugs, so that their lives can be 

saved.’ Matthew Damane

These ARV drugs have been studied and tested very carefully. With the drugs you get from your clinic 

or hospital, a whole process must be followed before they can be given to humans. Some drugs have 

been studied for 20 years. This research tries to make sure that the drugs are as safe and effective as 

possible. The whole process has to be properly documented before these medicines are registered 

by a country’s body which is set up to approve drugs. 

This process is referred to as research and development (or R&D). Most of the companies producing 

ARV treatment are from the United States and Europe. Thus, most of the ARV drugs we use were first 

approved by the Food and Drug Authority (FDA), an American regulatory body, 

and later by our own Medicines Control Council (MCC). 

These regulatory bodies are set up to make sure no drugs are made available to the public  without 

scientific proof of the safety and effectiveness of the drug. Basically, this is to guard the safety of people. 

Similar rigorous standards apply in different countries and any company that wants its medicine to 

be approved must stick to these.

 

Another important thing to note about medicine and scientific developments is that things change. 

New research is constantly being done which points to better ways to do things. 

In South Africa, the President, Health Minister, some government officials and ANC officials have on 

occasion questioned the safety and effectiveness of ARV medicines. We have recently seen it with 

Nevirapine. 

An article in ANC Today on 17 December 2004, accused TAC of pushing the goals of drug companies 

for insisting that ‘government should give Nevirapine’ to prevent mother-to-child transmission (MTCT). 

There is sufficient evidence that single-dose Nevirapine is effective to prevent MTCT. Further evidence 

now seems to indicate that the problem of resistance to single-dose Nevirapine for a pregnant woman 

can be addressed by providing a combination of 3TC and AZT to the mother a few weeks prior or 

immediately before delivery. Current guidelines state only AZT is to be taken from 

34 weeks.

 

It will cause less confusion and fear if our Health Ministry would instead issue 

public announcements saying for instance: 
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‘We are letting the public know that we have received evidence which shows that there are better options 

to prevent MTCT than a single dose of Nevirapine. In the interest of public health, we are revising our 

guidelines to be in line with these new recommendations. However, in clinics and hospitals that cannot 

immediately implement the new recommendations, single-dose Nevirapine is still recommended as a 

means to prevent mother-to-child transmission of HIV.’

Each time new information is published by researchers, the Minister and some government officials 
use scientific developments to cause doubt and shift focus from the real business of providing 
treatment to save lives. 

This undermines people’s confidence in the public health system and particularly in the Department 
of Health. People in communities now start to doubt when to trust decisions the Department makes. 
In the eyes of communities, the debates about ARVs sometimes make the Department look as if 
it is confused, does not consider its decisions properly before making them and is not convinced 
about its own policies.

We cannot just take anything scientists or anyone says to be true. So, questions must always be 
asked and anyone who brings new information on the effectiveness of a drug must have enough 
evidence to convince all of us. HIV/AIDS is a very big problem in our country and many lives are 
being lost. We cannot afford confusion that makes people doubt the help they can get at clinics 
and hospital. It is the job of our health officials to find the best solutions to the health problems of 
South Africa. It is also their job to question evidence being put to them. But this can be done in ways 
which do not end up undermining both peoples’ intelligence or that of the Department’s. It is right 
to caution and educate – to confuse goes against all of our interests. 
 
How long will the drugs work?

Combination therapy using three drugs has now been used in some countries for over eight years. 
Many of the individual drugs have been studied for even longer. The length of time that any combination 
will work depends mainly on the HIV not developing resistance. This depends on maintaining your 
viral load at undetectable levels, below 50 copies/mL. If your viral load stays undetectable, you can 
use the same combination for years.

Who needs to use treatment?

At some point, nearly all HIV-positive people will need treatment. Our National Guidelines say you 
should start treatment when your CD4 count is below 200 or when you have AIDS.  

However, when people will need it can vary from person to person because HIV infection progresses 
at very different rates in different people.

There are times when you might be asked to consider starting treatment with a CD4 
count above 200:
• If your CD4 count is above 200 but you develop an infection or a cancer 

classified for Stage 4, your doctor might advise you to consider ARV 
treatment.
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• If your CD4 count is falling very rapidly and it is established that you do not have an underlying 
OI, your doctor must discuss treatment with you.

Whether you need treatment is something you have to 
discuss with your doctor. This will usually take place 
over several visits. 

Because many people in South Africa only test when 
they are sick and their CD4 counts are low, each case 
must be evaluated based on the situation. Sometimes 
it can help a person to start him/her on treatment 
sooner. 

Nurses and doctors face these treatment dilemmas everyday. They know it is better to prepare a 
person properly, but they also know that the longer they wait the more likely it is that the person will 
get ill. In some cases, starting treatment sooner could be really beneficial to the person. 

When discussing treatment:
• Ask as many questions as possible until you are satisfied with the answers.
• Get useful information from other sources, including friends, health workers, support groups, 

newsletters, help-lines and the Internet.
• Even if you are well, it is a good idea to get to know something about treatment now, before you 

need it. This is important if your CD4 count is falling, or if you have a high viral load.

Starting treatment:
When to start treatment is something you and your doctor must discuss together. You are the person 
who has to take the pills so you need to feel ready to start.

Ask your doctor to tell you about the different drugs that you can use. You need to know the good 
and bad things about each of them.

Take time to think about what you want to do. Do not feel rushed or pressured into doing something 
you don’t understand. If you have only recently been diagnosed HIV positive, you will need to deal 
with that first.

While your CD4 count is above 300, you still have a good immune system. Below 300 you are at a 
higher risk of infections that cause diarrhoea and weight loss.

If your CD4 count falls below 200, your risk of developing a severe pneumonia (called PCP) increases. 
If it falls below 100, then your risk of serious illnesses increases even further.

A low CD4 count does not mean that you will definitely become ill. It is, however, much 
more likely. Most of the drugs used to treat these HIV-related illnesses can be more 
toxic and difficult to take than regular anti-HIV drugs. Although you may be worried 

about using treatments, HIV/AIDS is a very real and life-threatening illness. Illnesses 
that occur at any time when your CD4 count is below 200 can be fatal.
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What drugs will I start with?
As part of your discussions in preparation for treatment, your doctor will ask you if you have ever taken 
any ARVs before. Remember some people might have participated in research trials where certain 
ARVs were being tested. Some women may also have used ARVs before or during pregnancy, or 
while in labour. It is very important to tell your doctor this before you start your treatment. It must be 
established that you are ‘treatment naive’. Treatment naïve/drug naive refers to someone who has 
never used any anti-HIV drugs before. It means that any of the available drugs should work.

For instance, if you previously had used a certain combination and stopped because your trial ran 
out or something went wrong, HIV could have become resistant to that combination. If your doctor 
prescribes the same combination, it might not work for you again so you need a different combination. 
This is why you must inform your doctor if you have been on ARVs before. 

The first time you use ARVs is the time your HIV is most susceptible to the drugs and thus 
they are likely to work best. This is why it is best to get it right first time.

Two ARV regimens are recommended in the South African guidelines for starting or ‘first-line’ therapy 
in adults. These are:

• d4T (Stavudine) + 3TC (Lamivudine) + Nevirapine
• d4T + 3TC + Efavirenz 

Efavirenz should not be used in pregnant woman or in women who may become pregnant. Children 
with low weight are recommended to use Ritonavir/Lopinavir (also called Kaletra) + 2 NRTIs (such 
as d4T + 3TC). 

Which combinations are best?
There is not an answer to this question. This is because drugs that agree with one person can be 
more difficult to tolerate for another. 

Although there are over 20 drugs that work against HIV, they are not all available in every country. 
This means that the best combination will vary depending on which drugs are available. 

The combinations recommended in the South 
African National Guidelines are discussed below 
and details of other drugs are given at the end of 
the handbook. The best combinations will always 
include at least three different drugs, but often two 
or three drugs are included in one pill. If you have 
access to only two drugs, and are already ill, this 
will still work for a short time but it is not ideal as 
HIV resistance to those drugs will develop faster. 
If you use a combination with three drugs, it will 
last much longer.
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Any ARV combination should preferably: 
• Include three drugs 
• Reduce your viral load to below detection – even if you do not have access to a viral load test to 

check this 
• Be a combination that you can tolerate on a schedule that you can follow, including any dietary 

restrictions.
Your doctor will discuss with you which drugs are available and most likely to get your viral load 
undetectable. If you have taken HIV drugs before, this will affect the choice. It will also affect how 
well your next treatment works. Ask for information about dosing schedules, pill size and side effects 
so that you know what is involved for each combination.

The most widely used drugs are:
1. NRTIs (nukes): d4T (Stavudine), 3TC (Lamivudine), AZT (Zidovudine), ddI (Didanosine)
2. NNRTIs (non-nukes): Nevirapine and Efavirenz 
3. PIs: Lopinavir/Ritonavir (Kaletra), Nelfinavir, Indinavir, Saquinavir, Amprenavir.

Other drugs that are used but are less widely available include:
NRTIs: Abacavir, Tenofovir, FTC.

Recommended combinations of ARVs

As mentioned above, the South African National Guidelines recommend two main combinations for 
first-line therapy. This is the ‘twice-daily’ combination of:
• d4T (Stavudine) + 3TC (Lamivudine) + Nevirapine (NVP) (This is the combination that is most 

widely available in South Africa).
• d4T + 3TC + Efavirenz (EFV).

Each of these drugs is available individually from several manufacturers and all three drugs are 
available in one pill called a Fixed Dose Combination (FDC). 

Triomune, from the generic manufacturer Cipla, and Triviro from Ranbaxy, are FDCs that are already 
approved by the WHO. Other formulations from other companies are likely to be approved over the 
next year. New FDCs are expected to be available soon. 

If you weigh less than 60kg, or if you develop neuropathy or other side effects (see page 62) linked 
to d4T then you should only use a 30mg rather than 40mg dose of d4T.

Although Cipla and Ranbaxy have manufactured FDCs with d4T dosed at either 30mg or 40mg 
doses, these are not yet registered for use in South Africa. We must advocate for generic FDCs to 
be made available in South Africa. 

You need to check to see which dose you are using. A lower dose of 20mg may also 
be effective if you have no other choices and you are still getting side effects. 
It should be noted that the lower the dose the more the risk of resistance (see 
page 58). It might be better to change to AZT, if that is possible, instead of taking a 
lower dose of d4T.
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Other things to know about recommended first-line combinations

• AZT (Zidovudine) can be used instead of d4T, although the FDC for AZT + 3TC + Nevirapine 
had not been approved by the WHO or in South Africa (at the time when this handbook was 
printed).

• AZT and d4T should NEVER be used in the same combination.
• Efavirenz (EFV) can be used instead of Nevirapine, with d4T (or AZT) + 3TC. 
• Efavirenz should not be taken by pregnant women since it may cause the child to have birth 

defects.
• Nevirapine cannot be used if you are using Rifampicin to treat TB.
• Nevirapine should not be used by women if they have a CD4 count over 250 when they 

start treatment because the risk of liver damage is much higher.

The different side effects linked to each of these main drugs are discussed in the section on side 
effects (see page 62). Side effects are a common reason to change from one drug to another.

Using three drugs has been shown to be the best strategy so far

Combinations usually include drugs from two different families. This involves choosing two ‘nukes’, 
plus either a non-nuke or a protease inhibitor, or more recently a boosted protease inhibitor.

The best results from clinical trials have been using combinations based on this formula. This is 
reflected in our national guidelines, the WHO and other treatment guidelines. 

For first-line therapy, South African guidelines recommend the third drug to be an NNRTI (non-nuke). 
This is mainly because they require fewer pills or diet requirements.

Which nukes?

There are currently seven main NRTIs (or nukes) to use in first-line therapy. These are d4T, AZT, 3TC, 
FTC, Abacavir, ddI and Tenofovir. FTC is a new drug similar to 3TC, but it is less widely available. 
Some of these drugs are not yet available in generic formulations.

Although d4T is widely used, it is linked to peripheral neuropathy and to lipodystrophy (fat loss). 
Another NRTI, ddC, is licensed, but rarely used because of side effects.

Most combinations of two of these drugs are used but a few cannot be. For example, you should 
never use AZT and d4T in the same combination because they cancel each other out. 

3TC and FTC cannot be used together either. 

d4T and ddI should not be used together because the risk of serious side effects increases 
– especially during pregnancy.

Each drug and combination will have specific advantages and disadvantages. They will have 
different dosing regimens and side effects. 

More importantly, unless there is an interaction, most nukes are interchangeable. This means 
that if you get side effects with one drug you can switch to another. 
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Which NNRTI – Efavirenz or Nevirapine?
Most doctors think there is little difference in anti-HIV activity between these two drugs. Both these 

drugs have some similar side effects. This includes risk of rash and liver toxicity, which can be serious 

and occasionally fatal. Careful monitoring will check for this. National protocol recommends regular 

blood tests to check the liver for Nevirapine toxicity. This is not required if taking Efavirenz.

The main differences are:

• Nevirapine cannot be used if you are using Rifampicin to treat TB.

• Nevirapine can cause a serious allergic reaction called Stevens-Johnson 

 Syndrome (SJS) in less than 1% of people and can cause fatal liver failure.

• Nevirapine should not be used by women if they have a CD4 count over 250 when they start 

treatment because the risk of liver failure is much higher.

The reactions with Nevirapine usually only occur in the first two months of treatment. Over this time, 

you should be monitored every two weeks. Otherwise, Nevirapine is an easy drug to tolerate.

The main side effects of Efavirenz relate to the central nervous system. They include dizziness, mood 

changes, anxiety, depression, and sleep disturbance that includes vivid dreams and nightmares. 

They occur in more than half the people who first use Efavirenz and usually reduce after a few days 

or weeks. 

About 3% of people stop Efavirenz because they get severe central nervous system symptoms. 

About 10–15% of people may stop later because of the effect on their quality of life. Efavirenz can 

also cause liver toxicity and rash, although less often than Nevirapine.

Protease Inhibitors

If you are not using an NNRTI as the third drug, you should use a PI, preferably boosted by Ritonavir. 

This includes Lopinavir (Kaletra), which has Ritonavir inside the capsule. It also includes Indinavir, 

Saquinavir, Atazanavir or Fosamprenavir, which can all be boosted with a separate Ritonavir pill or 

pills taken at the same time. 

Using a small dose of Ritonavir in these combinations provides higher and more stable drug levels. 

This reduces the risk of resistance. It also reduces the numbers of pills and dietary requirements 

compared to un-boosted PIs. Some people find small doses of Ritonavir increase nausea.

The choice of PI will depend on which drugs are available in your country. Many PIs become stronger 

when used with small doses of Ritonavir and in many countries they are always recommended to 

be used this way.

Whether you use NNRTI- or PI-based regimens will depend on discussions with your doctor, 

the choices of drugs available, your previous health and whether you have any prior drug 

resistance.
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New non-standard approaches

Using two ‘nukes’ plus either an NNRTI or a boosted PI has produced the most effective, durable 
and tolerable results for combination therapy. Recent trials are looking at other approaches. So far, 
however, they have not produced the same success.

For example, some studies do not use ‘nukes’ at all. By using either dual-boosted PIs (and in one 
case single-boosted PIs), or PI plus NNRTI combinations, they hope to avoid some of the side 
effects associated with ‘nukes’.

However, not all ‘nukes’ have similar side effects. This is especially true for the link to lipodystrophy and 
fat loss. It may therefore be better to choose from Abacavir, Tenofovir, 3TC and FTC, rather than cut 
out ‘nukes’ altogether. Also, many people do not get side effects on these drugs it may. Again, it may 
be better to see whether this is an issue before breaking from the recommended combinations.

Generic medicines work 

Generic drugs are just as good as brand-name drugs of the original manufacturers. They have exactly 
the same amount of active ingredients. They are manufactured in several countries including India, 
Brazil, Thailand and South Africa. The lower cost of manufacturing in these countries is one of the 
reasons that they can be produced at a lower cost, and this means that more people can be treated 
for the same money.

The companies manufacturing generics study the finished product of the original manufacturer and 
analyse all its contents to see which is the main active ingredient. From this they can use certain 
processes to make the same drug with the same effectiveness. In South Africa, the Department of 
Health buys a significant portion of ARV drugs from a generic manufacturing company called Aspen 
Pharmacare. 

People have started using these drugs and they are working the same way as the brand-name drugs. 
Generic manufacturers, like original manufacturers (brand-name manufacturers), have to stick to 
regulations to ensure the quality of their medicines. If they do not qualify with these, their drugs will 
be deregistered or not registered at all.

But original manufacturers do not like generic-producing companies. They say they are stealing their 
invention. The problem with original manufacturers is that their medicines are so expensive. Because of 
these high prices, poor people have to die without access to treatment. Availability of quality generics 
is making it possible for poor people to access treatment. 

Original manufacturers must know that they can charge high prices for cosmetics and Viagra and 
fancy things like that. But poor people will fight them when they charge high prices 
for life-saving medicines and put profit over people’s lives.

Are recommendations the same for men and women?

One important difference is that women should not start to use the drug 
Nevirapine if their CD4 count is over 250. Efavirenz should be avoided during 
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pregnancy. Women of childbearing age who are sexually active must use a reliable contraceptive 
with Efavirenz.

Late HIV diagnosis and low CD4 counts

Some people only find out they are HIV positive when they become very ill. This often means starting 
treatment straight away, especially when the CD4 count is below 100.

For people who only discovered they are HIV positive when their CD4 count is very low, there is still 
good news. 

Many people in SA only start treatment when they have a very low CD4 count because ARVs were 
not availble to them before.

Even with a dangerously low CD4 count – below 10 for example – you still have a good chance that 
the treatment will work if you follow your treatment carefully. Your viral load will drop and your CD4 
count will rise again to safer levels. In this case, it might be advised that you be hospitalised so that 
you can be monitored for immune reconstitution syndrome, which, if not properly managed, can be 
fatal to some people. 

What else do I need to know?

Ongoing research means that ideas about how to use ARVs are changing. The treatment your doctor 
will use today is likely to be different from a few years ago.

Access to new drugs and alternative drugs is also changing and will continue to change in the next 
few years. This isn’t just because there are newer drugs available. It has to do with understanding 
how the drugs work, why they sometimes stop working, and especially increasing knowledge about 
resistance.

Ask questions about anything you don’t understand. You can then take responsibility for whatever 
you decide.

Why do treatments not always work?

For some people the treatments will not work as well. There are several reasons why and these include:
• You may not be taking every dose at the right time. Even if you miss only one dose a week, it can 

be enough to make the combination fail. You need to take at least 95% of pills to keep viral load 
lower than detectable.

• The combination may not be potent enough – this is why three rather than two drugs are 
recommended in a combination.

• Your HIV may already be resistant to one or more of the drugs in your 
combination.
• One or more of the drugs may not be absorbed properly. There can be big 

variations between people but it is difficult to test for this. 
• Side effects may be too difficult to tolerate.
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Trial results never show a 100% success rate. BUT if you have a good doctor, and you follow your 

regimen carefully, anyone starting treatment for the first time should be able to get an undetectable 

viral load.

Success rates for people on their second or third therapy are usually lower than for those starting 

treatments for the first time. This is often because people continue to make the same mistakes and 

move to a new combination without understanding why the original one failed.

This booklet concentrates mainly on the effect of treatment on viral load and CD4 results. This is 

because these are the main ‘indications’ that doctors use to decide if a treatment is working. Some 

people may never reach undetectable levels but still stay well and healthy for many years. There are 

always more responses to treatment than can be summarised here.

You may not get an undetectable viral load, perhaps because of resistance. However, you can still 

benefit from continuing treatment. You could also benefit from new drugs that become available in 

the future. If you need new drugs in order to put together a new combination then make sure you 

and your doctor keep up-to-date on the latest research.

Are the drugs a cure?

The current drugs are a treatment but not a cure. They can stop the progression of HIV. They let 
your immune system start to repair itself, but you will still be HIV positive and are still able to pass 
HIV to another person.

Even people taking combination therapy for many years with a viral load below 50 copies/mL still 
have HIV, although in very small amounts. 

The drugs are getting us closer to finding a cure. You may need medication for the rest of your life, 
but newer drugs may be easier to take and more effective. This means you may still get to die of 
old age rather than from HIV. It may also mean that you are still alive when we find a cure – and this 
gives us hope.

Some people feel daunted when they hear they have to take the ARVs all their lives. Take this new 
aspect of your life more seriously than anything else until you get it right. This is not an easy reality 
to deal with. But the prospect of being able to do something about your health should make you 
want to be disciplined. Better and more efficient drugs are bound to be developed soon.

 
You and all your healthcare providers are partners in keeping you healthy 

It is essential to develop a good working relationship with your doctor and other healthcare workers. 
Doctors are not the only people at your clinic who are able to help. Nurses, pharmacists, and 
counsellors and patient advocates are an excellent source of support and advice 
on all aspects of your treatment (including adherence and side effects). 

In most South African clinics and sometimes even hospitals, there are very few 
doctors available to deal with questions we have. Often the nurse is the person 
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most easily available to us. Clinics are run by nurses. Ultimately, ARVs will have to be provided 
at the clinic level. 

In SA we have the problem that many healthcare workers have not been adequately trained in ARV 
treatment. So all of us are learning. Doctors and nurses will benefit a lot by listening to people 
who use the treatment about what is practical or not. But there are also medical professionals 
with a lot of experience on the use of ARV treatment. At the back of this booklet we include the 
names of some of them. They can provide support, especially to medical professionals in sites 
which are just starting and have not had much experience of using ARVs before.

Especially with HIV treatment, the doctor, nurse, pharmacist and counsellor are partners in a lifelong 
process of maintaining health. 

As in any partnership, each person has to have faith and be able to develop trust in the other. 
The doctor must be able to trust that we are taking our treatment and that if anything happens 
we will tell them. The treatment users must see that the doctors and nurses have faith in our 
interest and ability to understand even complicated scientific information because it is about our 
life. People living with HIV are experts in living with the disease because by the time we start to 
get ill, we have had it for many years. It is a matter of pointing out and giving names to things we 
have experienced.

With our practical experience, we can help nurses and doctors know how best to care for us. And 
with their understanding of medical processes and science, they can clarify things for us and 
give us confidence and hope.

We know nurses and doctors do not have much time to chat endlessly with us. But the little time 
we have can be used to strengthen the relationship and build the necessary trust. This means 
that as people living with HIV, the more informed we are, the better we are able to contribute to 
the partnership of caring for our health.

Failing in this duty is failing ourselves. 

Your rights as a patient 

The South African Constitution says that everyone has the right of access to healthcare services. 
The Patient Rights Charter adds that:

‘…health information that includes the availability of health services and how best to use such services 

and such information shall be in the language understood by the patient.’ 

It also says that:

‘Everyone has the right to be given full and accurate information about the nature of one’s illnesses, 

diagnostic procedures, the proposed treatment and the costs involved, for one to make a decision that 

affects anyone of these elements.’
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This means that all services and treatment options available at your hospital must be explained to 
you. This must include the risks and benefits of the treatments. Do not be afraid to ask as much as 
you need to know if it will help you make better decisions for your health.

Things you can do for yourself 

• Make a list of things you want to discuss with your doctor. Remember to take it to your 
appointment!

• Try to see the same doctor at each visit. This is important. It’s difficult to develop a good relationship 
if you always see a different doctor. 

• Turn up for your appointments on time. Tell the clinic if you can’t make it. Then they can give your 
slot to another patient.

• Treat all people involved in your care with the same respect you would wish to receive yourself.
• Listen carefully to the health advice that you are given, and act upon it.
• If you don’t understand something, ask your nurse/doctor to explain it again or in a different 

way.
• Be honest with those caring for you. Tell them about any other drugs that you are taking. This 

includes legal and illegal drugs or complementary treatment.
• Be honest about your level of adherence. If those managing your care don’t know you are having 

problems, they can’t help.
• Take a supportive friend/relative with you when you visit a health worker.
• Remember to take along ALL the medication you are using every visit.
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Adherence 

Health policy-makers and health experts raise worries about adherence as the main reason that 
they are cautious in providing treatment. This is a real worry. But people who are ill should be given 
the choice whether to be treated. The worry about adherence will not go away and there will always 
be people who do not adhere to their treatment. But this cannot be used to deny people access to 
medicine. 

‘Mobilisation of the community to participate and fully understand the benefit and limitations of ART is 

essential for maximum adherence.’

– SA National Antiretroviral Treatment guidelines 

What is adherence? Why is it so important? 

Adherence is a word to describe taking your drugs exactly as they are prescribed. This includes 
taking them at the right time. It also includes following any special diet restrictions.

This is because HIV drugs will only work if you keep a constant minimum level of each drug in 
your body all the time. If it drops below this level then your virus can develop resistance to the 
drugs, and the drugs will stop working.
          
A little HIV medication is a very dangerous thing. With HIV, you need to take all or nothing. It is 
important that you develop a routine – even if you only have to take one pill twice a day. You may 
need some support to get used to the changes it makes in your life. Adherence can be very 
difficult.

This is the most important thing you have to think about when you start taking a new combination. 
Start treatment when you can give yourself the extra time and space you may need to adjust.

During the first few weeks, nothing else should take priority over getting your treatment right. Your 
treatment centres may have an adherence clinic or an adherence nurse that can help. 

How much adherence is enough? 

It is very important to take your medication exactly on time. However, there is usually a time space 
of about an hour that is still okay. Some drugs have a longer time space than others. Because of 
this variation, it is still better to aim for the same time each day.

Diet restrictions are very important; ignoring these can be like only taking half a dose. You will not 
absorb enough of the drug for it to work properly. Resistance is then more likely 

to occur which means you lose the chance to use these drugs in the future.

The next question is: ‘exactly how close to perfect adherence do you have to 
get?’ Unfortunately, the answer is ‘almost 100%’.
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Missing one or two doses a week can have a big impact on the chances of a successful treatment. 
On the other hand, if you take every dose you will get much better results. In a study of people in 
prison, where every dose was supervised, all had viral loads below 400 copies/ml after a year and 
85% were below 50 copies/ml.

The point is not that you need to be in prison! The point is that if you find a way to take all your 
drugs as prescribed, you will get good results.
• Be strict with yourself in assessing how adherent you are through a regular week.
• If it’s not looking so good, you need more support. It is available but you will need to ask.
• Talk to your doctor, nurse or counsellor!

Things you can try 

• Get all the information on what you will need to do before you start treatment: How many tablets? How 
big are they? How often do you need to take them? How exact do you have to be with timing? 

• Are there food or storage restrictions? 
• Are there other choices?
• Use the daily chart in this leaflet to plan your timetable and use it to get used to the routine. For the first 

few weeks mark off each dose and the time that you took it.
• Make sure that you tell your hospital or clinic if you have difficulties with side effects. They can prescribe 

additional medication to help. They can also change the treatment if necessary.
• Divide up your drugs each morning or each week if you use a pill box. Then you can always check if 

you think you have missed a dose.
• Use a pill beeper, alarm watch, or your cell phone’s alarm. Use it for both morning and evening 

doses.
• Try to take your pills in the same place everytime. 

So if possible avoid a morning dose at work and 
an evening dose at home.

• Take extra drugs if you go away for a few 
days.

• Keep a small supply where you may need them 
in an emergency. This can be in a cool place at 
work or at a friend’s house.

• Get friends to help you remember difficult dose 
times. Ask them to remind you when you are out 
socially. 

• Ask friends who are already on treatment 
what they do. Ask them how well they are 
managing.

• Most treatment centres can arrange for you to 
talk to someone who is already taking the same 
treatment if you think this will help.

• It is best to come to your clinic in the beginning 
when you experience nausea and diarrhoea, 
which are the most common side effects when 
starting therapy.
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• Most combinations are twice-daily regimens. This usually means taking them every 12 hours. 
However, several drugs only need to be taken once a day. This usually means taking them every 
24 hours.

• Completely missing a once-daily dose may be more serious than forgetting a dose from a twice-
daily regimen. 

‘The person who helps me with my treatment is my daughter, born in 1993, but all my children also 

remind me to take my treatment.’

‘In order to remember to take my medication, I have a clock radio that normally reminds me. My immune 

system is used to medication; every time I’m supposed to take medication, at first I have to prepare food, 

then when I feel like it I can take the pills. I take them immediately. I never forget my medication because 

I always take my ARVs as the best friend that I ever had in my life: wherever I go, I go with my ARVs.’

‘I belong to Sakhisizwe support group, my mother is always my supporter when I’m home but when I’m 

not my friend reminds me. I always keep my drugs in my bag wherever I go and my treatment supporters 

always remind me to take my medicines. Since I started treatment I have never forgotten to take my pills 

and I don’t think I ever will. I never got sick from the ARVs and everything is still okay.’

‘My treatment supporters are my sister and mum. It is very important to have them because some days 

I get depressed; I need their encouragement. At first I used an alarm clock to take my pills but now it’s 

natural instinct, I just know when I’m supposed to take my pills. I carry my pill reminder container in my 

bag all the time.’

‘The treatment supporters undergo the whole process. Starting from the home visit they make sure the 

family understands everything about the ARVs. They have to sign that they agree that you can take the 

ARVs. Since then my treatment assistant has never had to remind me to take my pills, because I am always 

keeping in mind that I have to take the drugs at the right time. But sometimes I used to be reminded 

by my girlfriend – “Have you taken the treatment, what is the time now for taking the treatment, do you 

know?” But I have never forgotten to take the drugs. Because that is my life.’

‘I just tell myself, there are people who are taking contraceptive pills to prevent pregnancy. In fact, they 

are so compliant. If they are doing that, why should I not be compliant with my ARVs? I just compared 

myself with them.’

‘The whole family supports me in terms of taking treatment. It’s always important to have someone 

remind you of your treatment because you sometimes feel tired and go to sleep, you might forget to take 

treatment when the time comes and you are fast asleep. A treatment partner can always wake you up 

and remind you of taking the treatment. Fortunately I have never forgotten my treatment and I also have 

a pillbox, which makes it easier for me to carry my pills everywhere I go.’

What if I forget to take my pills?

Almost everyone will forget or be late with their drugs at some time. There is a difference though 

between occasionally missing a dose, and regularly forgetting on a daily or 

weekly basis. You need to aim to take all your doses at approximately the 

right time.
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You may be regularly taking them late or missing doses completely. If this is the case it may be 

better to talk to your doctor about stopping treatment altogether. This would at least limit your risk 

of resistance. You can restart treatment later when you are more able to cope with the regimen. All 
these things are important in deciding which combination will suit you best.

You have to follow your regimen every day. This includes over the weekend, and in the different 
situations involved in life. Taking days off your regimen is a very dangerous way of using treatment. 
There are always things that can help you to avoid missing doses, whatever your lifestyle.

If you realise you have missed a dose, take it as soon as you remember. BUT, if you only realise 
when you’re going to take your next dose, do not take a double dose.
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Resistance 

What is resistance? 

This section is very important and it explains why we talk about the importance of good adherence 
throughout this booklet.

Resistance to ARVs occurs when the structure of the virus makes tiny changes called mutations. If 
these changes are made when you are on treatment, it can mean that the drugs will no longer work. 
Resistance will happen quicker if you do not take your treatment properly. It will eventually happen 
even if you practise perfect adherence, but it will take longer.

You can also be infected with a strain of HIV that is already resistant to some or all the HIV drugs you take. 
Some countries have tests for resistance but in others, they are either very expensive or not available at 
all. These test are not routinely available in South Arican public services.

How does resistance occur?

Mutations that lead to drug resistance are generally mostly produced when you continue taking a 
treatment with a detectable viral load. This is most likely to happen if you miss doses of your drugs 
or take them late.

Whenever the level of a drug falls below a certain minimum level, you are at risk of developing 
resistance.

If you are monitored with a viral load test and your viral load is detectable when on treatment, this 
can be an early indication that your treatment is not working so well or that you have developed 
resistance. 

What is cross-resistance?

Some drugs are cross-resistant to others. This means that if you become resistant to one drug you 
will also be resistant to drugs in the same class, even if you have never taken them before. There 
are also varying degrees of cross-resistance. Sometimes you may still get some benefit from the 
second drug but the response is likely to be less strong.

How do I avoid resistance? 

‘I talk to many men in my work. I say that we should not forget about our 

medicines when we feel better. Males, males, males can be irresponsible. 

Someone gets back on his feet and then he forgets about the past. 

Then he makes the same mistakes – he goes back to drinking, smoking, 

unsafe sex; and then you get drug resistance. And, after a time, the 

drugs don’t work for him any more. Then he will blame the drugs.’   

Phumzile Nyhwagi
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Avoiding resistance is one of the most important conditions for using combination therapy. You need 
to use a combination that is strong enough to minimise the risk of getting resistance to any of the 
drugs you take.
 
The best chance you have of stopping resistance involves reaching and maintaining undetectable 
levels on viral load tests that measure down to 50 copies/ml. So little HIV is produced at this level 
that resistance is unlikely to develop to your combination. As long as you continue taking the drugs 
carefully, you could use them for many years.

Second-line treatment 

‘I did well on my first ARV combination for three years. I did all the right 

things, took my treatment on time and attended my support group to keep 

informed. Then I started feeling forgetful and restless all the time. My doctor 

did my viral load and CD4 count to check if everything was okay. The results 

showed that the virus was getting strong again in my body. My viral load was 

up and I was starting to feel unwell. I was confused. 

My doctor asked me whether I had not been taking other medicines, which 

might have caused bad interaction with my ARVs. Sometimes if you take different medicines at the same 

time, they can undermine each other’s effectiveness. This is called drug interactions. When certain 

medicines you take undermine the concentration of ARVs in your blood, this can give the virus a gap to 

multiply because there is not enough ARV medicine in the body to block this. 

Sometimes even if you do everything exactly, the virus can still become resistant to your combination of 

medicines, which means you must be changed to another one. My clinic changed me to an effective 

second-line ARV regimen. I know I must be adherent to this regimen, as there is currently no third regimen 

availible in health facilities.’ Noncedo Bulana

If your viral load begins to rise again while you are on treatment this could just be temporary and it may 
just go back to being undetectable on its own. But if your viral load continues to rise, like Noncedo, this 
may mean that you will need to change your regimen to a second-line treatment.

Sometimes a person’s combination will fail because they have not been adherent, sometimes it will fail 
for other reasons. 

The combination that you will receive for second-line treatment will need to contain different drugs from 
your first-line treatment to overcome the virus. 

We have already spoken about resistance. Most drugs from the same class or family have some cross-
resistance to each other. NNRTIs have cross-resistance to each other so it would not be 
advisable, for example, to use an Efavirenz-containing regimen after a Nevirapine-
containing one, as second-line treatment. This is different if the reason for changing 
the drug was intolerable side effects or something like that. Then one can switch 
one drug with another from the same class. 
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In South Africa we generally use Nevirapine or Efavirenz plus 3TC and d4T for first-line treatment. 
For second-line regimens, our guidelines recommend a combination with two new NRTIs (generally 
AZT and ddI) and a PI called Kaletra (which is a combination of Lopinavir/Ritonavir as explained 
earlier). 

South Africa's recommended second-line regimen is: LPV/r (Kaletra) + AZT + ddI

When you start the new combination, your CD4 and viral load will be carefully monitored. You will 
also go through treatment preparedness and education again to learn about your combination.  

Immune reconstitution syndrome (IRS)

‘I got sick with TB after starting ARV treatment. My doctor explained that 

when your immune system is very weak you could have sleeping germs, 

which might not show a disease. In my case, TB was sleeping in my body 

and took a chance to wake up as my immune system started to recover. It 

is difficult to take your ARVs and TB treatment at the same time. It is many 

pills and TB medicines also have side effects. I took all my TB medication 

and my TB got cured. We must campaign for new TB medication and better 

tests to diagnose TB. Too many people with HIV die because of undiagnosed 

or late diagnosis of TB. I am taking my ARVs well and am healthy again.' 

Roderick Clarence

We see in the stories in this handbook that many people who start ARV treatment get better. Some 
either experience minor side effects or none at all. We also see an extreme example of lactic acidosis 
that was discovered too late for anything to be done to help.

When you start ARV medication, your immune system gets a chance to recover. This is the good 
outcome expected from using ARVs. Even those who start ARVs at CD4 counts lower than 50 mostly 
do well. But in some people who start at low CD4 counts, a condition called immune reconstitution  
syndrome (IRS) can develop. 

The functions of the immune system are complicated, and we are learning more about them each 
day. The more we know, the more we can anticipate problems and be prepared for them.

We spoke earlier of how germs come into our bodies. We also said that the body shows that the 
immune system is working to fight off the infection in various ways. These symptoms can include a 
fever or temperature, swelling where the problem is, pus or discharge (for example, in the case of a 
sexually transmitted infection), swelling of the lymph nodes, or a cough. 

HIV damages our immune system over time. This means that the reactions of the 
body to disease will become distorted and the signs, which communicate that 
something is wrong, will sometimes not show. So when our immune systems are 
very weak, we might have an infection but not see the signs (symptoms). 
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Then if we start to use ARVs and our immune system wakes up and starts fighting the germs, we 
may start seeing symptoms of infections. In some people this can become very severe because 
the immune system is fighting with all its strength. Some people become ill with TB, as we saw in 
the case of Roderick. Some people find their skin rashes get itchier for a few weeks. Others get 
cryptococcal meningitis, PCP, herpes, CMV, MAC and other infections.

People in our communities can be confused by this because they think: 

‘I was told the ARVs will make me better so it must mean they do not work if I still get ill with opportunistic 

infections. If I have to be sick and go through the trouble of taking these medicines then I will rather just 

take treatment to cure the illnesses.’

IRS is not a side effect of ARVs and does not mean your ARVs are not working for you. You must 
be treated for the condition or illness you are having and be monitored properly at a hospital by a 
trained nurse or doctor. 

It is important to ensure that a thorough medical examination is done before you start ARVs to try to 
find any hidden OIs. All clinics/hospitals should have medicines to treat opportunistic infections. 

When a person starts ARVs with a very low CD4 count, some doctors will recommend that the person 
be hospitalised so that health workers can observe him/her in case problems occur. 

61



Side effects 

‘What we must know is that the drugs have side effects. We don’t deny that. 

But if you are being monitored by your doctor, things will go well. It is very 

important to notice everything that is going on in your life when you are 

taking the drugs so that you can go immediately to report it to the nurse or 

doctor. Then you and your nurse or doctor can decide what to do in order 

to stop that particular side effect. I took AZT and developed anaemia. I felt 

weak and tired all the time. My clinic helped me and I am still alive today.’ 

Matthew Damane

‘In October 2003 I had a CD4 count test. The results came back and my CD4 

count was 143, and I was not shocked because I was expecting it to be as low 

as 10. So on the 1st November 2003 I started taking 3TC, d4T and Nevirapine. 

I was really scared of taking the ARVs because of the side effects that they 

might have caused; fortunately I didn’t have any side effects. Instead the 

sores I had healed, I became healthy and now I can do everything by myself.’ 

Nowethu Ngubo

Everyone worries about side effects from any medicine and people experience side effects very differently. 
For some people they are very mild – or none at all like Nowethu told us. For others they can be very severe 
and may mean changing a drug – like Prudence, Zoliswa and Zackie who tell their stories below. But most 
people find within a few weeks of starting HIV treatment that side effects are reduced and therapy becomes 
an ordinary and manageable part of daily life. Remember:
• Most side effects are usually mild and resolve within the first few days or weeks.
• They can often be reduced with other medication that is easy to use.
• Sometimes a drug can be changed but not usually for a minor side effect.
• There is a small risk of more serious side effects, but routine monitoring from your doctor should pick 

these up. More information about these side effects is provided below.
•  Never stop taking an ARV that you think is causing a side effect. Rather discuss it with your doctor or 

nurse.

Ask your doctor, nurse or HIV pharmacist about the side effects related to the drugs that you use. Ask how 
likely they are to occur. Ask how you can recognise them and report them at your clinic or hospital. Ask how 
many people stop treatment because of them (usually very few). Even rough estimates will give you a good 
idea of what is involved.

Nausea (feeling sick), diarrhoea, dizziness and tiredness are the most common 
general side effects. These often become easier after the first few weeks. In very 
rare cases, nausea and tiredness can be very serious. This is why you should tell 
your clinic or hospital of any problems.
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Ask your doctor or pharmacist for anti-nausea and diarrhoea medications when you first start therapy  
if you need them. If these medications aren’t effective, ask your clinic for stronger or more effective 

medicines. 

More serious side effects 
Liver toxicity: Nevirapine, Efavirenz 

‘My first combination was Nevirapine and Combivir (AZT + 3TC)…Then I found out one day that 

my liver was not coping with the combination, in particular the Nevirapine. So it was stopped 

and they were doing liver tests and everything. While they were doing 

that I had to change the regimen to Kaletra and Combivir. It was quite 

difficult because I wasn’t sure what was going on and the doctors 

were trying to explain but I think I was too anxious to take it all in. 

But I was talking to a friend of mine a lot and then after I changed, 

Kaletra worked well with me and the whole combination was good.’ 

Prudence Mabele

Although liver toxicity with Nevirapine (or less commonly Efavirenz) 
does not happen to everyone who takes Nevirapine, it can be very 
serious and life-threatening if it does occur. Less than 5% people 
have to change treatment for this reason, but because nevirapine is 
included in FDCs it is very important to know about these symptoms. If 
you have a rash with Nevirapine, it is important that you have a blood 
test to check whether your liver is being affected (called liver function 
tests or LFTs). LFTs check a range of liver enzymes. The one that will 
mostly be checked at government clinics/hospitals is ALT.

If tests are not available, you can judge by symptoms, which include:
• Feeling sick (nausea) or being sick (vomiting)
• Poor appetite
• If your eyes or skin look more yellow
• Light-coloured stools or dark-coloured urine
• Tenderness or swelling in your liver – your liver is just below your ribs on the right side of your 

body.

If you have any of these symptoms, you should contact your doctor immediately. Liver toxicity usually 
occurs in the first six weeks of treatment, but can also occur later. If you also have hepatitis then 
the risk of liver toxicity is much higher, and another choice of drug, other than Nevirapine, would be 
more appropriate.

Rash: Nevirapine, Efavirenz

About 10–15% of people who use Nevirapine or Efavirenz get a low-level rash that is not serious, 
and about 5% people discontinue the drug because of this. However, 2–3% of people can be at risk 

of a much more serious rash, especially using Nevirapine.
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Nevirapine should be given at a reduced dose for the first two weeks that it is used. This can be 
difficult with fixed dose combinations. The Nevirapine dose should NEVER be increased if you still 
have a rash. If the rash covers more than 10% of your body or breaks the skin at all, or involves the 
mouth or eyes, you must see your doctor immediately. In these rare cases, Nevirapine has to be 
stopped immediately to reduce the risk of a severe reaction that can be fatal, SJS. 

Peripheral neuropathy: d4T, rarely 3TC 

‘I felt so much better, my headaches and infections had cleared up, my 

energy was flooding back, my CD4 count was rising and my viral load was 

coming down. My treatment was working. Going into my fifth month I started 

to feel a tingling sensation in my feet. At first I dismissed it, thinking I’d done 

something at the gym…

When I finally told the doctor about my symptoms my feet were so sensitive 

I could hardly walk. My friends and my doctor had warned me about taking 

d4T in my combination as I already had mild peripheral neuropathy before I started ARVs because of HIV. 

Peripheral neuropathy starts as a tingling feeling in the feet, legs and arms and can develop in two ways, 

either leading to serious pain or to a loss of feeling. It is important that we report this to our doctors if it 

happens and catch it before it becomes severe.

All that was required was for me to change a drug – from d4T to AZT. I didn’t do that quickly and instead 

nearly incapacitated myself for two, three months and only now am I starting to come out of it. I did not 

report my side effects for two reasons. Both of them were wrong. One, I did not want government or AIDS 

denialists to misuse my side effects. And, I did not want to believe that my medicines could go wrong. The 

advice I have long given to my friends and any TAC member is the minute you start a side effect, go to your 

doctor and speak about it, and yet here I was doing the most stupid thing and not following my own advice.’ 

Zackie Achmat 

Peripheral neuropathy is the term for damage to the nerves in your hands or feet. Sometimes this starts as 
a tingling (like someone is pinching your skin with pins or needles). Other people just feel numbness, but 
if it is allowed to develop it can become very painful and permanent and move up your limbs.  

The thing which confuses people about peripheral neuropathy is that HIV alone can cause it. But it 
can also be a side effect from some HIV drugs. For example, peripheral neuropathy can be a side 
effect of taking an ARV regimen which includes d4T + 3TC. It is also more likely if you start treatment 
with a very low CD4 count. 

The main drugs linked to neuropathy are ddC (which is rarely used), d4T, ddI and to a lesser extent, 
3TC. d4T is one of the drugs in the FDC Triomune, and d4T is currently recommended in first-line 
therapy in many countries.

This means that you have to be very aware of any tingling or pain in your hands or feet and report this to your 
doctor. It does not happen to everyone that takes d4T but it happens to about 20% of people that use it so 

we must be very aware of the warning signs and educate our community to recognise them. 
Because there is no cure for neuropathy yet, the best choice is to stop using d4T and change to 
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another drug if this is possible. At the clinic you will be given Amitriptyline,  which helps you feel 
less pain. 

Many people are also able to reduce the dose of just the d4T part of their combination. For 
example, Triomune (a Cipla generic combination of 3TC + d4T + NVP which should soon be 
registered in SA) comes with a dose of either 30mg or 40mg of d4T. If you can get each drug 
prescribed separately, then you may be able to reduce the dose even further to 20mg twice a 
day. But remember that lower drug dosage can lead to resistance so talk to your doctor about 
possibly changing to AZT.

Treatment with Amitriptyline, the only one available in clinics presently, and Gabapentin may ease 
the pain from neuropathy by changing how your brain understands it. There is also something 
called L-acetyl Carnitine that has been shown to lead to nerve improvement in one study. 

Neuropathy can reverse by itself when you stop the drug that is causing it, but only if you stop 
the drug before serious damage has been caused. You and your doctor should manage this side 
effect very carefully.

If there are no other treatment choices, and you are otherwise doing well, it may be better to stop 
your treatment for a period until there are new treatment choices. This can only be done after 
consulting with your doctor. 

It is best to always consult your doctor before taking any action to alter your treatment.

Lipodystrophy: d4T, AZT, Nevirapine, Efavirenz, PIs 

Lipodystrophy refers to changes in fat cells and the distribution of body fat. This can result in 
losing fat from your arms, legs and face or gaining fat around your stomach, breasts or shoulders. 
It also includes changes in blood fat and blood sugar levels. 

Different drugs may be responsible for fat gain and fat loss. Fat accumulation – to the stomach 
or breasts and/or across the shoulders – has been linked more to PIs and NNRTIs. Fat loss 
– from arms, legs, face and buttocks – has been linked mainly to d4T and to a lesser extent to 
AZT. d4T is recommended in the first-line regimen and AZT for the second-line in SA National 
Guidelines. 

We do not know what causes lipodystrophy. Symptoms can occur rarely in HIV-positive people 
who are not on treatment. Lipodystrophy usually, but not always, develops slowly over many 
months or years.

Early symptoms may reverse if you switch to different HIV drugs. Exercise and 
dietary changes can also help. Careful body measurements by a dietician, 
DEXA scan or photographs can monitor changes. Regular blood tests will 
check for other side effects. If you have any difficulties, make sure your 
doctor takes them seriously and does something about it.
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Anaemia: AZT  

‘I started ARVs in June 2001 with the first regimen, it was 3TC, AZT and 

Nevirapine. What I’ve noticed is that I experienced all the side effects, 

starting with the dizziness. The first day I was dizzy. After that diarrhoea was 

there, nausea was there and the rash also came on my face. After that it was 

anaemia, I couldn’t do anything, I felt very weak. I went back to my doctor. 

He told me that the anaemia was caused by AZT – I took the full dose of AZT 

600mg. He stopped my drugs for a while and gave me ferrous sulphate and 

folic acid to boost my haemoglobin. 

Thereafter, friends of mine who were working as health workers advised me to eat spinach, liver, red 

meat and beetroot to help boost my haemoglobin. After I had stopped the ARVs for two weeks I felt much 

better and went back to my doctor. He reduced the full dose of AZT to 500mg and kept the other doses 

the same. He only reduced the AZT, which meant that instead of taking the 3TC and AZT together, in a 

combination pill, I took the two drugs separately and continued with this regimen for a while. 

After that I was very well and I just continued with the normal regimen again – which was two pills 

in the morning and two pills in the evening, or at night. Up to now I am very, very well.’  

Matthew Damane  

 
Anaemia is a shortage of oxygen-carrying red blood cells. The main symptoms are extreme tiredness, 
and it is mostly caused by AZT’s effect on the bone marrow. Pregnant women and women after the 
age of 40 often get anaemia and treat it with iron tablets.

Lower doses of AZT may be just as effective against HIV, but this is not possible in the currently 
available fixed dose combination pills of 3TC + AZT (Combivir) – the FDCs of 3TC and AZT contain 
300mg of AZT. To reduce the dose of AZT you would need to change to taking the AZT and 3TC 
separately. Sometimes the doctor will prescribe supplements or suggest changes to your diet like 
Matthew’s doctor did.

If you are using AZT and become extremely tired or weak, you need to see your doctor. The doctor 
should perform a blood test for anaemia or decide if it is necessary to change your treatment.

Lactic acidosis: d4T, ddI, AZT 

It is important not to ignore things and changes you are not sure about when taking treatment. It is 
true that while most people do not experience many problems,  things can sometimes go wrong, 
but if you act quickly some problems can be dealt with. No one can say for sure, but  quicker action 
can save lives.

Lactic acidosis is one of the side effects that is more difficult to diagnose initially. 
If picked up early, it can be managed. If left too late, it can be very serious. The 
person will most likely have to be hospitalised and tests will be done to see 
the extent of the problem. It becomes even more possible to control it if it is 

discovered early.
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 Lactic acidosis is a term for a dangerous build up of lactate in the blood. Lactate is an acid which is a 
waste product of some body processes. The symptoms are vague and include nausea, weight loss, 
appetite loss, abdominal pain, vomiting, fatigue and muscle weakness. The risk of lactic acidosis 
is much higher when d4T is used together with ddI. These two drugs are not recommended to be 
used together in most guidelines.

If you have these symptoms, it is essential to contact your doctor. Don't wait for your clinic appointment. 
Lactic acidosis can be managed well if it is picked up in time. But if not picked up and managed 
well, it can be fatal. 

Lactic acidosis has been reported particularly among pregnant women on d4T. It is recommended 
that pregnant women be monitored closely for this as well. 

Mood changes, strange dreams, nervousness: Efavirenz 

‘The side effect that I had from taking this medication was that in my sleep 

it felt like the bed was moving, or going up and down. But that went away 

after a week.’ Nosipho Patience Myolwa

‘After six months on treatment I started having horrible dreams about snakes 

and frogs – nightmares – as well as mood swings from sad to happy to angry 

and I felt easily frightened. I knew that Efavirenz could cause vivid dreams 

and mood swings, but I was not sure whether this could happen so long after 

starting a drug. I spoke to my counsellor and she told me that Efavirenz could still cause this even after six 

months. I then decided to go to my doctor and ask him if I could stop because I could not cope any more. 

My doctor agreed and changed the Efavirenz to Nevirapine. Since then I have had no problems.'  

Zoliswa Magwentshu

Efavirenz is linked to one set of side effects 
that are different to all the other drugs. 
This is because it can affect your mood 
and feelings. You may feel disorientated or 
anxious when you start taking Efavirenz and 
you may have vivid or disturbing dreams. 
This is a side effect of this drug.

Most people get dizziness when they first 
take Efavirenz, but this reduces after the 
first few weeks, and becomes easier to 
manage. However, some people get very 
serious problems and should contact their 
doctor to switch to another drug. Efavirenz 
can make your worries or depression worse 
and you need to be aware of this if you start 
a combination that includes this drug.
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Other side effects

This booklet has focused on the more serious side effects that also occur more rarely. However, 
anything that makes you feel unwell – even if they are not considered serious – is something you 
should tell your clinic or hospital about.

‘There is also a tick sheet where you tick every day that you take your tablets. If you take your tablets, 

you just put an “x.”. The pills can have side effects so you just note on the tick sheet if you are having 

them. You just write next to the morning when you took the pill that made you sick,“I was vomiting”.  I 

have been taking ARVs for 25 months now and I feel strong and I have not had any side effects.’

Can I change treatments?

If your first combination is too difficult to follow, or if any initial side effects have not improved after 
the first few weeks or months, there may be an alternative drug or combination that you can change 
to, like we saw in some people’s stories in this handbook. If this is your first combination, you have 
more choice. You should not put up with difficult side effects for months on end. 

HIV treatment is not easy, but it is also not supposed to be like punishment. Once you start treatment, 
it is best not to take any break or interruption unless your doctor recommends this. 

Lundi’s weekend drug holiday story
Lundi was an activist for a long time and stayed in Khayelitsha. 

Despite adequate treatment education and preparation, he decided to 

take drug weekends because he believed that if it is possible to take 

weekends from TB treatment, it must be possible to do the same with 

ARVs. Lundi had heard that it was not good to take alcohol with the 

drugs. So because he wanted to be able to enjoy his weekend and 

not worry about these, he decided he would just not take the ARVs 

on weekends. After a while his health started to deteriorate, his viral 

load went up and he developed TB. Lundi has since passed away. 

The problem with ARV adherence is that if you don’t take your treatment, you do not immediately 
get ill. You will only feel the impact later, and one never knows how serious the impact of skipping 
your treatment will be. 

Sometimes people feel too much pressure to stick to their treatment. So much so that they might 
have to invent stories to take a drug holiday. Everyone wants to feel normal now and then and to 
forget about their HIV. One activist, who had been taking treatment for a long time and was a strong 
advocate and a nurse, even used the reason that she had found religion and now believed that God 

would deal with her problems. 

Find out about Treatment Interruptions (drug holidays) from your doctor. Never 
decide to do this without medical advice. 
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If you get a very good response to treatment and start to feel better, it is still important to continue 
taking every dose of treatment on time.
• Stopping treatment for any short period is therefore not recommended. Levels of HIV in your blood 

– your viral load – can increase again very quickly (from undetectable to several thousand in a 
few weeks). Each interruption of treatment also carries a risk of developing drug resistance.

• An interruption may be reasonable if you have a very strong CD4 count or have very difficult side 
effects.

• If you want to take a treatment break, it is essential you talk to your doctor first. Some drugs have 
to be stopped all together, and others need to be stopped at different times. The risks of stopping 
your treatment include:
• Viral load going up and developing OIs.
• Developing resistance and not being able to start on the same regimen if you return to treatment. 

If you have medical insurance you might be able to buy a different combination. If you use the 
government programme, your choices are more limited. 

Recreational drugs, alcohol and complementary therapy?

Some HIV drugs interact with recreational drugs, street drugs, methadone and complementary or 
traditional herbal therapies. The interactions can be complicated and involve either higher and lower 
exposure to HIV or other drugs.

It is therefore very important that your HIV doctor and pharmacist know about any other drugs or 
supplements that you use. Even if you only use them rarely. Your doctor will treat this information 
in confidence. It is better to be safe. Fear of judgment will not help. Doctors must support and give 
advice about how to stop drugs not judge you – that’s their job.

Amprenavir and Abacavir interact directly with alcohol. However, large amounts of alcohol can damage 
the liver and this can cause problems with other ARVs, because the liver processes the drugs. 

In other words, if you damage your liver by drinking too much, then you will not get the most 
benefit from ARVs. You can get sicker and even gain resistance because of the reduced ARV 
drug levels due to your damaged liver. Conversely, excessive alcohol can damage the liver such 
that the ARV drugs are not cleared as quickly as they should, which can lead to hepatotoxicity 
(poisoning of the liver). 

Liver cirrhosis is a disease of the liver often caused by chronic alcohol consumption. In patients with 
cirrhosis, dosing of ARVs can be difficult because the liver does not function properly. The doctor 
should inform these patients that continuing to drink while taking ARVs can be very dangerous. In 
addition, ARV doses should be reduced in light of the reduced liver function in patients with cirrhosis. 

Alcohol and adherence 

Another important issue is that drinking alcohol can significantly interfere 
with maintaining adherence. This is perhaps the issue of greatest 
concern regarding alcohol consumption and ARV treatment. Taking the 
medicines at the right time (or at all) becomes much more difficult when 
a person drinks alcohol. And missing an ARV dose can lead to resistance. 
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Some people taking PIs, such as Kaletra, can have an 
increased sensitivity to alcohol. This means they are more 
likely to feel ill or vomit when they drink, even small amounts. 
It is also thought that drug levels of NNRTIs (Nevirapine and 
Efavirenz for example) may be affected by alcohol.  

Moderate drinking (two or less drinks per day) is generally 
okay, but never get drunk or hungover. If you have hepatitis 
C infection, a damaged liver, a history of pancreatitis, or 
are on drugs predisposing you to pancreatitis (such as 
ddI + d4T + Hydroxyurea), it's best not to drink at all.  

It should also be remembered that alcohol consumption 
often leads to unsafe sex practices, which can put both the 
ARV user and their sexual partner at risk for (re-)infection with HIV. 

It would help if your healthcare workers know if you drink a lot of alcohol. It is better for you to seek 
help than to sit and be ashamed if you have an alcohol problem. Alcohol abuse is an epidemic of 
its own in South Africa. It creates many social problems and we have to tackle it as part of the big 
strategy to rebuild our families and communities. In the case of HIV, a person has to make extra 
effort to care for their health. Overuse of alcohol does not allow you the opportunity to do this. 
Alcoholics Anonymous can help if you have an alcohol problem (their number is at the back of the 
handbook). 

One of the things some clinics have done is start support groups for alcoholics. No one wants to 
admit that they are an alcoholic. But over-consumption of alcohol is not only bad if you take ARVs 
or have an illness, it can destroy your whole life and family. It is sad that South Africa does not have 
an anti-alcohol abuse campaign like we do anti-smoking. Alcoholic support services do not need 
specialised skills. You can start one in your branch/community. Alcoholics Anonymous can help 
you to do this. 

Some doctors recommend that people on treatment abstain from alcohol for a month prior to starting 
ARV therapy and at least three months thereafter. This allows the doctor to have a ‘baseline’ liver 
function test without alcohol and to prevent confusion between ARV side effects and the effects of 
alcohol.
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Table 1: Serious side effects from main ARV drugs 
(The symptoms in bold mean you must visit your doctor urgently)
Drug name Side effect Symptoms

d4T (Stavudine) Peripheral neuropathy Loss of feeling (numbness) OR pain in 
fingers and/or toes

Lactic acidosis Feeling sick, vomiting, no appetite, 
extreme tiredness

Lipodystrophy Loss of fat in face, arms, legs or buttocks. 
Veins become more prominent.

3TC (Lamivudine) Hair loss (rare) Hair thinning or falling out

Peripheral neuropathy (rare) Loss of feeling (numbness) OR pain in 
fingers and/or toes

AZT (Zidovudine) Anaemia Feeling tired or weak

Lipodystrophy Loss of fat in face, arms, legs or buttocks. 
Veins become more prominent

Nevirapine Liver toxicity Feeling sick, vomiting, poor appetite, yellow 
eyes or skin, light-coloured stool or dark-
coloured urine, tenderness or swelling in 
your liver

Rash Redness or mild rash on skin

Severe rash Any rash over more than 10% of body, 
any broken skin, rash in mouth, feeling 
feverish and unwell

Efavirenz Central nervous system side 
effects 

Dizziness, mood changes, feel ing 
disorientated or anxious, vivid or disturbing 
dreams, change in sleep pattern. If severe 
then urgent to see doctor

Liver toxicity Feeling sick, vomiting, poor appetite, 
yellow eyes or skin, light-coloured stool 
or dark-coloured urine, tenderness or 
swelling in your liver

Rash Redness or mild rash on skin

Severe rash Any rash over more than 10% of body, any 
broken skin, feeling feverish and unwell, 
sores in the mouth
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TB, like malaria, can be harder to treat if you also have HIV. It is very common for people to have 
more than one infection and it is important for your doctor to know about this. When you have HIV 
and another illness like TB at the same time, this is called co-infection. TB is one of the most common 
OIs in South Africa. It is the one OI most likely to make HIV progress more quickly in people. 

Different HIV drugs are recommended if you also need to take treatment for TB. 
HIV only    HIV + TB

Nevirapine +2 NRTIs   Efavirenz + 2 NRTIs
     Abacavir + 2 NRTIs 

     Saquinavir + Ritonavir + NRTIs

More issues on TB and HIV 

In South Africa, many people get diagnosed with HIV when they are sick with TB. This does not mean that 
everyone who has TB has HIV. It means that TB is more common and can be more severe in people living 
with HIV. However, TB can be cured. 

Many people develop AIDS after they caught TB. If you find you are coughing or loosing weight or have 
no appetite, or feel tired all the time or are sweating too much, maybe you have TB. Go to the clinic for TB 
test. If you tell clinic staff you live with HIV, they will treat your TB as an emergency.

If anyone you share a home with has TB, please check you don't have any of the signs of TB too. 
Go to the clinic to ask the staff to check whether you would benefit from isoniazid prophylaxis for 
six months, which for some people will prevent getting TB.

The standard way to diagnose TB is to identify it from the patient’s sputum (a cough sample) with 
a microscope. In people living with HIV, TB sometimes occurs in places other than the lungs (called 
extrapulmonary TB). This means that the TB might not be in the sputum and that X-rays will not pick up 
that the person has TB. 

In this case other tests must be done, like sending the sputum to the laboratory to do a TB culture. At the 
lab they put the sputum in a little flat dish and add a liquid that the TB likes to grow in. If the TB grows, the 
clinic can tell that you have TB. This test is very accurate but takes a long time. If a person also has HIV, it 
becomes more urgent that the TB be treated quickly. Sometimes a doctor will treat you ‘presumptively’ for 
TB because if TB is left untreated for too long it will kill a person. This means that doctors will rather give 
you treatment as if you have TB than wait until it is too late. 
 

In addition, without ARV treatment people living with HIV are more likely to get TB 
more than once, even if it was cured the first time. Often, the treatment for TB has 
to be more complicated the second time because of concerns that the TB germ 
might have become resistant to the first combination of drugs. Resistance also 

develops with medicines for diseases other than HIV. 

TB and HIV: Is ARV treatment the same 
for people with TB? 

TB bacteria
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Resistance doesn’t only happen with HIV drugs. There is a general problem with resistance to many 
antibiotics which are more commonly used in the world.  With high numbers of people living with 
HIV, the problem of Multi-Drug Resistant TB (MDR-TB) is growing. Wider access to ARVs will reduce 
the frequency of TB and it is also believed that it will lessen the problem of MDR-TB. By providing 
ARVs, we can begin to lessen the frequency of illnesses such as TB in people living with HIV.

There is still a lot of stigma against people who have TB in our communities. The fact that it is now 
common in SA for people living with HIV to develop TB has led some people to think that if you 
have TB you also have HIV. We have to make sure that people with TB symptoms, such as coughs, 
sweats and weight loss, are able to get to a clinic to test for TB. Also, if a member in your family has 
TB, clinics advise that other family members should consider testing for TB as well. They will also 
advise HIV tests so that if one member has HIV they can give them INH to prevent TB from making 
them ill.

More work is needed to deal with the TB epidemic in the world. TB is especially a problem in developing 
countries. So there has been very little effort going into producing better tests to diagnose TB, as 
well as manufacturing better and more effective medicines.

The small writing shows the doctor saying: ‘The TB 

drugs I’m prescribing were invented before I was born. 

And we have to rely on a TB test that was developed 

120 years ago.’ 

It is true that the medicines and tests we have are old. 

But it is not a reason to panic. It is a message which 

shows that we need new TB tests and new TB medicines. 

We must find ways to make that happen. 

This does not mean the TB treatment you get at the 

clinic is not effective. The medicines we have work to 

cure TB. But, they can be improved to have less side 

effects, work quicker, and so on. We say the same about 

HIV medicines. They help but they must be continually 

improved to have less side effects and be easier to take. 

This can be done.

Our government is doing a very good thing by supporting TB research locally and internationally 
and by giving funding to the MRC to investigate new ways to diagnose and medicines to treat TB. 
More developing countries need to invest in this kind of research. More developed countries must 
give money as well because this is not a problem just for developing countries.

Pharmaceutical companies must research and develop new TB medicines and not be happy just 
making money from the old drugs.
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But even with the TB medications we have, we can do better to promote adherence. This requires 

an honest examination of the weaknesses of the DOTS strategy and promoting better TB treatment 

literacy. We can use the lessons we are learning in dealing with HIV and its treatment to improve 

TB services. 

DOTS

The WHO launched Directly Observed Treatment, Short course (DOTS) in 1994 to treat TB.  People on 

DOTS are observed every weekday for six months. This strategy has been very effective in rich countries 

with low prevalence rates.

The DOTS strategy though is very inconvenient for patients – especially if they have to go to the clinic 

every day – and puts an enormous burden on healthcare workers and healthcare systems.

Many people co-infected with HIV who take ARVs don’t understand why their TB treatment must be 

supervised in this way. Different patient-centred models have been used for HIV treatment – such as in 

the MSF clinic in Khaylitsha where people choose their own treatment supporter. HIV-positive people 

and their advocates and communities are encouraged to learn about their treatment (as we are now 

reading this handbook). People are more likely to take their ARVs properly than their TB treatment and 

HIV treatment is lifelong.

The illness and the medicines to treat both TB and HIV need to be explained better to people. This 
knowledge will help people understand the importance of taking all their treatment correctly. Since 
some people who have TB and get to be hospitalised in SANTA hospitals we have to ask government 
to investigate a way to integrate TB and HIV services and ensure that TB hospitals can provide ARVs 
and be accredited.
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Sexual health, family planning and HIV 

‘I use condoms even though I now take ARV treatment. I also use a 

contraceptive injection. I do not want surprises with an unplanned pregnancy. 

Having HIV does not take away my right to have a child. But I need time to 

look after my own health first. When I think seriously about having a baby, 

I will discuss safer options with my doctor. Every adult or sexually active 

young person who comes to a health centre, STI/TB or HIV clinic should 

be given a month’s supply of condoms, offered an HIV test and counselled 

about healthy sexuality. We have to make using condoms normal like eating. 

Some people think that if they insist on using condoms their partner will think they do not trust them. 

Using condoms means we care about our health and that of the ones we love. I know many women who 

fear introducing the use of condoms because their husband or boyfriend will beat them or ignore them. 

Also, many of my friends who are married thank that they are safe and do not need to use condoms. As a 

sexually active adult I think that the ABC message gives false security to people who consider themselves 

faithful, in stable relationships with one partner, or who are married. We see how HIV now increases with 

the age group 20–39. Many of us think we are safe and that it’s just the youth who are vulnerable.’  

Nombasa Krune

Condoms

By using condoms, you can greatly reduce problems including: 
• The spread of most sexually transmitted infections and hepatitis B
• HIV transmission to an HIV-negative partner
• Infection with the virus causing Kaposi’s Sarcoma
• Re-infection with different forms of HIV if you already live with HIV.
• Unwanted pregnancy (it is better to use additional contraceptives even if using a condom).

Fortunately, our government distributes condoms for free in clinics. 

While condoms cannot be forced onto people, a culture of condom use needs to be built in SA. If 
we talk about getting prevention and treatment right, it must be normal that every adult and sexually 
active young person who comes to any health centre (STI, TB, Family planning clinic, HIV clinic, etc) 
is routinely given a box of condoms to take home, not five or six – a box of 100 or more, also for the 
family and enough to use for a month. 

Many people, especially women, still struggle to ask their partners to use condoms. They fear that 
their partners will think they do not trust them or have slept with someone else if they insist on using 
condoms. It is a problem that the use of condoms has become equated with unfaithfulness and is 
not seen as part of a healthy sexual practice. These cultural barriers must be addressed . 

People are overwhelmed with messages which tell them ‘do not do this’, ‘do that’. We 
can see how all this is not reducing the numbers of new infections or strengthening 
consciousness of those who already live with HIV to use condoms to protect themselves 
and their partners. 
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It is true that preventing HIV infection requires more than making condoms available. There are many 
social problems we have to change to bring down rates of infection. But much wider access to both 
female and male condoms will be good. There are efforts to develop other means to prevent the 
spread of HIV, including something called microbicides.

Microbicides

The WHO defines microbicdes as: Compounds that can be applied inside the vagina or rectum to protect 

against sexually transmitted infections (STIs) including HIV. They can be formulated as gels, creams, 

films, or suppositories Currently an effective microbicide is not available but they are the subject of 

much research. 

Our prevention efforts are more likely to succeed if we give balanced information and promote healthy 
sexuality and respect of self, as well as others. Ensuring that people know the risks and feel free to 
speak about their sexual lives is something we can control. We cannot control people’s abstinence 
and faithfulness, no matter how many times we preach it. 

Latex allergies/latex intolerance

Some people get a rash or can be allergic to latex, 
the material from which condoms are generally 
made. Latex intolerance or latex allergy can present 
in different forms, depending what is causing it. Some 
people are born with the allergy, so it is a genetic 
allergy. Some get irritated by sweat and sometimes 
when there are minor cuts on the penis or vagina some 
people can get irritated by the latex.

Latex intolerance is more reported among health 
workers than from use of condoms. But it does 
occur and is probably very under-reported. Ask your 
doctor about latex allergies. Latex-free-condoms are 
available from certain shops. You can ask at your 
pharmacy.  

Other things to consider around planning a pregnancy

Ideally every pregnancy should be planned. On an individual level, we must consider our long-term 
health and our ability to be a healthy parent. It must be remembered that planning a pregnancy is not 
only the responsibility of a woman; neither is raising the child. Too often this belief becomes reality. A 
society which respects women’s equal freedoms will fight to change this and will condemn men who 
abandon their responsibilities. South Africa is not yet this kind of society. Families also put a lot of 
pressure on women to bear children.

For women using Efavirenz, another form of contraception like birth control pills or injections should 
be used as this drug has been shown to cause problems in the developing foetus in pregnant women. 
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If you do want to get pregnant and are taking Efavirenz as part of your ARV regimen, it is strongly 
recommended you change to Nevirapine.

For serodiscordant (one negative, one positive) couples, it is important to talk to your doctor if you 
wish to have a child. It is unwise to recommend that such couples have unsafe sex, as there is always 
a risk of the negative partner becoming infected. There are less risky options.

When the man is positive and the woman negative there is a process called sperm washing – this is the 
safest way for an HIV-negative woman to become pregnant from an HIV-positive man. Unfortunately, 
it is not yet widely available in South Africa. Ask your doctor about this, and hopefully in the future 
there will be access to this process.

When a woman is positive and the man is negative the options are easier. Do-it-yourself artificial 
insemination or ‘self-insemination’ using a plastic syringe carries no risk to the man. Your clinic can 
give you detailed instructions of how to do this.

Pregnancy and treatment 

Women with HIV can be effectively treated with ARVs during 
pregnancy with very little risk to the baby. TAC believes that 
HIV-positive pregnant women should receive CD4 tests and 
be treated for their own HIV. We have campaigned for PMTCT 
because people have a right to reproductive choice and to 
ARVs to reduce the chance of infection in our children. 

In every country where ARVs are used, women face the choice 
of becoming pregnant and having children. Appropriate HIV 
treatment for the mother is important and will reduce the risk 
of her baby becoming HIV positive to almost zero. Different 
guidelines and approaches are used for pregnancy in different 
countries. What is yet to be done better is ensuring that men’s 
health also gets improved and that reproductive health service 
are not only about women, but about partners and families. 

For example, in some countries women will be offered a single 
dose of Nevirapine just before they give birth and a tiny dose 
will be given to the new baby. This can reduce the chance of the baby being HIV positive. But there 
are concerns that a single-dose Nevirapine can lead to 50% of mothers becoming resistant to 
Nevirapine. 

South African guidelines and strategies are still based on the single-dose Nevirapine for women 
in early stage HIV and HAART for women in Stage 4 or with less than 200 CD4, 
but we expect that the guidelines will change very soon. There are various 
treatment options for HIV-positive pregnant women. 
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Option 1:  The pregnant woman is given:
• AZT in the late stages of pregnancy (from 34 weeks gestation) and during the labour 

itself.
• NPV single-dose during labour 
• or NPV to the baby

Option 2: The pregnant woman is given a single dose of Nevirapine during labour only and the 
newborn is also given a single dose of Nevirapine immediately after birth.

Option 3:  The pregnant woman is given a combination of three drugs from the third month until she 
delivers. 

Using additional drugs during the last weeks of pregnancy has been found to be much better for 
both the mother and her baby, but it is taking time for these policies to change. The ideal would 
be if all HIV-positive women were able to use a triple combination for at least the last weeks of the 
pregnancy. This protects the mother from resistance and reduces the risk of the baby being HIV 
positive to virtually zero.

Meanwhile, it is important to note that single-dose Nevirapine is still recommended and used in 
places where better options are not yet in place. Activists and health professionals have urged the 
Department of Health to finalise changes and release new National PMTCT Guidelines. The current 
arguments about Nevirapine are misleading and creating unnecessary fear. The question of resistance 
of Nevirapine has been raised only for PMTCT. There are no questions about Nevirapine used in 
combination as lifelong treatment. Ultimately, the best option is a combination of three drugs.
    
The long-term negative effects of this will include people feeling insecure with their treatment and 
creating bad adherence among those using Nevirapine for long-term treatment. 
  

Children: How do children use HIV treatment?

The principles for treating children with HIV are very similar to those for treating adults. However, 
there are some important differences.

The immune system and drug absorption can be different in babies, toddlers, infants, children, 
adolescents and adults and dosing is more complicated. This is why specialist HIV care is 
recommended at all ages. 

For this reason, there are separate treatment guidelines for treating 
children. In South Africa the children’s guidelines are a separate 
section of our National Guidelines.
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Access to new drugs

What else do I need to know?

Ongoing research means that ideas about how to use anti-HIV drugs are changing. The treatment 
your doctor will use today is likely to be different from a year ago or a year from now.

Access to new and alternative drugs is also changing and will continue to change in the next few 
years.

At present, South Africans do not have access to all the drugs that are available in other parts of 
the world. But the MCC is working hard to make sure that new and more drugs, including generics 
and fixed dosed combinations, are registered and available in our country. 

We have described the drugs that are currently available through the government treatment plan 
and those that are available to people through private programmes.

Currently we need:
• More generic formulations of existing drugs – cheaper for government.
• More fixed dose combinations – easier to take? Less pill burden.
• Useful newer drugs like Tenofovir and Atazanavir to be made available in South Africa – when 

current ones don’t work and people need better and more options.
• Fairer prices from originator companies (as well as generic companies).
• Long-term planning for government-driven and funded research to build government capacity to 

control public health and limit power of drug companies.

Treatment literacy isn’t just knowing there are newer drugs available. It also has to do with 
understanding how the drugs work, why they sometimes stop working, and increasing our knowledge 
about resistance. It also means getting involved in the fight for cheaper drugs and government to 
make sure drug companies are fair.

Ask questions about anything you don’t understand. Science is finding new information about how 
best to use drugs to treat HIV everyday. 
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Preparing communities and healthcare systems for treatment 

A nurse’s story – Sr Mbatha
‘I have been a nurse for 21 years. I consider myself very experienced. 

I’ve worked in government clinics and hospitals most of my life. I have 

also worked in the private sector. When this young woman wearing an 

HIV-positive T-shirt first came to introduce herself at our clinic I thought, 

here we go again, another TAC person. I told her “Listen, if you’ve come 

to march again, just do your march and get it over and done with and 

leave us to do our job. I am sick and tired of you people marching and 

complaining. We have problems here too you know." 

Some of us try to do our best. We never get thanked, just told how bad we are. No one ever bothers to 

say, well, things might not be great all the time, but we can see you are trying. No one ever bothers to 

say, when last did you go on leave? I have not taken leave for a year. As a sister in charge I can’t go on 

leave when we are just three people in the clinic that caters for hundreds of people. 

But this girl Nomalizo, she was very patient. She explained the HIV lifecycle to me. She asked me about 

CD4 counts, whether we have Bactrim for prophylaxis. She explained how ARVs work. I felt angry at first 

because I thought, how can she know so much, what she says can’t be accurate she’s just a lay person, 

I am the nurse. She watched me getting angry and just continued her explanation. Then she said, well, 

if you feel there’s a way we can help, this is my number. I didn’t call her for three weeks. But every day 

when I opened the clinic and people came streaming, every time we tested a person with HIV, I thought 

imagine if this person could hear that information that girl gave me. It could help so much. 

It was when I tested a girl of 15 years who it seemed had already started getting sick that I decided, I 

have to swallow my pride. She was a young woman but all I could see was a child. I am a mother you 

know. So when I see a young girl with problems I think of my girls. I thought, I couldn’t send this child 

home without knowing someone will sit her down and explain things to her which can give her hope. So 

I called this woman. Then she comes wearing her positive T-shirt and I think I want to kill her. How can 

she wear this T-shirt when there’s so much stigma if she expects people to speak to her. But she came, 

she spoke to Nozipho and they both left the clinic together. A few weeks later Nozipho came back and 

asked me for Cotrimoxazole. Then I said, what you are talking about. She said I want Cotrimoxazole 

and I want to know which stage I am in and I want a CD4 count. She didn’t even wink when she said 

this and I thought, how cheeky! But she was a completely different person from the weeping girl who 

fainted when I told her she had HIV. We had Cotrimoxazole but had just run out of B-Co so I sent her with 

a letter to Mzamomhle clinic and she got vitamins and started her Cotrimoxazole. I used to hate these 

people with their HIV-positive T-shirts. Now I cannot imagine our life at the clinic without them. They have 

brought the community to us. Now the community helps us. They trained our clinic committee. They 

have established a support group at the clinic and have given treatment literacy training to all of them. 

They still make me angry because we order condoms and they take them all. Then they come back and 

say: “Sister Mbatha, when are more condoms coming, the community needs them?” At first I thought, 

they must be selling them to someone, we used to order a box of condoms and it can stay here for three 

weeks, now it doesn’t even last a day. 

I know what people say about this TAC and how they think it is fighting government. But here in NU2 

clinic we have a different experience.’ 
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It is time to take risks and do things we did not think to do before 

For a long time, healthcare workers have not had adequate tools to provide good HIV services. Even 
something as simple as counselling and testing can be hard when a clinic is short-staffed. Even if 
people come to test, sometimes they cannot receive this service. The Comprehensive Treatment 
Plan provides a new opportunity. But it will not happen if communities do not work with healthcare 
workers to drive it. 
 
A lot of work goes into preparing a clinic or hospital to provide ARV treatment. Many clinics and 
hospitals do not have enough health staff to do all the work. Communities must be prepared and 
set up support structures for people living with HIV and those on treatment.

In most provinces the allocated ARV sites are up and running. However, the number of 
people in need of ARVs is bigger than is currently supplied for and the designated sites 
are out of reach for the majority of people. Deputy Minister Nozizwe Madlela explained 
her visit in Ugu district in KwaZulu-Natal as follows: ‘These are real difficulties. But it 
is also real that people are dying and more lives will be lost if we do not find creative 
solutions to these obstacles to rolling out treatment.’

The Comprehensive Plan estimated that in 2003 more than 500 000 people needed ARV treatment. It 
will take time before we reach this target. But we have to do the best we can to roll out treatment. 

Many people say, ‘HIV has made our country a state of emergency, like back in the 70s.’ Now we 
must deal with it as an emergency. 

To provide ARV treatment effectively, a lot of preparation is needed. We can see from Sr Mbatha’s 
interview that many health centres have a shortage of healthcare staff. In addition, the systems 
to distribute medicines need to be made better. Health staff needs to be retrained. HIV is by now 
a common disease in the world and in SA. But HIV/AIDS treatment is new for many people in our 
country, including many health workers. 

HIV organisations, support groups, health workers and civil organisations should work together to 
prepare their own area and community for ARVs. There are many things we can do. Below are some 
of the things activists are trying out in different parts of the country.

Form a community treatment working group

A group made up of community members and health workers who are serious about getting HIV and 
treatment services to your clinic can get together to discuss and plan how to do this. It should be a 
small and powerful committee that can organise community mobilisation and influence 
management decisions. This will require an openness from healthcare workers to 
realise that they can do more if they get rid of the mentality which says that they are 
the experts and communities should just accept their decisions and policies.
 
This does not mean that activists have to be unreasonable, demanding or 
disrespectful. Healthcare workers are our partners. Yes, we are equal in 
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partnership because we bring knowledge, skills, and networks which healthcare workers do not 
have. 

Motivate health service managers and nurses

Without the co-operation of health service managers and nurses no ARV site will be possible. However 
most health managers will not automatically feel inclined to plan an ARV programme. They have 
completed their training and gained their experience in a time before the HIV epidemic reached its 
present level. 

They feel comfortable to supervise TB or immunisation 
programmes but do not want to start and manage a completely 
new programme for which they have no experience. In most 
cases, they simply do not have the staff capacity to be able to 
do this effectively. We must support our clinics and hospitals to 
get more staff. Like all of us, they also have many doubts and 
are aware of the complications of providing ARV treatment. 

These health service managers will not be motivated if we allow 
them to carry on routine services without challenging them 
about the absence of specific HIV services. Health activists 
must support them to start these services, so they do not 
develop a negative attitude. 

A good way is to invite ARV users from other areas where ARVs are provided to speak at public 
meetings so that the health managers get to hear about the benefits of ARVs first hand.
 
It might also be a good idea to link your clinic nurses to other nurses in places which already have 
some experience of providing ARVs – like forming a support group for nurses. This way they can 
learn from others who have done it before and can get ongoing support. 

Health managers also need to be pointed towards other relevant people from whom they feel they 
can take leadership and advice. 

Training nurses and managers

Nurses are often perceived to be rude and unwilling to change. This is often because they are 
overworked. But sometimes it is also because they feel insecure, as they do not know enough about 
HIV treatments. 

This can be overcome by something like a community treatment implementation working group that 
organises training workshops for nurses. These workshops could take many forms; they could be 
short inputs during routine in-service training sessions, one-day workshops, or even workshops for 
a full week. See what training arrangements can be made through official provincial structures or 
what non-governmental organisations (NGOs) or experts can be invited to do the training.
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Getting enough staff for health facilities

The biggest obstacle to ARV roll-out is a shortage of staff experienced at all healthcare facilities. This 
problem will not be overcome overnight. It needs continued motivation at all levels of administration 
and by political leaders. 

A concerted campaign to improve the living and working conditions of health workers will not only 
ensure more staff in the future, but will also help to keep the present staff motivated. 

Efforts should also be made to empower community members to be trained to fill mid-level health 
worker positions. These are crucial jobs like pharmacy assistants or adherence counsellors. If all 
clinics could have more auxiliary staff, nurses could spend more quality time with patients doing 
medical work.

Create an HIV follow-up service – a wellness clinic

At many health centres people living with HIV are only treated if they have a problem. For example, if you are 
pregnant and get onto the PMTCT program there is no proper medical follow-up for you. If you get hospitalised 
to treat your pneumonia, you might be asked to return for one follow-up visit but there is no lifelong care 
programme. In some places this follow-up service exists and it is called a wellness clinic.

The best follow-up can be done at community-based clinics. In the beginning it helps to arrange for 
all people who come for HIV follow-up to come on the same day of the week. This way people living 
with HIV can naturally learn from each other and support each other in the waiting area.

Specific HIV education can be done on that day or a support group meeting can be scheduled for the 
same day. After some time the ambulance service will also get used to the idea, that every Wednesday 
– or whichever day – they have to be prepared to take some patients to hospital/clinic. 

As the clinic grows, more days will have to be allocated. These services should be well integrated 
with the TB programme.

The chronic follow-up of people with HIV will ensure that nurses start keeping records of recurrent 
visits of patients. This can lead to the development of a system where clinics keep folders for medical 
records of each patient for provinces where this does not exist yet. 
 
This might also make it clearer to nurses that they need to stock the clinic well with appropriate 
medicines for the management of OIs (such as Cotrimoxazole, Acyclovir, Amitriptyline, Betametasone 
and Fluconazole).

Motivate for CD4 tests to be done at your clinic

Next you should motivate for blood specimens to be collected at your clinic for 
CD4 tests. Almost all clinics can send blood and sputum specimens to hospital 
laboratories. From there they can easily be sent to central laboratories that 
perform CD4 tests. It is a matter of making use of courier services between 
laboratories that already exist. It should be possible for your health service 
managers to negotiate this with National Health Laboratory Services (NHLS).
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Once you do CD4 tests it will become very clear to service users and nurses who needs  ARVs. How 
else do you carry on treating a person with a CD4 count below 200?

Build a strong support group at the clinic 

We need to prepare our clinics well. But 
at the same time, we must prepare the 
service users and community. The best 
way to build a support group is through 
treatment literacy. People appreciate 
learning more about their own health 
needs and ways of treating OIs. When it 
comes to ARVs, the enthusiasm will be 
high because people want to learn about 
things which give hope.

Issues of openness about HIV and disclosure 
to family must also be discussed. This will 
help with getting support for ARVs once they 
arrive.

Support groups should play an important role in monitoring the services at the clinics and act as a 
lobbying group if services are lacking. Support groups cannot just be about discussing our problems; 
they must also take action. 

Support group members should also be trained to go out into the broader community to create 
awareness about HIV, safer sex, VCT, and the treatment options for people already living with HIV. This 
way the community begins to see people living with HIV not as the enemy it must fight, stigmatise 
and exclude, but as a resource it can use to get advice and support to help save lives. When we 
speak of prevention, when people living with HIV stand up and say ‘I got HIV this way’, and when 
we urge people to make sure they have a constant supply of condoms in their homes and to use 
them, people are more likely to listen. 

Organise public events

Big public events are good opportunities for 
mobilising the community and for motivating staff. 
They can also be used to invite people from the 
provincial Department of Health where you can make 
them aware of efforts you are doing to prepare the 
clinics for ARVs. These events can be at clinics to 
promote VCT or PMTCT.  They can also be regular 
events like World AIDS Day, but should not happen 
just once a year. 

These events might also be used as a platform to raise specific needs for your community and raise 
other issues, like problems of social grants, rape, and so on. That way the events become relevant to 
the whole community and you don’t  just have people living with HIV and their families attending. 
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In the beginning, when you ask health officials questions about the availability of services, they will 
be unsure how to work with you, like Sr Mbatha, who did not trust Nomalizo when she first came to 
her clinic. However, if you persist they will notice your seriousness and will often agree to form good 
partnerships which can benefit the whole community. 

We can make this work for all of us if we co-operate and speak honestly about challenges.  Health 
workers must feel comfortable to tell communities that they cannot deliver a quality service when 
there are only two nurses catering for a community of 5 000 people. 

But we must also make sure that even if the services are inadequate, they are delivered in ways 
which respect the dignity and human rights of both the health workers and users of the health 
service. And if they are not, the communities will work to stop human rights abuses, even when it 
is by healthcare workers. 

Phambili NgeAlliance ka Nurse noMhlali Phambili!
Build treatment literacy in your community!

Treat the people – ARVs for 200 000 by 2006!
Campaign for more nurses for your clinic!

Forward to a Human Resource Plan for a People’s Health Service!
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Key words you will find in this handbook  

Some text is reprinted from http://gmhc.org and http://aidsinfo.nih.gov/.

3TC: see Lamivudine

Abacavir (Ziagen, ABC): a nucleoside analog or NRTI made by GlaxoSmithKline. Abacavir is one 
of the three component drugs in Trizivzir. Life-threatening allergic reaction can occur in 3 – 5% of 
people who are starting Abacavir.

Acquired Immunodeficiency Syndrome (AIDS): the late stage of the illness triggered by 
infection with human immunodeficiency virus (HIV). According to the official definition published by 
the Centers for Disease Control (CDC), a person receives an AIDS diagnosis when he or she has 
a CD4 cell count of less than 200 and/or certain opportunistic conditions common with advanced 
immune deficiency.

Activist: a person who advocates or engages in actions to support a political or social goal.

Acyclovir (Zovirax): an antiviral drug used in the treatment of herpes simplex virus 1 (fever blisters, 
cold sores), herpes simplex virus 2 (genital herpes) and herpes zoster (shingles). Acyclovir comes 
in the form of capsules or pills, ointment or injection. Acyclovir causes few side effects, occasionally 
nausea, vomiting or headaches.

Adherence: the degree to which a patient sticks to a schedule for taking medicines. Non-adherence 
may lead to drug resistance. A synonym for compliance.

Amitriptyline (Elavil): a tricyclic antidepressant that is also sometimes used to treat pain.

Antibiotic: an agent that kills or inhibits the growth of micro-organisms, especially a compound 
similar to those produced by certain fungi for destroying bacteria. An antibiotic is used to combat 
bacterial infection.

Antibodies: a disease-fighting protein created by the immune system, also known as immunoglobulin. 
Antibodies coat, mark for immune destruction or render harmless foreign matter such as bacteria, 
viruses or dangerous toxins. Antibodies also tag virus-infected cells, making them vulnerable to 
attack by the immune system. Each antibody attaches itself to a single specific chemical sequence 
(epitope) in an antigen.

Antigen: a foreign substance, usually a protein that stimulates an immune response. An antigen 
may have several sub-units called epitopes that are targets of specific antibodies or cytotoxic T 
lymphocytes.

Antiretroviral (ARV): a substance that stops or suppresses the activity of a retrovirus, such as HIV. 
Nucleoside analogs and protease inhibitors are examples of antiretroviral drugs. 
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Antiretroviral therapy (ART): is the term used for the treatment which slows down the reproduction 
of HIV in the body. The drugs which form the treatment are often referred as: antiretrovirals, ARVs, 
anti-HIV drugs and HIV antiviral drugs.

Atanazavir (Reyataz): an HIV protease inhibitor made by Bristol-Myers Squibb.

AZT: see Zidovudine.

Betamethasone: drug used to treat skin rashes and oral ulcers associated with HIV. Can be either 
in topical or syrup form. Sold under the following names Alphatrex, Diprolene, Maxivate.

Candidiasis: an infection due to Candida yeast. The symptoms of oral candidiasis (thrush) and 
vaginal candidiasis (formerly called monilia) include pain, itching, redness and white patches in their 
respective sites. Some common treatments are Clotrimazole, Nystatin and Miconazole.

CD4 receptor: one of the protein structures on the surface of a human cell that allows HIV to attach, 
enter, and thus infect the cell. CD4 molecules are present on CD4 cells (helper T-lymphocytes), 
macrophages and dendritic cells, among others. Normally, CD4 acts as an accessory molecule, 
forming part of larger structures (such as the T cell receptor) through which T cells and other cells 
signal each other. In particular, it participates in the interaction between CD4 cells and the major 
histocompatability complex class II molecules on antigen-presenting cells. 

CD4 cell: a type of T-lymphocyte involved in protecting against viral, fungal and protozoal infections. 
The CD4 cell modulates the immune response to an infection through a complex series of interactions 
with antigen-presenting cells (macrophages, dendritic cells and B cells) and those lymphocytes that 
directly attack foreign antigens (B cells, again, and CD8 cells). CD4 cells are the primary target of 
HIV, and it is mainly the destruction of CD4 cells that leads to the progression of HIV disease. CD4 
cells are also called helper T-cells. 

CD4 cell count: the most commonly used surrogate marker for assessing the state of the immune 
system. Also called T4 cell count. As CD4 cell count declines, the risk of developing opportunistic 
conditions increases. Normal CD4 cell counts are greater than 800 per cubic millimeter of blood. 
According to the CDC, a CD4 cell count below 200 is diagnostic of AIDS. 

Central nervous system (CNS): the brain, spinal cord and the protective membranes (meninges) 
surrounding them.

Cervical dysplasia: changes in the lining cells of the cervix that may progress to cancer if not 
treated in time. It is caused by human papillomavirus (HPV). Cervical dysplasia is detected through 
a pap smear.

Clinical trial: a study done to test an experimental drug or procedure in human beings to see 
whether it is safe and effective, as well as to determine its proper dose.

Co-infected: the simultaneous infection of two different pathogens in the same host. A common 
example in South Africa is TB and HIV co-infection.
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Combination therapy: using at least two drugs simultaneously to more effectively combat a 
disease.

Comprehensive Treatment Plan: approved on 19 November 2003, government plan which 
provides comprehensive care and treatment for people living with HIV and AIDS (including access 
to ARVs).

Contraceptive: a drug, device, or chemical that prevents a women from becoming pregnant.

Contraindication: a condition or circumstance that prevents prescribing a certain treatment to an 
individual patient.

Co-trimoxazole (Septra and Bactrim): antibacterial agent comprises of two drugs (Trimethoprim/
Sulfamethoxazole) often given to HIV-positive patients to prevent and treat opportunistic infections 
such as PCP and toxoplasmosis.

Cryptococcal meningitis: an opportunistic condition caused by the fungus Cryptococcus 
neoformans and involving the membranes surrounding the brain and spinal cord. Symptoms may 
include severe headache, confusion, sensitivity to light, blurred vision, fever and speech difficulties. 
Left untreated, the disease can lead to coma and death. Standard treatments are Amphotericin B 
(as induction therapy) and Fluconazole (as maintenance therapy).

Cryptococcosis:  a fungus that is usually harmless, but can cause meningitis in people with AIDS. 
It is found in pigeon droppings.

Cryptosporidiosis: a diarrhoeal disease caused by the protozoa Cryptosporidium which grows in 
the intestines. Symptoms include abdominal cramps and severe chronic diarrhoea. It is considered 
an AIDS-defining opportunistic infection in persons with HIV infection. Cryptosporidiosis usually 
occurs late in the course of HIV disease as immunological deterioration progresses.

Cytomegalovirus (CMV): a herpes virus infection that causes serious illness in people with AIDS. 
CMV can develop in any part of the body but most often appears in the retina of the eye, the nervous 
system, the colon or the esophagus. 

D4T: see Stavudine.

Deoxyribonucleic Acid (DNA): a double-stranded molecule that makes up the chromosomes 
in the center of a cell and that carries genetic information in the form of genes. The genetic code 
utilised by DNA resides in the varying sequences of the four nucleotide bases: adenine, guanine, 
thymine and cytosine.

Didanosine (ddI, Videx): a nucleoside analog from Bristol-Myers Squibb that inhibits infection of 
new cells by HIV. Side effects can include nerve damage in the hands and feet (peripheral neuropathy) 
and damage to the pancreas (pancreatitis). Using ddI in combination with other drugs (including 
alcohol and dideoxycytidine [ddC]) can increase the risk of side effects. ddI must be taken on an 
empty stomach.
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Directly Observed Treatment Short Course (DOTS): is a strategy launched by WHO to treat TB. 
It involves the patient being observed every weekday for six months while taking their treatment. 
Although proved successful in rich countries with low levels of prevalence, some are critical of the 
strategy, as its structure is viewed as a burden on the healthcare system.

Dose: the measured quantity of a drug to be taken that is effective, safe, and repeatable.

Dual-Energy X-Ray Absorbtiometry (DEXA): a type of body scan that creates a computer-
generated image of the body. It is used to assess bone status and fat distribution.

Efavirenz (Sustiva, Stocrin): a non-nucleoside reverse transcriptase inhibitor (NNRTI) from Bristol-
Myers Squibb. Common side effects include dizziness, insomnia, drowsiness, trouble concentrating, 
unusual dreams, rash, diarrhoea and vomiting.

Emtricitabine (FTC): an experimental nucleoside analog from Gilead Sciences.

Enzyme-Linked Immunosorbent Assay (ELISA):  a type of enzyme immunoassay (EIA) to 
determine the presence of antibodies to HIV in the blood or oral fluids. Repeatedly reactive (i.e., 
two or more) ELISA test results should be validated with an independent supplemental test of high 
specificity, such as the Western Blot test.

Epidemic: a disease that spreads rapidly through a demographic segment of the human population, 
such as everyone in a given geographic area; a military base, or similar population unit; or everyone 
of a certain age or sex, such as the children or women of a region. Epidemic diseases can be spread 
from person to person or from a contaminated source such as food or water.

Extrapulmonary TB: form of tuberculosis infection not in the lungs that is more common among 
HIV positive individuals.

First-line, second-line: refers to type of drug regimen. First-line regimens are often the most 
effective and safest. A patient uses the second-line regimen only if they have gained resistance to 
the 1st line or if side effects are too severe to continue using the primary regimen.

Fixed dose combination (FDC): is when two or more drugs are combined together in one pill, 
capsule or tablet. FDCs reduce the number of pills or tablets to be taken. Also the person taking the 
pills cannot leave out one of their drugs by not taking some of the pills. This improves the ability of 
people to take the drugs correctly (known as adherence) and it limits the emergence of resistance.

Fluconazole (Diflucan): an antifungal drug that is FDA-approved for treating and preventing 
candidiasis in the vagina, mouth, esophagus and other parts of the body. It is also approved for 
treating cryptococcal meningitis and in this case is usually administered following two weeks of 
amphotericin B. Possible side effects include liver injury, anaphylaxis and skin peeling.

Follicular dendritic cell: a virus-trapping dendritic cell found in lymph node follicles. 
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Fosamprenavir: a protease inhibitor being developed by GlaxoSmithKline. Fosamprenavir is a 
prodrug of Amprenavir.

FTC: see Emtricitabine.

Generic: a version of a drug not manufactured by its patent-owner. Generics are much cheaper 
than brand-name drugs and are usually as safe and effective, thus they are quite commoon in 
developing countries.

Guidelines: resources published by a global (WHO), national (South African Department of Health), 
or provincial body (Western Cape Department of Health) that provide a suggested standard operating 
procedure for healthcare workers in the treatment and management of illness and disease.

Hepatitis: inflammation of the liver caused by microbes or chemicals. Often accompanied by 
jaundice, enlarged liver, fever, fatigue and nausea and high levels of liver enzymes in the blood. 

Hepatitis A infection: a self-limiting virus-induced liver disease caused by hepatitis A virus (HAV). 
Hepatitis A is acquired through ingesting fecally-contaminated water or food or engaging in sexual 
practices involving anal contact. Injection drug users who share unclean needles also are at risk. 

Hepatitis B infection: a virus-induced liver disease that usually lasts no more than six months, 
but becomes chronic and life-threatening in 10% of cases. Caused by the hepatitis B virus (HBV). 
The highly contagious hepatitis B virus can be transmitted through sexual contact, contaminated 
syringes and blood transfusions. 

Hepatitis C infection: a virus-induced liver disease caused by hepatitis C virus (HCV). It is more 
likely than hepatitis B to become chronic and lead to liver degeneration (cirrhosis).

Highly Active Antiretroviral Therapy (HAART): is a term which is used to describe a combination 
of three or more anti-HIV drugs. Taking two or more antiretrovirals at the same time vastly reduces 
the rate at which resistance develops.
 
Human Immunodeficiency Virus (HIV): a retrovirus that causes AIDS. HIV can be transmitted 
sexually, by blood-to-blood contact, and perinatally (from mother to child).

Immunisation: the process of protecting an individual against communicable diseases by injecting 
weakened or killed infectious organisms or parts of their structure into the body to cause the immune 
system to produce antibodies and activate T cells against the organism without causing the full-
blown disease.

Immune Booster:  a supplement which increases the activity of the immune system to help it 
defend against foreign invaders. For example, Vitamin C, echinacea, and garlic have all shown 
natural immune-boosting properties.

Immune reconstitution: the natural or therapy-induced revival of immune function in a body 
damaged by HIV infection, particularly after initiation of HAART.
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Immune system: the body’s complicated natural defence against disruption caused by invading 
microbes and cancers. There are two aspects of the immune system’s response to disease: innate 
and acquired. The innate part of the response is mobilised very quickly in response to infection 
and does not depend on recognising specific proteins or antigens foreign to an individual’s normal 
tissue. It includes complement, macrophages, dendritic cells and granulocytes. The acquired, or 
learned, immune response arises when dendritic cells and macrophages present pieces of antigen 
to lymphocytes, which are genetically programmed to recognise very specific amino acid sequences 
(epitopes) that correspond to a particular microbe. The ultimate result is the creation of cloned 
populations of antibody-producing B cells and T cells primed to respond to a unique pathogen. 

Indinavir (Crixivan): a protease inhibitor from Merck. Indinavir must be taken every eight hours 
on an empty or mostly empty stomach; fat interferes with its absorption. Small kidney stones 
(nephrolithiasis) are a possible side effect, and patients are advised to drink a lot of liquid per day 
to minimise the risk of developing stones. Other side effects include nausea, elevated bilirubin levels, 
stomach pain, headache and diarrhea. There are significant drug-drug interactions when Indinavir 
is combined with other common HIV treatments.

Kaposi’s Sarcoma (KS): an AIDS-defining illness consisting of individual cancerous lesions caused 
by an overgrowth of blood vessels. KS typically appears as pink or purple painless spots or nodules 
on the surface of the skin or oral cavity. KS also can occur internally, especially in the intestines, 
lymph nodes and lungs, and in this form is life-threatening. KS is most likely triggered by a species 
of herpes virus similar to epstein-barr virus. KS is usually resolved by HAART. 

Lactic acidosis: a rare but deadly metabolic disorder. Symptoms can include weight loss, fatigue, 
malaise, nausea, vomiting, abdominal pain, shortness of breath and low serum bicarbonate levels. 
Nucleoside analogs have been associated with mitochondrial toxicity, which can lead to lactic 
acidosis.

Lamivudine (3TC, Epivir): a nucleoside analog from GlaxoSmithKline with anti-HIV and anti-hepatitis 
B activity. Most common side effects are nausea, headache, fatigue, diarrhoea and anaemia.

Lipodystrophy: a disturbance of fat metabolism that involves the absence of fat and/or the abnormal 
distribution of fat in the body. Currently, ‘lipodystrophy’ is not clearly defined and the term is used 
to refer to a variety of syndromes, including wasting in the face and extremities, an accumulation 
of abdominal fat and breast enlargement. The cause is unknown, but it could be a result of HIV 
infection and/or antiretroviral therapy.

Lopinavir (Kaletra, LPV): a protease inhibitor made by Abbott Laboratories. Kaletra (LPV/r) is a combination 
of Lopinavir and a low dose of Ritonavir, a drug that improves blood levels of lopinavir.

Lymphoma: is an AIDS defining illness, a cancer of the lymphoid tissue, largely a solid tumour with 
cells arising from proliferating lymphocytes. Symptoms may include lymph node swelling, weight 
loss and fever. Some examples of lymphomas are Burkitt’s lymphoma, Hodgkin’s disease and non-
Hodgkin’s lymphoma. Treatment involves radiation therapy (radiotherapy), chemotherapy or both, 
along with HAART.
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Medicines Control Council (MCC):  South African government agency established in 1965 to 
oversee the regulation of medicines by ensuring that all medicines sold and used in the country are 
safe, effective and adhere to acceptable standards of quality.

Medical Research Council (MRC): is a statutory research body established in 1969 by an Act of 
Parliament. The MRC’s task is to improve the health and quality of life of the population of South 
Africa through excellent scientific research. Health, development, economic growth and the well-
being of the nation are closely linked, and research is the cornerstone of health care.

Mother-to-child transmission (MTCT):  the transmission of HIV during pregnancy, labour or 
breast feeding.

Nelfinavir (Viracept): a protease inhibitor from Agouron / Pfizer, FDA-approved for adults and 
children over two years old. Nelfinavir should be taken two or three times a day with a meal or 
light snack. Its most common side effect is diarrhoea. Nelfinavir can reduce blood levels of oral 
contraceptives and increase blood levels of other protease inhibitors.

Neuropathy: the name given to a group of disorders involving nerves. Symptoms range from 
a tingling sensation or numbness in the toes and fingers to paralysis. It is estimated that 35% of 
persons with HIV disease have some form of neuropathy.

Nevirapine (Viramune): Boehringer Ingelheim’s NNRTI. Nevirapine is FDA-approved for treatment 
of HIV-infected adults in combination with nucleoside analogs. Possible side effects include severe 
rash, fever and liver impairment. Nevirapine interacts with many other drugs.

Non-Nucleoside Reverse Transcriptase Inhibitor (NNRTI): a member of a class of compounds, 
including Delavirdine, Nevirapine and Efavirenz, that acts to directly combine with and block the action 
of HIV’s reverse transcriptase enzyme. In contrast, nucleoside analogs block reverse transcriptase 
by capping the unfinished DNA chain that the enzyme is constructing.

Nucleoside Analogue (Nucleoside Analogue Reverse Transcriptase Inhibitor, NRTI): a type of 
antiviral drug, such as AZT (Zidovudine), ddI (didanosine), ddC (dideoxycytidine) or d4T (Stavudine), 
whose structure constitutes a defective version of a natural nucleoside. Nucleoside analogs may take 
the place of the natural nucleosides, blocking the completion of a viral DNA chain during infection 
of a new cell by HIV. The HIV enzyme reverse transcriptase is more likely to incorporate nucleoside 
analogs into the DNA it is constructing than is the DNA polymerase that cells normally use for DNA 
construction.

Opportunistic infection (OI): an infection or cancer that occurs especially or exclusively in persons 
with weak immune systems due to AIDS, cancer or immunosuppressive drugs such as corticosteroids 
or chemotherapy. Kaposi’s sarcoma (KS), pneumocystis carinii pneumonia (PCP), toxoplasmosis 
and cytomegalovirus are all examples of opportunistic conditions. 

Peripheral neuropathy: nerve damage characterised by sensory loss, pain, muscle weakness 
and wasting of muscle in the hands or legs and feet. It may start with burning or tingling sensations 
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or numbness in the toes and fingers. In severe cases, paralysis may result. Peripheral neuropathy 
may arise from an HIV-related condition or be the side effect of certain drugs, in particular some of 
the nucleoside analogs and chemotherapy.

Pharmaceutical companies: a company that specialises in producing drugs that improve and/or 
augment human health.

Pharmacist: a licensed and professionally trained individual who dispenses medical drugs.

Pneumocystis carinii pneumonia (PCP): a lung infection thought to be caused by Pneumocystis 
carinii but recently discovered to actually be caused by Pneumocystis jiroveci (which is a fungus). 
P. jiroveci grows rapidly in the lungs of people with AIDS. P. jiroveci infection sometimes may occur 
elsewhere in the body (skin, eye, spleen, liver or heart).

Prophylaxis: treatment to prevent the onset of a particular disease (primary prophylaxis) or recurrence 
of symptoms in an existing infection that has been brought under control (secondary prophylaxis 
or maintenance therapy).

Protease: an enzyme that breaks apart proteins. HIV’s protease enzyme splits long strands of viral 
protein into the separate proteins constituting the viral core and the viral enzymes it contains. HIV 
protease acts at the stage when new virus particles are budding off a cell membrane. 

Protease Inhibitor (PI): a drug that binds to and blocks HIV protease from working, thus preventing 
the production of new functional viral particles. 

Regimen: a prescribed drug treatment plan, specifying which drugs are to be used, in what doses 
and on what schedule.

Resistance: reduction in a pathogen’s sensitivity to a particular drug. Resistance is thought to result 
mainly from genetic mutation. In HIV, such mutations can change the structure of viral enzymes and 
proteins so that an ARV cannot bind with them as effectively. Resistance detected by searching a 
pathogen’s genetic makeup for mutations thought to confer lower susceptibility is called genotypic 
resistance. Resistance found by successfully growing laboratory cultures of the pathogen in the 
presence of a drug is called phenotypic resistance. High-level resistance reduces a drug’s virus-
suppressing activity hundreds of times. Low-level resistance represents only a few-fold reduction 
in drug effectiveness. Depending on the toxicity of the drug, low-level resistance may be overcome 
by using higher doses of the drug in question.

Reverse transcriptase (RT): a viral enzyme that constructs DNA from an RNA template, which is 
an essential step in the life cycle of a retrovirus such as HIV. The RNA-based genes of HIV and other 
retroviruses must be converted to DNA if they are to integrate into the cellular genome.

Ribonucleic acid (RNA): a single-stranded molecule composed of nucleotide sequences. It is 
similar in basic structure to half of the double-stranded DNA. In cells, RNA transmits the code from 
the DNA-based genes and instructs the cells’ chemical machinery to produce structural proteins 
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and enzymes. The RNA segments in the cells represent copies of portions of the DNA sequences 
in the nucleus. In retroviruses, RNA is the sole repository of the viral genes.

Rifampicin: one of the most effective 1st line anti-TB drugs. However, it is known to have a serious 
interaction with NNRTIs and PIs by affecting the liver enzyme which metabolises these ARVs.

Ritonavir (Norvir): a protease inhibitor from Abbott more commonly used to inhibit liver enzyme 
metabolism of other protease inhibitors. It is FDA-approved for adults and children over two years 
old. There are at least 25 drugs that should not be taken with Ritonavir and many more that will 
require changes in dosing. Side effects include nausea, vomiting and diarrhea. Ritonavir interacts 
with many other medications.

Saquinavir (Invirase, Fortovase): a protease inhibitor from Hoffman-La Roche. It is FDA-approved 
for HIV infection in combination with nucleoside analogs. Invirase, the first formulation of Saquinavir, 
had low anti-HIV activity in the body because it was poorly absorbed in the intestines and rapidly 
metabolised by the liver. Combining Saquinavir with Ritonavir raises its blood levels by ten-fold, 
sufficient for antiviral therapy. A later formulation of Saquinavir (Fortovase), packaged in a soft gel 
capsule, increased intestinal absorption four times. The recommended dose of Fortovase is twice 
the recommended dose of the Invirase, leading to an eight-fold increase in blood levels. Side effects 
include nausea, diarrhoea and abdominal pain.

Sexually transmitted infection (STI): any infection which can be spread via sexual contact.  
Examples include syphillis, gonorrhea, and herpes.

Side effect: any reaction that results from a drug or therapy. The term usually refers to a negative 
event, such as nausea, blood disorders or neuropathy. Experimental drugs must be evaluated for both 
short- and long-term side effects. Also called adverse effect, adverse event or adverse reaction.

Sperm washing: process which greatly reduces the chances of HIV-positive men infecting their 
partners when trying to have a child. The HIV is removed from the seminal fluid during a centrifugation 
process and then the ‘clean’ sperm are used to inseminate the partner so neither she nor the child 
will be infected with HIV.

Sputum analysis: a method of detecting certain infections (especially TB) using a sample of sputum, 
the mucus matter that collects in the respiratory and upper digestive passages and is expelled by 
coughing. A sputum smear is cultured in the laboratory to increase the population of any bacteria 
it contains.

Stavudine (d4T, Zerit): an anti-HIV nucleoside analog from Bristol-Myers Squibb. Its most common 
side effect is peripheral neuropathy.

Stevens-Johnson Syndrome: a serious, sometimes fatal inflammatory disease characterised by fever, 
severe rash and blisters on the skin and open sores on the mucous membranes. The syndrome may 
be triggered by a severe allergic reaction to certain drugs (e.g., Trimethoprim/Sulfamethoxazole and 
Nevirapine).
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Symptom: any perceptible, subjective change in the body or its functions that indicates disease or 
phases of disease, as reported by the patient.

T Cell (T Lymphocyte): any lymphocyte that matures in the thymus. These include CD4 and CD8 
cells.

Tenofovir (PMPA, Viread): an approved nucleotide analog from Gilead Sciences. This ARV will 
hopefully be in South Africa soon.

Thrush: an oral fungal infection. Also called oral candidiasis.

Toxoplasmosis (‘toxo'): a life-threatening opportunistic condition caused by the protozoa Toxoplasma 
gondii. Toxoplasmosis can affect a number of organs, but it most commonly causes encephalitis (brain 
inflammation) with characteristic focal lesions. It is contracted by eating contaminated undercooked 
meat. There is a very small risk of contracting toxoplasmosis from contact with toxo-containing cat 
feces. Symptoms include headache, confusion, fever, dementia and paralysis. Standard treatment 

is a combination of Pyri-Methamine and Sulfadiazine or Cotrimoxazole in patients with CD4 counts 

below 100.

Traditional medicine: non-western approach to health care that incorporates plant, animal and/or 

mineral-based medicines, spiritual therapies, manual techniques and exercises to maintain well-

being, as well as to treat, diagnose or prevent illness.

Treatment Action Campaign (TAC): was launched on 10 December 1998, International Human 
Rights Day. Its main objective is to campaign for greater access to HIV treatment for all South 
Africans, by raising public awareness and understanding about issues surrounding the availability, 

affordability and use of HIV treatments. 

Treatment literacy: understanding the major issues related to an illness or disease – such as the 

science, treatment, side-effects, and guidelines – so that the patient can be more responsible for 

their own care and will demand their rights when proper care is not available to them.

Treatment preparedness: prior to going on treatment, the patient makes sure they are 

knowledgeable of the treatment they are to undergo, including dosing schedule, side-effects, and 

mechanism of action.  In adition, the patient alters any behaviour which is known to decrease the 

likelihood of treatment success (i.e. reducing alcohol consumption prior to taking ARVs so as to 

maintain adherence).

Tuberculosis (TB): a disease caused by the bacterium Mycobacterium tuberculosis. TB primarily 
infects the lungs, but it may attack almost any tissue or organ of the body. TB generally has a long 
latency period, and only about 10% of infected people with normal immunity ever experience active 
TB. For people with immune deficiencies, active TB is much more common. TB is transmitted in 
close quarters when a person with active TB coughs the microbe into the air.
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Viral load: the amount of HIV RNA per unit of blood plasma. An indicator of virus concentration and 

reproduction rate, HIV viral load is employed as a measure of the success of antiretroviral therapy. It 

may be measured by polymerase chain reaction, branched DNA assays and nucleic acid sequence 

based amplification and is expressed in number of copies of or equivalents to the HIV RNA genome 

per milliliter of plasma. (Note that there are two RNA copies per HIV virion.)

Virus: a non-cellular pathogen composed essentially of genetic material (DNA or RNA) surrounded 

by a protein envelope. Viruses can reproduce only within living cells into which they inject their genetic 

material. The viral genes then subvert an infected cell’s normal chemical processes to create new 

virus particles, usually killing the cell in the process.

Voluntary counselling and testing (VCT): the process followed when a person wants to know if 

they are infected with HIV. A pre-test counselling session allows questions regarding HIV/AIDS and 

the test to be answered. The test is given after a consent form is signed and the results are given 

in a counselling session regardless of the person’s HIV status.

World Health Organization (WHO): United Nations specialised agency for health whose objective 

is ‘the attainment by all peoples of the highest possible level of health’. Responsible for establishing 

global guidelines for treatment and prevention of major health issues.

Zidovudine (AZT, ZDV, Retrovir): a nucleoside analog from GlaxoSmithKline. AZT is also approved 

for preventing maternal-fetal HIV transmission. Possible side effects include bone marrow suppression 

leading to anemia, leukopenia or neutropenia, nausea, muscle weakness and headaches.
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Key Annexures

Table of all registered ARV drugs in SA

 DESCRIPTION STRENGTH NAPPI CODE COMPANY QUANTITY

3TC 150 150mg 821632 GSK 60

3TC SYRUP 10mg/ml 821640 GSK 240 ml

ASPEN – LAMIVUDINE 150mg 703716 ASPEN 60

CIPLA – LAMIVUDINE 150mg 701282003 CIPLA 60

LAMIVIR ORAL SOLUTION 50mg/5ml 704041001 CIPLA 100ml

ASPEN – LAMIVUDINE syrup 10mg/ml 703715 ASPEN 240ml

LAMIVIR ORAL SOLUTION 50mg/5ml 704041002 CIPLA 240ml

COMBIVIR Tablets 875821 GSK 60

ASPEN LAMZID 703627 ASPEN 60

CIPLA – LAMIVUDINE 150mg 701282003 CIPLA 60

CRIXIVAN CAPSULES  400mg 824445 MSD 120

CRIXIVAN CAPSULES 400mg 824445 MSD 180

FORTO-VASE CAPSULES 200mg 857181 ROCHE 180

INVIRASE CAPSULES 200mg 825697 ROCHE 270

KALETRA CAPSULES 700922 ABBOTT 180

KALETRA SYRUP 700924 ABBOTT 300ml

NORVIR CAPSULES 100mg 836095 ABBOTT 84

NORVIR SYRUP 80mg/ml 838527 ABBOTT 90ml

CIPLA ZIDOVUDINE 100mg 704037001 CIPLA 100

RETROVIR CAPSULES 100mg 784265 GSK 100

RETROVIR CAPSULES 250mg 837350 GSK 60

RETROVIR  CAPSULES 300mg 885317 GSK 60

ZIDOVIR 300mg 704038001 CIPLA 60

RETROVIR INFUSION 10mg/ml 825018 GSK 5 x 20ml

RETROVIR SYRUP 10mg/ml 794236 GSK 200 ml

ASPEN ZIDOVUDINE 300mg 703712 ASPEN 60

ZIDOVIR ORAL SOLUTION 50mg/5ml 704039001 CIPLA 100ml

ZIDOVIR ORAL SOLUTION 50mg/5ml 704039002 CIPLA 200ml

ASPEN ZIDOVUDINE 10mg/ml 703713 ASPEN 240ml

STOCRIN CAPSULES 50mg 893536 MSD 30

STOCRIN CAPSULES 200mg 862371 MSD 90

STOCRIN TABLETS 600mg 703318 MSD 30
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VIRAMUNE TABLETS 200mg 840645 B Ingelheim 60

VIRAMUNE SYRUP 10mg/ml 861855 B Ingelheim 240 ml

ASPEN NEVIRAPINE 200mg 703718 ASPEN 60

ASPEN NEVIRAPINE SYRUP 10mg/ml 704731001 ASPEN 240ml

NEVIMUNE TABS 200mg    704036001 CIPLA 60

NEVIMUNE ORAL 
SUSPENSION

50mg/5ml 704040001 CIPLA
240ml

CIPLA NEVIMUNE SYRUP 10mg/ml 704036 CIPLA 240ml

VIRA-CEPT TABLETS 250mg 857203 Roche 270

VIRA-CEPT POWDER 50mg/G 857211 Roche 144

VIDEX TABLETS 25mg 793221 BMS 60

VIDEX TABLETS 50mg 852961 BMS 60

VIDEX TABLETS 100mg 793213 BMS 60

VIDEX TABLETS 150mg 793205 BMS 60

VIDEX POWDER 847518 BMS 1

VIDEX EC 250mg 704783001 BMS 30

VIDEX EC 400mg 704785001 BMS 30

ASPEN DIDANOSINE 25mg 703330 ASPEN 60

ASPEN DIDANOSINE 50mg 703332 ASPEN 60

ASPEN DIDANOSINE 100mg 703333 ASPEN 60

ASPEN DIDANOSINE 150mg 703392 ASPEN 60

ZERIT CAPSULES 20mg 837458 BMS 56

ZERIT CAPSULES 30mg 841323 BMS 56

ZERIT CAPSULES 40mg 837407 BMS 56

ZERIT SOLUTION 1mg/ml 846074 BMS 200ml

ASPEN STAVUDINE 20mg 701172 ASPEN 60

ASPEN STAVUDINE 30mg 701174 ASPEN 60

ASPEN STAVUDINE 40mg 701175 ASPEN 60

STAVIR (STAVUDINE) 30mg 701342 CIPLA 60

STAVIR (STAVUDINE) 40mg 701344 CIPLA 60

ZIAGEN TABLETS    300mg 898531 GSK 60

ZIAGEN SYRUP 20mg/ml 898538 GSK 240ml

TRIZIVIR 703537001 GSK 60
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List of sites per province

Number Province Distrct Town/City Physical Facility Service Contact Tel/Cell Fax

1 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth Tyinira Street Motherwell Nu 4 Motherwell 
Assessment & 
Treatment

Sr Mkonto 041 469 1155 041 367 2494

2 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth
Zwide c/o Str George 
Grey & Johnson Road

Zwide
Assessment & 
Treatment

Dr Hoosain 041 464 1732

3 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth
Matanzima Road 
Kwanobuhle

Lelicia Bam 
Assessment & 
Treatment

Mr Ntuli 041 988 2222

4 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth New Brighton Avenue New Brighton Avenue 
Assessment & 
Treatment

Dr Hoosain
041 454 1100/083 
4635394

5 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth Walmer 14th Avenue Walmer
Assessment & 
Treatment

Mr Ntuli 041 367 1128

6 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth Chatty 1 Dullsear St Chatty
Assessment & 
Treatment

Dr Hoosain 041 461 2112

7 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth
 200 Arcadia Street 
Rosedale

Rosedale Clinic 
Assessment & 
Treatment

Dr Hoosain 041 988 2222

8 Eastern Cape
Nelson Mandela 
Metropole

Port Elizabeth
 Nkanjeni Lane Green 
Bushes

Masakhane
Assessment & 
Treatment

Dr Hoosain
041 466 7114/083 
246 5865

9 Eastern Cape Amatole East London Duncan Village Duncan Village
Assessment & 
Treatment

Dr Jafta or 
Mrs.Gede

043 709 2426/083 
950 9341 043 709 
2324/082 528 
7141

043 709 2354

10 Eastern Cape Amatole East London Nu 13 Clinic Nu 13 Clinic
Assessment & 
Treatment

Dr Jafta or 
Mrs.Gede

043 709 2426/083 
950 9341 043 709 
2324/082 528 

043 709 2354

11 Eastern Cape Amatole East London Nu 8 Clinic Nu 8 Clinic
Assessment & 
Treatment

Dr Jafta or 
Mrs.Gede

043 709 2426/083 
950 9341 043 709 
2324/082 528 

043 709 2354

12 Eastern Cape Amatole East London Nu 2 Clinic Nu 2 Clinic
Assessment & 
Treatment

Dr Jafta or 
Mrs.Gede

043 709 2426/083 
950 9341 043 709 
2324/082 528 

043 709 2354

13 Eastern Cape O.R. Tambo Umtata Ngagelizwe Ngagelizwe
Assessment & 
Treatment

Mrs Soga 047 501 4046

14 Eastern Cape O.R. Tambo Umtata Mqanduli clinic Mqanduli clinic
Assessment & 
Treatment

Ms Matebese 072 315 2143
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15 Eastern Cape O.R. Tambo Umtata Baziya clinic Baziya clinic
Assessment & 
Treatment

Mrs Qina 083 246 8565

16 Eastern Cape O.R. Tambo Umtata Mbekweni Health Centre
Mbekweni Health 
Centre

Assessment & 
Treatment

Sr Mfono
047 53800 33/
0010

17 Eastern Cape O.R. Tambo Umtata
next to hospital opp 
Community Hall

Gateway Primary 
clinic

Assessment & 
Treatment

Sr Dem 047 532 3842

18 Eastern Cape O.R. Tambo Umtata
N2 road from Umtata 
to DBN before Tsolo 
Junction

Mhlakulo clinic
Assessment & 
Treatment

Mrs Sotopo
047 5459 631/082 
421 7422

19 Eastern Cape O.R. Tambo Umtata
3km to Tsolo from Tsolo 
junction next to Post 
Office

Tsolo Primary clinic
Assessment & 
Treatment

Mrs Sotopo
047 5459 631/082 
421 7422

20 Eastern Cape O.R. Tambo Umtata
N2 Road to Qumbu turn 
off to the right just before 
one enters

Qumbu Health Centre
Assessment & 
Treatment

Mrs Sotopo
047 5459 631/082 
421 7422

21 Eastern Cape O.R. Tambo Lusikisiki
Lusikisiki next to R61 
Road

Gateway
Assessment & 
Treatment

Mrs Dweba 039 253 1151

22 Eastern Cape O.R. Tambo Lusikisiki
Next to Town Hall 
Lusikisiki R61

Village
Assessment & 
Treatment

Mrs Bandeze 082 512 0877

23 Eastern Cape O.R. Tambo Lusikisiki
Goso Forest AA 
Lusikisiki

Goso Forest
Assessment & 
Treatment

Mr Mayeza 083 672 1286

24 Eastern Cape O.R. Tambo Lusikisiki Magwa AA Lusikisiki Magwa
Assessment & 
Treatment

Mrs Mazinyo 082 751 7403

25 Eastern Cape O.R. Tambo Lusikisiki
Mahlangeni AA next to 
Msikala Road

Mahlangeni
Assessment & 
Treatment

Mrs Nodunyela 073 367 8308

26 Eastern Cape O.R. Tambo Lusikisiki
Qaukeni Tshonga AA 
next to Qaukeni St Place

Qaukeni 
Assessment & 
Treatment

Mr Nodunyela 039 253 8980

27 Eastern Cape O.R. Tambo Lusikisiki Tshonga AA Mpoza
Assessment & 
Treatment

Ms William 039 253 3832

28 Eastern Cape O.R. Tambo Lusikisiki Mhlumba AA Lusikisiki Bodweni
Assessment & 
Treatment

Ms Charlie 073 229 7815

29 Eastern Cape O.R. Tambo Lusikisiki
Mantlaweni AA next to 
Mt Hope Store

Mantlaleni
Assessment & 
Treatment

30 Eastern Cape O.R. Tambo Lusikisiki Good Hope Good Hope
Assessment & 
Treatment
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31 Eastern Cape O.R. Tambo Lusikisiki Xurana AA next to R61 Xurana
Assessment & 
Treatment

32 Eastern Cape O.R. Tambo Lusikisiki Zalu AA Lusikisiki Palmerton
Assessment & 
Treatment

33 Eastern Cape Cacadu Grahamstown Pal 1 Clinic Pal 1 Clinic
Assessment & 
Treatment

Mrs K Fabricius 046 622 2215 046 622 5366

34 Eastern Cape Cacadu Grahamstown Pal 2 Clinic Pal 2 Clinic
Assessment & 
Treatment

Mrs K Fabricius 046 622 2215 046 622 5366

35 Eastern Cape Cacadu Grahamstown Day Hospital Day Hospital
Assessment & 
Treatment

Mrs K Fabricius 046 622 2215 046 622 5366

36 Eastern Cape Cacadu Grahamstown Joza Clinic Joza Clinic
Assessment & 
Treatment

Mrs K Fabricius 046 622 2215 046 622 5366

37 Eastern Cape Cacadu Grahamstown Rhode clinic Rhode clinic
Assessment & 
Treatment

Mrs K Fabricius 046 622 2215 046 622 5366

38 Eastern Cape Chris Hani
Queenstown and 
Whittlesea

Zone 1 Ezibeleni 
Location 

Nomzamo Clinic
Assessment & 
Treatment

Mrs Leteubo 047 873 1974 047 873 1974

39 Eastern Cape Chris Hani
Queenstown and 
Whittlesea

Hewu Hospital 
Whittlesea

Hewu Clinic
Assessment & 
Treatment

N Gomba 040 841 0134 41 841 0134

40 Eastern Cape Chris Hani
Queenstown and 
Whittlesea

Main street next to P/
station ilinge township

Linge Clinic
Assessment & 
Treatment

Sr Daninzi

41 Eastern Cape Chris Hani
Queenstown and 
Whittlesea

Top street Mlungisi 
Extension 5319

Philani Clinic
Assessment & 
Treatment

Sr Goso

42 Eastern Cape Chris Hani
Queenstown and 
Whittlesea

648 Stand Street 
Whittlesea

SADA Clinic
Assessment & 
Treatment

Sr A Paul 047 872 9053

43 Eastern Cape Ukhahlamba Steerkspruit Empilisweni Empilisweni Gateway
Assessment & 
Treatment

N Mgalana 047 872 9053

44 Eastern Cape Ukhahlamba Steerkspruit Ekuncedweni Ekuncedweni Clinic
Assessment & 
Treatment

082 683 8174

45 Eastern Cape Ukhahlamba Steerkspruit Herschell Herschell Clinic
Assessment & 
Treatment

E P Methola

46 Eastern Cape Ukhahlamba Steerkspruit Palmerfontein Palmerfontein Clinic
Assessment & 
Treatment

082 365 8490

47 Eastern Cape Ukhahlamba Steerkspruit Phelandaba Phelandaba Clinic
Assessment & 
Treatment

K R Ndalana 083 371 2908

101



48 Eastern Cape Alfred Nzo Umzimkulu
Mzimkulu local Municipal 
next to Jozana High 
School

Mvoti Clinic
Assessment & 
Treatment

D D Mbele 082 933 9319

49 Eastern Cape Alfred Nzo Umzimkulu
Ntshengana AA 
Mzimkulu town

Mvukazi Clinic
Assessment & 
Treatment

Mrs Diko 072 695 7933

50 Eastern Cape Alfred Nzo Umzimkulu
on clivedale on the way 
to Ntabankulu

St Margaret Gateway Mrs Nodada

51 Eastern Cape Alfred Nzo Umzimkulu
More than 60km from 
Mzimkulu

Riverside Clinic Mr Mdlophane 073 314 3699

52 Eastern Cape Alfred Nzo Umzimkulu Umzimkulu Town Gowali Clinic
Assessment & 
Treatment

Mtyu 082 933 9319

53 Free State Motheo District Bloemfontein Roth Lane Bloemfontein National  Hospital 
Assessment & 
Treatment

Me N Magagula, 
Mr Konzani

051 447 2194 051 447 6477

54 Free State Motheo District Bloemfontein
Fort Hare Road Batho 
Location

Batho Clinic
Assessment 
Site

Sr M Abrams 051 432 1180

55 Free State Motheo District Bloemfontein
Dr Belcher Road 
Heidedal

Heidedal Clinic
Assessment 
Site

Mr A Masimong 051 432 5122 051 432 8131

57 Free State Motheo District Bloemfontein Singonzo Street MUCPP
MUCPP Com Health 
cen

Assessment 
Site

Sr Ntsielo 051 434 1309 051 435 5649

58 Free State Lejweleputswa Welkom Mthusi Road Welkom Bongani Reg Hospital
Assessment & 
Treatment

Me Manzana 057 352 1453 057 916 8295

59 Free State Lejweleputswa Welkom Arrat Road Welkom Welkom Clinic
Assessment 
Site

Sr Rafutho 057 391 3276 057 352 4585

60 Free State Lejweleputswa Welkom
82 70 Mokoena Street 
Thabong Welkom

Matjhabeng Clinic
Assessment 
Site

Sr Motswenyane
057 355 1026/
6321

057 352 4585

61 Free State Lejweleputswa Henneman
1224 Molefe Str 
Phomolong Hennenman

Phomolong Clinic
Assessment 
Site

Sr Molapo 057 574 5251 057 573 2058

62 Free State
Thabo 
Mofutsanyana

Phuthaditjaba
Motebang Street 
Phuthaditjhaba Qwa 
Qwa

Mofumahadi Manapo 
Mopeli Hospital

Assessment & 
Treatment

Mr Maphakisa 058 713 2997 058 718 3332

63 Free State
Thabo 
Mofutsanyana

Namahadi 
Village

Namahadi Village Qwa 
Qwa

Namahadi Clinic
Assessment 
Site

Sr Motaung 058 789 1112

64 Free State
Thabo 
Mofutsanyana

Tseki Village Tseki Village Qwa Qwa Tseki Clinic
Assessment 
Site

Sr Msibi 058 713 2434

65 Free State
Thabo 
Mofutsanyana

Harrismith
710 Tshiame Str 
Harrismith

Tshiame Clinic
Assessment 
Site

Sr Somtjalo 058 635 3273 058 623 2823
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66 Free State Xhariep District Jagersfontein
Old Itumeleng 
Jagersfontein

Itumeleng Community 
Health Centre

Assessment Sr Leseme 051 724 0226 051 724 0226

67 Free State Xhariep District Koffiefontein Ethembeni Koffiefontein Ethembeni Clinic Assessment Sr Magagane 053 205 0977 053 205 1124

68 Free State Xhariep District Petrusburg 7 Oos Street Petrusburg
Bophelong Com 
Health Centre

Assessment & 
Treatment

Sr Maselane 053 574 0341 053 574 0401

69 Free State Xhariep District Edenburg
2047 Chaba Str 
Edenburg

Nelson Mandela 
Clinic

Assessment 
Site

Mr Mohlomi 051 743 1376 051 743 1218

70 Free State
Northern Free 
State

Sasolburg
8 Langenhoven Street 
Sasolburg

Metsimaholo Hospital
Assessment & 
Treatment

M J Tshivhiahuvhi 016 970 9459 016 973 1274

71 Free State
Northern Free 
State

Sasolburg
Zamdela Street 
Sasolburg

Zamdela Community 
Health Centre

Assessment 
Site

Sr Bioyosi 016 974 1065 016 974 1117

72 Free State
Northern Free 
State

Oranjeville
930 Bonamelo Street 
Metsimaholo

Metsimaholo Clinic
Assessment 
Site

Sr Matabatho 016 351 1637 016 351 1794

73 Free State
Northern Free 
State

Deneysville Deneysville Refengkgotso Clinic
Assessment 
Site

Sr Phori 016 371 1318 016 371 1036

74 Gauteng Region A Soweto
Old Potchefstrom Rd 
Johannesburg

Baragwanath CHBH
Assessment & 
Treatment

Mrs Mothupi 011 933 9383 011 938 8161

75 Gauteng Region A Johannesburg Cnr Jubilee Parktown
Johannesburg 
Hospital

Assessment & 
Treatment

M. Magwaza 011 488 4911 011 488 3786

76 Gauteng Region A Coronation
Cnr Oudtshoorn & Fuel 
Road Coronation

Coronationville 
Hospital

Treatment 
for children & 

Dr Coovadia 011 470 9317 011 477 4117

77 Gauteng Region A Auckland Park
Pers Road Auckland 
Park

Helen Joseph 
Hospital

Assessment & 
Treatment

Sr Roberts 011 489 0023 011 489 0021

78 Gauteng Region A Krugersdorp
1 Adoor Samdor 
Krugersdorp

Leratong Hospital
Assessment & 
Treatment

Dr Wojtowcz 011 411 3500 011 410 8421

79 Gauteng Region A Soweto
co Baragwanath 
Potchefstrom Rd

Lillian Ngoyi Hospital
Assessment & 
Treatment

Ms C. Ntshong 011 933 9493 011 938 9094

80 Gauteng Region A Soweto 780/3 Bendile Rd Zola Zola Clinic
Assessment & 
Treatment

Sr George 011 934 8019 011 931 1225

81 Gauteng Region A Johannesburg Clarendon drive Florida Discoverers Clinic
Assessment & 
Treatment

Sr N Ngobeni 011 674 1200 011 472 24880

82 Gauteng Region A Carltonville
Cnr Falcon & Annan 
Carltonville

Carltonville Hospital
Assessment & 
Treatment

Sr Motseko 018 787 2111 018 786 4120 

83 Gauteng Region A Hillbrow
Cnr Plein & Peterson 
Hillbrow

Hillbrow CHC
Assessment & 
Treatment

Sr Nana 011 725 2811
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84 Gauteng Region A Carltonville Morake Str Khutsong Khutsong Clinic
Assessment & 
Treatment

Mrs N. Bhezo 018 783 3170 018 786 1105

85 Gauteng Region A Alexandra
33 Arkwright Ave 
Wynberg

Alexandra CHC Not operational Sr Sibiya 011 850 0250

86 Gauteng Region A Orange Farm
Plot 15573 Ext 2 Opp 
Stretford Rd

Stredford CHC Not operational S Maponyane 011 850 0250

87 Gauteng Region A Edenvale
Modderfontein Rd 
Edenvale

Sizwe Hospital
Assessment & 
Treatment

Ms E Malete 011 531 4303

88 Gauteng Region B Springs
New State Area Road 
Springs

Far East Rand 
Hospital

Assessment & 
Treatment

Sr Mthambo 011 871 1426

89 Gauteng Region B Natalspruit Hospital St Natalspruit Natalspruit Hospital
Assessment & 
Treatment

Ms J Z Buthelezi 011 389 0675

90 Gauteng Region B Tembisa Tseki Village Qwa Qwa Tembisa Hospital
Assessment & 
Treatment

Sr V Ramalapa 011 923 2000

91 Gauteng Region B Vereeniging 2 Casino Rd Duncanville Kopanong Hospital
Assessment & 
Treatment

Sr E Tshabalala 016 428 7000

92 Gauteng Region B Sebokeng
Moshoeshoe str 
Sebokeng

Sebokeng Hospital
Assessment & 
Treatment

Sr Lethoko 016 930 3000

93 Gauteng Region B Sebokeng
Johanna van der merwe 
str Stand no 7724 Zone 7

Empilisweni Clinic
Assessment & 
Treatment

Sr Ntombi 016 593 1332

94 Gauteng Region B Daveyton
Empilweni Street 
Daveyton

Daveyton Clinic
Assessment & 
Treatment

Sr NB Malepe 011 424 3206

95 Gauteng Region B Boksburg Railway St Boksburg
Tambo Memorial 
Hospital

Assessment & 
Treatment

011 898 8000 011 892 0358

96 Gauteng Region B Heidelberg
Hospital Street 
Heidelberg

Heidelberg Hospital
Assessment & 
Treatment

Mrs Modibe 016 341 1100 016 349 5259

97 Gauteng Region C Atteridgeville Attridgeville PTA Kalafong Hospital
Assessment & 
Treatment

Dr M Botes 082 882 8155 012 440 0724

98 Gauteng Region C Pretoria Dr Sevage Drive Pretoria
Pretoria Academic 
Hospital

Assessment & 
Treatment

Dr Sabatian / Sr 
Motsei

012 354 2220 012 354 1548

99 Gauteng Region C Ga-Rankuwa
Medunsa Street Ga-
Rankuwa

George Mukari 
Hospital 

Assessment & 
Treatment

Prof Muzuleni 012 521 4584

100 Gauteng Region C Laudium
Dungal Str Community 
Health Centre

Laudium Clinic
Assessment & 
Treatment

Sr Morudi 012 374 4021

101 Kwa Zulu Natal Ethekwini DBN Mobeni Mobeni
Prince Mshiyeni 
Memorial Hospital

Assessment & 
Treatment

Sr T. Zwane 031 907 8111 031 907 3334
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102 Kwa Zulu Natal Ethekwini DBN Chatsworth Chatsworth R.K. Khan Hospital
Assessment & 
Treatment

G.M. Govender 031 459 6000 031 401 1247

103 Kwa Zulu Natal Ethekwini DBN Dormerton Dommerton
King George V 
Hospital

Assessment & 
Treatment

Sr B.F. 
Maphumulo

031 208 7121 031 209 9586

104 Kwa Zulu Natal Ethekwini DBN Verulam Osindisweni Osindisweni Hospital
Assessment & 
Treatment

Dr Telepain 032 541 0323 032 541 0343

105 Kwa Zulu Natal Ethekwini DBN Jacobs Jacobs Wentworth Hospital
Assessment & 
Treatment

Dr Ramdeen
031 460 5000/
2000

031 460 468 
9654

106 Kwa Zulu Natal Ethekwini DBN Ingwavuma Ingwavuma Mosvold 
Assessment & 
Treatment

B.M. Gumede 035 591 0122 035 591 0148

107 Kwa Zulu Natal Ethekwini DBN Sibhaya Sibhaya Mseleni
Assessment & 
Treatment

Dr Fredlund 035 574 1004 035 574 1826

108 Kwa Zulu Natal Ethekwini DBN Umbombo Umbombo Bethesda
Assessment & 
Treatment

Dr A Grant 035 595 1004 035 574 1826

109 Kwa Zulu Natal Ethekwini DBN Hlabisa Hlabisa Hlabisa 
Assessment & 
Treatment

Dr N. Livesly 035 838 1003 035 838 1117

110 Kwa Zulu Natal Ethekwini DBN Plessislaer Plessislaer Edendale
Assessment & 
Treatment

Dr P. Nijs 033 395 4911 033 397 9768

111 Kwa Zulu Natal Ethekwini DBN PMB PMB Northdale
Assessment & 
Treatment

Dr Ramphal 033 387 9000 033 397 9768

112 Kwa Zulu Natal Ethekwini DBN PMB PMB Greys
Assessment & 
Treatment

Dr P Kochelef 033 897 3000 033 345 5278

113 Kwa Zulu Natal Ethekwini DBN Qzwathini Qzwathini Applebosch
Assessment & 
Treatment

Dr G Lopez 032 294 8000 032 294 0126

114 Kwa Zulu Natal Ethekwini DBN Mhlabathini Mhlabathini Nkonjeni
Assessment & 
Treatment

Dr Cele 035 873 0013 035 873 0031

115 Kwa Zulu Natal Ethekwini DBN Vryheid Vryheid Vryheid
Assessment & 
Treatment

Dr E. Gryzbowski 034 982 2111 034 980 9757

116 Kwa Zulu Natal Ethekwini DBN Ceza Ceza Ceza
Assessment & 
Treatment

Sr KI Phewa 035 832 0018 035 832 0027

117 Kwa Zulu Natal Ethekwini DBN Mhlabathini Mhlabathini Thulasizwe
Assessment & 
Treatment

Dr RN Mokoena 035 832 0003 035 832 0027

118 Kwa Zulu Natal Ethekwini DBN Scottsburgh Scottsburgh GJ Crookes
Assessment & 
Treatment

Dr K Volker 039 978 7000 039 978 1295

119 Kwa Zulu Natal Ethekwini DBN Portshepson Portshepson Murchison
Assessment & 
Treatment

Dr T Gilphin 039 687 7311 039 687 7497

120 Kwa Zulu Natal Ethekwini DBN Portshepson Portshepson Portshepson
Assessment & 
Treatment

Dr CA Luke 039 688 6000 039 688 5404

121 Kwa Zulu Natal Ethekwini DBN Empangeni Empangeni
Lower Umfolozi War 
Memorial

Assessment & 
Treatment

Mrs Phewa 035 902 8500 035 792 2596

122 Kwa Zulu Natal Ethekwini DBN Empangeni Empangeni Ngwelezane
Assessment & 
Treatment

Dr P Haselau 035 901 7000 035 794 1684

105



123 Kwa Zulu Natal Ethekwini DBN Eshowe Eshowe Eshowe
Assessment & 
Treatment

Sr P Bhengu 035 473 4500 035 474 4914

124 Kwa Zulu Natal Ethekwini DBN Nkandla Nkandla Nkandla
Assessment & 
Treatment

Dr SM Lindner 035 833 0012 035 833 0047 

125 Kwa Zulu Natal Ethekwini DBN Kwapett Kwapett Mbongolwane
Assessment & 
Treatment

Sir VH Vilakazi 035 476 6242 035 476 6380

126 Kwa Zulu Natal Ethekwini DBN Melmoth Melmoth Kwa Magwaza
Assessment & 
Treatment

Miss T.J Vezi 035 450 2071 035 450 8242

127 Kwa Zulu Natal Ethekwini DBN Lady Smith Lady Smith Ladysmith
Assessment & 
Treatment

Dr E Nambassi 036 637 2111 036 637 6457

128 Kwa Zulu Natal Ethekwini DBN Estcourt Estcourt Estcourt
Assessment & 
Treatment

Sr K Buthelezi 036 342 7000 036 342 7116

129 Kwa Zulu Natal Ethekwini DBN Stanger Stanger Stanger
Assessment & 
Treatment

Dr LP Mtshali 032 437 6000 032 552 2767

130 Kwa Zulu Natal Ethekwini DBN Maphumulo Maphumulo Umphumulo
Assessment & 
Treatment

Dr Parikh 032 481 4100 032 481 2203

131 Kwa Zulu Natal Ethekwini DBN
Mount 
Edgecombe

Mount Edgecombe
Mahatma Gundi 
Memorial Hospital

Assessment & 
Treatment

Dr Persad 031 502 1719 031 502 1869

132 Kwa Zulu Natal Ethekwini DBN Kwangwanase Kwangwanase Manguzi
Assessment & 
Treatment

Dr K McHarry 035 592 0150 035 592 0158

133 Kwa Zulu Natal Ethekwini DBN Nongoma Nongoma Benedictine
Assessment & 
Treatment

Dr MM Makhanya 035 831 0314 035 831 0740

134 Kwa Zulu Natal Ethekwini DBN Congella Congella K E Hospital
Assessment & 
Treatment

Dr U Moodley 30 360 3111 031 205 0399

135 Kwa Zulu Natal Ethekwini DBN Dalton Dalton Montebello
Assessment & 
Treatment

Dr RA Govender 033 506 0101 033 506 0102

136 Kwa Zulu Natal Ethekwini DBN Tugela Ferry Tugela Ferry Church of Scotland
Assessment & 
Treatment

Dr T Moll 033 493 0004 033 493 0073

137 Kwa Zulu Natal Sisonke DC43 Ixopo Ixopo Christ the King
Assessment & 
Treatment

Dr K Naidoo 039 834 2067 039 834 2828

138 Kwa Zulu Natal Sisonke DC44 Creighton Creighton St Apollinaris
Assessment & 
Treatment

Dr Bull 039 833 1045/55 039 833 1062

139 Kwa Zulu Natal Amajuba DC25 New Castle New Castle Newcastle
Assessment & 
Treatment

Dr FI Kajee 034 328 0000 034 328 0022

140 Kwa Zulu Natal Amajuba DC25 Nqutu Nqutu
Charles Johnson 
Memorial

Assessment & 
Treatment

Dr Jackson 034 271 1900 034 271 0234

141 Kwa Zulu Natal Amajuba DC25 Dundee Dundee Dundee
Assessment & 
Treatment

Dr M Aung 034 212 1111 034 212 3245

142 Kwa Zulu Natal Amajuba DC25 Greytown Greytown Greytown
Assessment & 
Treatment

Dr M.A.G Moola 033 413 9400 033 413 2809

143 Kwa Zulu Natal Amajuba DC25 Utrecht Utrecht Niermeyer
Assessment & 
Treatment

Dr Seedat 034 331 3011 034 331 2809
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144 Kwa Zulu Natal Amajuba DC25 Newcastle Newcastle Madadeni
Assessment & 
Treatment

Dr Stawieki 034 328 8000 034 328 8222

145 Kwa Zulu Natal Amajuba DC25 Matatiele Matatiele Tayler Bequest
Assessment & 
Treatment

Dr J Zimu 039 737 3107 039 737 4134

146 Kwa Zulu Natal Amajuba DC25 Kranskop Kranskop Untunjambili
Assessment & 
Treatment

Dr GM Morake 033 444 0818 033 444 0179

147 Kwa Zulu Natal Amajuba DC25 Winterton Winterton Emmaus
Assessment & 
Treatment

Dr B Gaede 036 488 1570 036 488 1156

148 Kwa Zulu Natal Amajuba DC25 Kranskop Kranskop Ekombe
Assessment & 
Treatment

Sr KB Mthethwa 035 834 2000 035 834 2076

149 Kwa Zulu Natal Amajuba DC25 Amathikulu Amathikulu Catherine Booth
Assessment & 
Treatment

Sr NE Langa 035 474 8403/7/8 035 474 8413

150 Kwa Zulu Natal Amajuba DC25 Harding Harding St Andrews
Assessment & 
Treatment

Dr S Pinnamaraju 
Sr Manning

039 433 1955 039 433 1529

151 Kwa Zulu Natal Amajuba DC25 Mahlabathini Mahlabathini St Francis
Assessment & 
Treatment

Sr EJ Buthelezi 035 873 0203 035 873 0025

152 Kwa Zulu Natal Amajuba DC25 Mobeni Mobeni ClairWood
Assessment & 
Treatment

Sr B Molefe 031 451 5000 031 462 1993

153 Limpopo Mopani Nkowakowa
Lydenburg Road 
Nkowakowa

Letaba Hospital
Assessment & 
Treatment

Sr E Mawila
015 303 1711/083 
348 3244

015 303 0207

154 Limpopo Vhembe  Machardo 
RMS Shayandima 
Machardo R524 Rd

Tshilidzini Hospital
Assessment & 
Treatment

Sr R Tshikovi
015 964 1061/
0839874943

015 964 1072

155 Limpopo Vhembe  Machardo 
60 km from Machardo 
next to Siloam Taxi Rank

Siloam Hospital
Assessment & 
Treatment

Sr E Tshidzumba
015 9730004/082 
597 2562

015 973 0607

156 Limpopo Capricon Polokwane
Hospital Street 
Polokwane

Polokwane Hospital
Assessment & 
Treatment

Dr Vandelenotte
015 287 5000/084 
811 2831

015 297 8086

157 Limpopo Capricon Mankweng
Unit A Mankweng 
Location Next to Unin

Mankweng Hospital
Assessment & 
Treatment

Sr W Nkosi
015 267 0330/073 
193 4786

015 267 0206

158 Limpopo Bohlabela  Bushbuckridge
Magistrate Mapulaneng 
Street Bushbuckridge

Mapulaneng Hospital
Assessment & 
Treatment

Sr L Maluleke
013 799 0214/ 082 
343 4010

013 799 0339

159 Limpopo Waterberg Mahwelereng
Zone 1 Dudu Madisha 
Street Mahwelereng

Mokopane Hospital
Assessment & 
Treatment

Sr G Chipape
015 483 4000/ 082 
807 4371

015 483 0545

160 Limpopo Sekhukhune Jane Furse
Between Nebo & Jane 
Furse next to Guardian 
Angel School

St Ritas Hospital
Assessment & 
Treatment

Ms E Chuene
013 298 1000/ 
0834940854

015 483 0545

161 Mpumalanga Ehlanzeni Nelspruit Nelspruit Rob Ferreira Hospital
Assessment & 
Treatment

Dr E Khumalo 082 453 9188 013 741 1394
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162 Mpumalanga Ehlanzeni Nkomazi Nkomazi Shongwe Hospital
Assessment & 
Treatment

Dr G Tarr 082 463 4933 013 781 0219

163 Mpumalanga Ehlanzeni Kabokweni Kabokweni Themba Hospital
Assessment & 
Treatment

Dr G Mavuso 082 331 9783 013 796 0339

164 Mpumalanga Gert Sibande Evander Evander Evander Hospital
Assessment & 
Treatment

Sr MG Ndlovu 082 5317 566 017 632 2222

165 Mpumalanga Gert Sibande Eerstehoek Eerstehoek Embhuleni Hospital
Assessment & 
Treatment

Sr T Thango 082 735 3123 017 883 0044

166 Mpumalanga Gert Sibande Bethal Bethal Bethal Hospital
Assessment & 
Treatment

Sr ED Khumalo 082 637 3074 017 647 1328

167 Mpumalanga Nkangala Witbank Witbank Witbank Hospital
Assessment & 
Treatment

Sr L Fakude 082 3389 640 013 656 1316

168 Mpumalanga Nkangala Philadelphia Philadelphia Philadelphia Hospital
Assessment & 
Treatment

Dr L Gonzalea 072 291 9614 013 983 1016

169 Northern Cape Francis Baardt Kimberley
c/o Lyndhurst & Du 
Toitspan road

Kimberley Hospital
Assessment & 
Treatment

Sr Matshidiso 053 802 9111 053 802 2432

170 Northern Cape Namaqua Springbok
Hospital Street 
Springbok

Springbok Hospital
Assessment & 
Treatment

Sr Engelbriecht 027 712 712 2018 027 718 1180

171 Northern Cape Siyanda Upington Schroder street upington Gordonia Hospital
Assessment & 
Treatment

Sr Peters 054 338 6100 054 332 5047

172 Northern Cape Karoo De Aar Visser Street De Aar De Aar Hospital
Assessment & 
Treatment

Sr Raath 053 631 2123 053 631 2859

173 Northern Cape Kgalagadi Kuruman Main street Kuruman Kuruman Hospital
Assessment & 
Treatment

Sr Bakele 053 712 0044 053 712 0044

North West Central Mmabatho
Tirelo building 
Mmabatho

Tirelo Building
Project 
Manager

Dr Yaggan Leeuw
018 397 2600 ext 
152 or   072 271 

018 397 2627

174 North West Central Mafikeng Mafikeng
Mafikeng Wellness 
Clinic

Assessment & 
Treatment

Ms G Kraai
018 383 2005 ext 
425  or 083 207 
7587

018 383 3503

175 North West Bophoirima Taung Taung Taung Wellness Clinic
Assessment & 
Treatment

Mr K Letsoalo 053 994 1805 053 994 1009

178 North West Bojanala Rustenburg Rustenburg
Rustenburg Wellness 
Clinic

Assessment & 
Treatment

Ms R Diphoko 014 590 5100 014 592 3789

179 North West Southern Klerksdorp Klersdorp
Tshepong Wellness 
Clinic

Assessment & 
Treatment

Mr E Manyane
018 406 3111 ext 
3346  or 073 138 
1564

018 465 6359

180 Western Cape Metro Region Observatory Main Road, Observatory
Groote Schuur 
Hospital

Assessment & 
Treatment

Dr Belinda 
Jacobs

021 404 3174
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181 Western Cape Metro Region Parow
Fransie Van Zyl Drive, 
Parow

Tygerberg Hospital
Assessment & 
Treatment

Revere Thomson 021- 938 5752

182 Western Cape Metro Region Rondebosch
Klipfontein Road, 
Rondebosch

Red Cross Hospital
Assessment & 
Treatment

Dr Gio Perez 021 690 1000 

183 Western Cape Metro Institutions Manenberg
Duinefontein Road, 
Manenberg

G. F. Jooste Hospital
Assessment & 
Treatment

Dr Gio Perez 021 690 1000 

184 Western Cape Metro Institutions Somerset West
Lourens Ford street, 
Somerset West

Hottentots Holland 
Hospital

Assessment & 
Treatment

Dr E. Erasmus 021 850 4700

185 Western Cape Metro Institutions Wynberg Wynberg Victoria Hospital
Assessment & 
Treatment

Dr Donna Stokes 021 799 1120 

186 Western Cape
Metro District 
Health Services

Guguletu NY3, Guguletu
Guguletu Community 
Health Centre

Assessment & 
Treatment

Dr 
Wiggelinkhuizen

021 637 1280

187 Western Cape
Metro District 
Health Services

Khayelitsha
Lwandle Road, Site B, 
Khayelitsha

Site B Community 
Health Centre 

Assessment & 
Treatment

Mr August

188 Western Cape
Metro District 
Health Services

Khayelitsha Site C, khayelitsha
Nolungile Community 
Health Centre

Assessment & 
Treatment

Dr Kabwe Kabeya 021 387 1520 

189 Western Cape
Metro District 
Health Services

Mapongwana
Steve Biko Road, 
Michael Mapongwana

Michael Mapongwana 
Community

Assessment & 
Treatment

Dr Lucien Kaarse 021 361 3353

190 Western Cape
Metro District 
Health Services

Langa
Washington Street, 
Langa

Langa Clinic
Assessment & 
Treatment

Dr Pren Naidoo 021 487 2700 

191 Western Cape
Metro District 
Health Services

Hout Bay Main Road, Hout Bay Hout Bay Clinic
Assessment & 
Treatment

Dr Pren Naidoo  021 487 2700 

192 Western Cape
Metro District 
Health Services

Mitchells Plain
1st Avenue, Eastridge, 
Mitchells Plain

Mitchells Plain CHC
Assessment & 
Treatment

Sr L. Appollis 021 392 5161

193 Western Cape
Metro District 
Health Services

Masiphumelele
Pokela Road, 
Masiphumelele

Masiphumelele
Assessment & 
Treatment

Sr D Reynolds 021 785 3938

194 Western Cape
Metro District 
Health Services

Observatory
UCT Medical School, 
Anzio Rd, Observatory

Institute of Infectious 
Diseases and 
Molecular Medicine

Assessment & 
Treatment

Dr Bekker

195 Western Cape
Metro District 
Health Services

Westfleur Hospital
Assessment & 
Treatment

Dr Joe Gqodwana 021 571 8043

196 Western Cape
Metro District 
Health Services

Eerste River
Humboldt Avenue, 
Eerste River

Eerste River Hospital
Assessment & 
Treatment

Dr Timothy Visser 021 902 8014 

Western Cape
Metro District 
Health Services

Kraaifontein 6th Avenue, Kraaifontein Kraaifontein CHC
Assessment & 
Treatment

Sr Steyn 021 987 0080 

Western Cape
Metro District 
Health Services

Cape Town
Buitenkant Street, Cape 
Town

Robbie Nurock CHC
Assessment & 
Treatment

Sr Willis 021 461 5672
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Western Cape
Metro District 
Health Services

Crossroads
Lansdowne Road, 
Crossroads

Crossroads CHC
Assessment & 
Treatment

Dr  Van Der 
Westhuizen

021 386  1121

Western Cape
Metro District 
Health Services

Table View Table View Clinic
Assessment & 
Treatment

Sr Jill Hagberg 021 557 1065

Western Cape WESTCOAST Paarl East
cnr Rosary & Broadway 
Streets,Paarl East

T.C. Newman, Paarl
Assessment & 
Treatment

Dr Breslau Kruger
021 8721711 xt 
2203

Western Cape WESTCOAST Cloetesville Cloetesville Cloetesville CHC
Assessment & 
Treatment

Dr Hill 021- 887 0310

Western Cape WESTCOAST Malmesbury
PG Nelson Street, 
Malmesbury

Malmesbury Hospital
Assessment & 
Treatment

Dr A. Jacobs

Western Cape WESTCOAST Vredenburg Vredenburg Vredenburg Hospital
Assessment & 
Treatment

Dr N. Fortuin 022- 709 7200

Western Cape WESTCOAST Vredendal Vredendal Vredendal Hospital
Assessment & 
Treatment

Dr J. Van Dyk 021- 872 1711

Western Cape BOLAND Worcester Sugget street, Worcester
Eben Donges 
Hospital

Assessment & 
Treatment

Dr Helise 
Schumann

023 348 1424

Western Cape BOLAND Hermanus
Hospital Street, 
Hermanus

Hermanus Hospital
Assessment & 
Treatment

Dr Freddy Enslin 028 3121166 021 3161407

Western Cape BOLAND Robertson Robertson Hospital
Assessment & 
Treatment

Dr Dayle Zieff 023- 626 8040

Western Cape BOLAND Theron Str
cnr Rivierkant & Theron 
str

Ceres Hospital
Assessment & 
Treatment

Dr J. Carinus / Sr R 
Neethling

023- 312 1116

Western Cape BOLAND Ou Kaapse Weg Ou Kaapse Weg Grabouw CHC
Assessment & 
Treatment

Sr Theunissen 021- 859 2507

Western Cape BOLAND Swellendam Swellendam Swellendam Hospital
Assessment & 
Treatment

Western Cape  SOUTH CAPE George
Davidson Road, George, 
6530

George Hospital
Assessment & 
Treatment

Dr  Pedro 044 802 4492

Western Cape  SOUTH CAPE Beaufort West
Voortrekker Road, 
Beaufort West, 6970

Beaufort West 
Hospital

Assessment & 
Treatment

Dr Van Der 
Westhuizen

023 4152188

Western Cape  SOUTH CAPE Mossel Bay
12th Avenue, Mossel 
Bay , 6500

Mossel Bay Hospital
Assessment & 
Treatment

Dr Janicki 044- 690 8109

Western Cape  SOUTH CAPE Knysna
Main Street, Knysna, 
6570

Knysna Hospital
Assessment & 
Treatment

Dr Venter 044- 382 6666

Western Cape  SOUTH CAPE Oudtshoorn
Park Road, Oudtshoorn, 
6620

Oudtshoorn Hospital
Assessment & 
Treatment

Dr P.A. 
Rushenbaum

044- 272 8921
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Treatment literacy materials you can get from TAC

There are several resources that the TAC Treatment Literacy department uses in its work. They are 
available to the public. Please contact your local treatment literacy coordinator if you would like to 
obtain copies. This is a list of the resources that are available to you:

• Antiretroviral Fact Sheets 
• Mother To Child Transmission Booklet [ MTCT]
• HIV In Our Lives
• Opportunistic Infection Posters [OIs]
• ARV Posters
• Equal Treatment [which is our monthly newsletter]
• VCT Pamphlets
• Know Your Status Pamphlets
• Nutrition Fact Sheet Pamphlets
• Module of Health and Treatment
• Mapping Our Lives

• Understanding the Human Body

Available treatment information
Website and contact numbers

Soul City www.soulcity.org.za
Khomanani www.aidsinfo.co.za
AIDS Law Project www.alp.org.za
Southern African Catholic Bishops’ Conference (SACBC) www.sacbc.org.za
Aids Consortium www.aidsconsortium.org.za
South African Council of Churches (SACC) www.sacc.org.za
Department of Health www.doh.gov.za
South African Medical Association (SAMA) www.samedical.org
South African HIV Clinicians Society www.sahivclinicianssociety.org

Alcoholics Anonymous: 011 421 1534
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Did I take my dose today?     Yes [   ]     No [   ]  

Name

Date of 
Day 1

Morning

Evening

How have I felt 
over the last 
two days?

DAY   1   2             3            4             5            6             7             8             9           10            11         12            13        14

D
a
ily p

ill ch
a
rt
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Office and Manager
Telephone
number

Fax number Address
Treatment literacy 
co-ordintator

NATIONAL 
Rukia Cornelius
084 369 6893
rukia@tac.org.za

021 788 3507 021 788 3726 34 Main Road, 
Muizenberg, 
Cape Town, 7945
Western Cape

Nomfundo Eland
082 946 0469
nono@tac.org.za

WESTERN CAPE 
Thembeka Majali
083 595 3934
thembeka@tac.org.za 

021 447 2593 021 448 0382 No.41 Salt River Road, Community House, 
7925

Vuyiseka Dubula
082 763 3005
vukiseka@tac.org.za

KHAYELITSHA DISTRICT 
Mandla Majola
mandla@tac.org.za
072 424 7181

021 364 5489 021 361 7051 Town 1 Properties, Sulani Drive Site B, 
Khayelitsha, 7784

GAUTENG
Luyanda Ngonyama
luyanda@tac.org.za 
- 083 484 1097

011 339 8421/ 
403 0505/ 
2293

011 403 1932/ 
8165

185 Smith Street, 9th Floor West Wing, 
Auckland House, Braamfontein, 2017

Johanna Ncala
082 735 4265
johanna@tac.org.za

EKURHULENI DISTRICT 
Gordon Mthembu
072 897 7552
gordon@tac.org.za

011 873 4130 011 872 4105 Office No.12B, 2nd Floor Golden Height 
Building, 141 Victoria Rd, Odendaal Street, 
Germiston, JHB

LIMPOPO
Pholokgolo Ramothwala
084 300 7006
pholo@tac.org.za

015 291 5448 015 291 5612 26 Thabo Mbeki Street, Office No.2 Als 
Smith Building, Polokwane, 0966

Useful contacts
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ELIM DISTRICT 
Eddy Marilele
083 687 0527
eddy@tac.org.za

015 556 3341 015 556 3420 Office No.2, Old Khoja Building, Elim 
Bakery Rd, Elim Hospital, 0960

MPUMALANGA
Msanyana Skhosana
082 502 4665
msanyana@tac.org.za

013 755 2298 013 752 7113 Cnr Brown & Voortrekkers Street, Kamkholo 
Building, 1st Floor Room 103, Nelspruit, 
1200

Selby Mabele
082 680 4288
selby@tac.org.za

EASTERN CAPE 
Phillip Mokoena
082 819 7686
philip@tac.org.za

043 722 2645 043 722 2642 Room 301, Foschini Building 112, Argyle 
Street, East London 5201

Nombasa Gxuluwe 
082 640 5547
nombasa@tac.org.za

LUSIKISIKI DISTRICT 039 253 1951 039 253 1373 Jacaranda Embassy Building, Room 18, 
4820

QUEENSTOWN 
DISTRICT
Mziwethu Faku
073 467 2827

045 838 1364 045 838 1354 6 Robinson Road, 1st Floor Dionysus 
Building, Queens Town, 5319

KWAZULU NATAL
 Xolani  Tsalong
083 394 6508
tsalongx@tac.org.za

031 304 3673 031 304 9743 2nd Floor, 480 Smith str, ICL House, 
Durban, 4001

Bongiwe Mkhutyukelwa
083 955 4255
bongiwe@tac.org.za

PIETERMARITZBURG 
DISTRICT
Richard Shandu
072 241 7569
richard@tac.org.za

033 394 0845 033 394 0845 197 Long Market str, Room 28 Perks Acade 
Building, Pietermaritzburg, 3201

ILEMBE DISTRICT 
Sifiso Nkala
083 474 8449
sfiso@tac.org.za

032 552 5160 2nd Floor Mecca Hardware Building, 84 
King Shaka str, Kwadukaza, 4450
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Ten things to remember
1. With Treatment, proper eating and taking care of yourself, HIV is a lifelong 

illness, not a death sentence. 
2. You only need ARV treatment when your CD4 count is below 200.

We must advocate for all who need treatment to have access to it.   
ARVS are a lifelong treatment, not a cure for AIDS. There is no known cure 
for AIDS. 

3. Those who claim to have a cure must produce it to the Medicines Control 
Council (MCC) or the Medical Research Council (MRC) for proper scientific 
validation.    

4. ARVS, like all medicines, have side effects. These are manageable. It is 
important to make sure your doctor/ nurse monitors you properly. 
If you suspect side effects, report them to your doctor and make sure they are 
attended to.

5. Your nurse, doctor, counselor, pharmacist are your partners in caring for your 
health.
It is important to disclose to at least one person you trust. This way you can 
have someone to support you.

6. HIV can disturb the way your body normally processes food. Please make sure 
you take time to eat properly, as often as you feel like eating.  
Try to add vegetables and fruit to your meals and eat less fatty foods

7. It is important to go for all your scheduled medical checks, even when you 
feel well.

8. Taking your medicines correctly all the time will reduce chances of the virus 
developing resistance to your medicines
Resistance will eventually develop, so do not be alarmed, your clinic/ hospital 
will change you to a different regimen

9. TB is one of the most common OIs people living with HIV experience.
TB can be cured if Treatment is taken properly. 
With time, better ways to test for TB quickly and medicines which work faster 
to cure TB will be found. 

10. Till then, we must do the best with the medications we have and advocate for 
the research to be done faster.

 




