
1	  
	  

Is Universal Access to Antiretroviral Treatment a Myth or Reality? 

Some Experiences of the Catholic Church in South Africa 

Sr Alison Munro, OP 

1. Introduction 

The Catholic Church in South Africa has initiated over 40 000 people diagnosed with AIDS on 

anti-retroviral treatment since 2004 with funding from the President’s Emergency Plan for AIDS 

Relief (PEPFAR).  The situation in South Africa, chronic though it still is around antiretroviral 

(ARV) treatment needs, is no longer viewed as an emergency, and negotiations are underway 

between United States and South African authorities concerning future (decreased and different) 

support to South Africa. The country remains that with the highest number of people with HIV 

infection and the highest number of people on ARV treatment of any country in the world.1 

The Church is involved in negotiations with the Department of Health (DOH) concerning 

ongoing treatment for patients once PEPFAR funding is no longer available, and with PEPFAR 

officials concerning decreasing budgets, drug supply and new patient targets over the remaining 

years of the program. South Africa does need to take more responsibility for the health care 

needs of its citizens than it was willing and able to do in the past, but still has insufficient 

infrastructure and human capacity across the country to provide treatment to everyone in need of 

it.  There are concerns around transferring patients out of a functioning Church-based program 

(and out of PEPFAR-funded programs generally), and around potentially losing the skills of 

many Church (and other) personnel, highly trained through the PEPFAR program. These 

concerns have a bearing, direct and indirect, on the SACBC AIDS Office,2 and the response of 

the Catholic Church to AIDS in South Africa.  
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2. Universal Access:  Myth or Reality? 

Because of the unenviable position that South Africa has regarding the reality of HIV and AIDS, 

there are some experiences it brings to the question about whether universal access to treatment 

is myth or reality.3  I suggest that huge strides have been made towards universal access to 

treatment over the past eight to ten years, globally and in South Africa, and numerous lives have 

been saved, most specifically in Sub-Saharan Africa, because of antiretroviral therapy (ART).  

At the same time, because of enormous challenges, some of them insurmountable at least in the 

short term, universal access is in fact a myth.  And we need to be bold enough to acknowledge 

that. Globally treatment has been put on the map and there have been great scientific gains with 

regard to the development of new drugs, unthinkable less than ten years ago in the developing 

world (even if the picture had already begun to change in countries of the developed world).  But 

at the same time the world, and more particularly the developing world, continues to face new 

infections, challenges around vaccine and drug development, prevailing drug costs4, and the 

ever-present recognition that AIDS is more than a problem to be treated only medically and 

scientifically. Put differently, where treatment that is available is accessed because the 

underlying and accompanying economic, political, clinical, social and cultural environment  is in 

some measure favorable, one can talk of the possibility of universal access  in that particular 

local setting.  Conversely when there is even just one factor mitigating against access, one must 

see universal access as a myth.    

If it is true that numbers of HIV infection are still rising (even if rates of infection are beginning 

to drop), despite the knowledge people have about modes of transmission and means of HIV 

prevention, and if it is true that for every new patient put on treatment there are still new 

infections,   and I believe that both suppositions are true in South Africa, then universal access 
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cannot be a reality. How does one ever reach the backlog of patients not yet on treatment5 for 

whatever reason (they don’t know their status, there are no facilities nearby, they are afraid of 

stigma…), and how does any country retain the momentum needed to keep such huge numbers 

of people on treatment for the rest of their lives?  How does any country, in this case South 

Africa,  fund such a huge ongoing program addressing a problem  that is showing no signs of 

going away or being reduced in scale? And perhaps even more fundamentally and importantly, 

how does a country actually reach the point of no new infections at all? 

Unless the spread of HIV is contained (by behavior change or by a vaccine or a cure, none of 

which can currently be guaranteed) and if new infections continue to occur, it is not possible to 

talk of universal access. 

3. The PEPFAR-funded ARV Treatment Program of the SACBC AIDS Office 

Beginnings 

The South African Catholic Church’s treatment program began in late 2003 with a grant from the 

Dutch Catholic funder Cordaid.  It was rapidly scaled up as part of a nine country award to 

Catholic Relief Services (CRS)6 and implemented by the SACBC AIDS Office, from 2004, with 

PEPFAR Track 1 funding. Over the five years of the Track 1 program the SACBC AIDS Office 

opened 23 treatment sites, most of them at home based care (HBC) sites run under the auspices 

of the Catholic Church, and many of which had received their initial home based care funding 

through the SACBC AIDS Office from Catholic and other donor agencies.7 

The SACBC AIDS Office program had the approval of the National Department of Health 

(DOH), but it battled in some instances to get the approval of the provincial DOH of the relevant 

provinces in which it was operational. Those were the days of denialism in South Africa, with 
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the South African government not providing an all-out concerted effort to fight the pandemic.8  

People were dying because treatment was not available in the public sector.  There were tensions 

in some provinces between the Church program and DOH facilities which sometimes viewed the 

Church program as a parallel structure.9  

Expansion and Consolidation 

As the DOH scaled up its treatment response and sites opened in health districts in different parts 

of the country over the next number of years,  the SACBC AIDS Office was able to transfer a 

number of its patients from smaller centers with relatively few patients into the public health 

system.  Withdrawing from them allowed the SACBC AIDS Office to add to patient numbers 

elsewhere where the need for treatment was often greater because of the higher rates of infection 

in certain parts of the country. The biggest site, a major Catholic hospital10 became a PEPFAR 

recipient in its own right when funding was transferred in “PEPFAR II” to local indigenous 

organizations.  

The SACBC AIDS Office was able to withdraw from ten sites, and currently in “PEPFAR II” is 

continuing working with thirteen treatment sites, each of which has several satellite treatment 

centers, situated close to where people live, and often operating out of churches or church-owned 

buildings.11  The SACBC AIDS Office PEPFAR-funded treatment program is in its final 

eighteen months, and has begun the phase of ensuring the sustainability of patient treatment, for 

current patients,  beyond  the PEPFAR grant period. 

Ensuring sustainability 

CRS “transitioned”12 the PEPFAR award to the SACBC AIDS Office at the end of the first five 

years of the program, and now in phase two the SACBC AIDS Office is in the process of 



5	  
	  

transferring its program into various public-private partnerships to ensure long term care and 

treatment for patients. 

Negotiations are underway in all the provinces in which our program currently operates to ensure 

that the ARV drugs are received from the DOH so that patient treatment is not interrupted once 

PEPFAR funding is discontinued. Some of these negotiations are directly between the SACBC 

AIDS Office and the relevant DOH structures at provincial and district or municipal level.  In 

other instances the deliberations involve the Centre for Disease Control (CDC),13 the US agency 

acting on behalf of PEPFAR and the US government, with their South African counterparts.  

PEPFAR is looking at ways that will both allow South Africa to support the health care of its 

citizens, and at the same time provide ongoing US support for treatment  in which it has invested 

millions of dollars over the past several years.  PEPFAR’s financial support for treatment in 

South Africa is now less than what the DOH is spending, but the expertise built with PEPFAR 

support, directly and through NGOs and FBOs, needs to continue to help underpin the still 

struggling program. 

Several Catholic facilities in the current program have recently begun receiving part of their drug 

supply from the DOH in their respective provinces. In other instances the negotiating process is 

slow.  Some provinces wish to supply the drugs and laboratory services directly to the Church 

projects; this has to do both with their recognizing the quality care and service provided at 

Church sites, and in the knowledge  that sustainable provision of ART is the issue at stake.  

Many DOH facilities are not yet in a position to provide the services. 
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CDC is also to fund a centralized drug supply mechanism, and the purchase of ARV drugs on 

DOH tenders, for Church and NGO projects currently providing treatment. This is a cost-cutting 

exercise, but also part of the transfer of the PEPFAR program to DOH. 

Public- private partnership models currently unfolding 

One diocesan project will close down as a Church treatment program by the end of the current 

financial year as it transfers all its patients to public-sector clinics in places where there was 

previously no DOH-provided  treatment  when PEPFAR funding began in 2004.  The Church 

had its program in remote places before the DOH had even begun to provide treatment in the 

health sub-districts concerned.  The DOH program is now better able to absorb the patients, and 

it makes sense that the Church discontinues treatment services.  This model, the transfer by the 

Church of patients to DOH facilities, has been applied in most instances in which the Church has 

withdrawn from providing ART. 

A second model looks at the provision of drugs and laboratory tests to the Catholic facilities by 

the DOH, with PEPFAR continuing for the moment to fund the personnel and administrative 

costs.  Negotiations and discussions have often highlighted the fact that the DOH infrastructure 

in the areas concerned is unable to handle additional patient numbers.  The DOH is nonetheless 

committed to providing the drugs and laboratory services, with the Church providing services to 

patients.  This is the preferred model, within the Church especially, with the Church committed 

to continue serving patients , and with the support of DOH funded drugs and laboratory services.  

It nonetheless opens up whole new areas of collaboration between the Church programs and the 

DOH.  Not all who are involved understand all the dynamics and processes at play, and progress 

is often slow. 
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A third option involves the DOH requesting  that the patients of some satellite centers of the 

main Church site be transferred to their nearest government clinics, while the main treatment site 

itself receives  DOH  drugs, and continues to initiate patients on treatment.  Some of the 

challenges are different from those experienced in the other models, in particular around public- 

private partnerships, but as is the case in the second model above, what is called for is a 

commitment of partners to the patients who need to receive treatment services.  Learning to work 

with DOH and their affiliates as partners isn’t always easy for Church projects. 

 

Sometimes in models two and three the Church site is a down referral centre14 of public sector 

facilities, and in a few instances the Church is providing personnel to operate the DOH program.  

Given that funding dynamics will change and unfold in as yet unknown ways, one needs to 

appreciate the flexibility necessary to ensure quality patient care in evolving situations. 

 

Drug and laboratory services 

The most costly component of the SACBC AIDS Office program is the ARV drugs and the 

laboratory tests.  Half of the SACBC AIDS Office current ART  budget goes to pay these costs.  

Drugs that may be purchased under the grant have to have Food and Drug Administration (FDA) 

and Medicines Control Council (MCC) approval15, and while some drugs are generics, there still 

remains a high number of drugs that are patented and more costly than those the  South African 

Department of Health (DOH) is using. Because of budget constraints our program has had also to 

ensure that only specified laboratory tests are undertaken by doctors working with patients, the 

tests that are necessary, and not those that are “nice to have”.  
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From the outset of the program the SACBC AIDS Office undertook to adhere to approved South 

African DOH drug regimens.  This has facilitated the transfer of patients to DOH clinics, and 

elsewhere. In a place where an over-enthusiastic doctor had prescribed drugs that are not 

recognised as part of the DOH regimens, the SACBC AIDS Office had to ensure that these 

particular drugs were replaced by others before transfers of patients to other facilities could take 

place.  

The results of a drug trial released in Washington and Johannesburg in late May 2011 give some 

new hope to people with HIV.  The results indicate that the earlier people go on treatment the 

less likely they are to transmit HIV.  Currently in South Africa most people are put on treatment 

if they have a CD4 count of less than 20016, despite the new recommended guideline of a CD 4 

count of 350 and less for all patients, not just those who have tuberculosis (TB) and women who 

are pregnant.  Already there are concerns about the cost implications related to the 350 CD4 

count.  Clearly there are huge budget implications around this, viz because more people both in 

theory and in fact would be on treatment.   

Foreign nationals and treatment 

The socio-political situation of sub-Saharan Africa plays out in various scenarios in the arena of 

AIDS.  South Africa is home to numerous refugees and asylum seekers from a number of 

countries in Africa.  About eighty five percent of the patients of one of the Church run treatment 

sites in Johannesburg are from elsewhere in Africa:  the Democratic Republic of Congo, Malawi, 

Zambia, Zimbabwe, Cameroon.  There are patients who travel from Mozambique once a month 

to fetch their drugs rather than deal with stigma in their own community and country.  Some of 

these patients are, over time, being referred to treatment facilities in their countries of origin 
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(particularly Zimbabweans17), but some possibly fall through the cracks in the process.  

Commendable though it is for the program to reach out to foreign nationals, one is also only too 

aware of the fragility of such an initiative in the grand scheme of events when people are also 

likely to move on elsewhere, possibly even returning to their countries of origin, and possibly 

defaulting on treatment. 

4. The challenges to universal access to treatment in South Africa 

There are major challenges to universal access to treatment in South Africa, some of which are 

listed below, not in any special order of priority: 

• The provision and procurement of drugs and laboratory tests, and the related costs, at 

current funding levels, is at some point unsustainable.  

• Sometimes societal, cultural and religious beliefs are obstacles in the way of patients 

accessing treatment or remaining on treatment.  Family members may insist that patients 

consult traditional healers rather than clinicians trained in ART management, or that they 

desist from antiretroviral  treatment once it appears that their health is improving.  

• Women access treatment more than men do.  Roughly two thirds of the country’s patients 

are women, with people in general continuing to present very late in the disease for 

treatment. 18 

• Only small numbers of children are accessing treatment, often because of the difficulties 

around the consent of guardians or their lack of information, and the challenges that 

continue to be experienced even by clinicians around the treatment of children.19 
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• Not all HIV+ pregnant women access PMTCT (prevention of Mother to Child 

Transmission) services, sometimes delivering their babies away from medical and 

treatment facilities.20 

• Fear of the results also causes some people to avoid being tested and causes parents and 

relatives to refuse consent for the testing of their children.  As a result, many people do 

not know their status and infect their partners. 

• Stigma remains a huge barrier to access. There are well documented case studies of 

people living with HIV, even educated people, who would rather die than present 

themselves for treatment.  

• Lack of a culture of confidentiality in many small communities discourages people from 

disclosing their status and from seeking care from their local clinic.   

• Dire social conditions faced by the poor, including unemployment, lack of adequate 

housing, poor delivery of basic services in under-resourced townships and rural villages 

and in more than 2000 informal shack settlements,   a crumbling education system, and a 

vulnerable health care system are part of the reality facing the country, and putting a 

strain on access to basic health services. 

• South Africa has insufficient trained health personnel in the public sector to meet the 

country’s health care needs beyond HIV.   

• There are still too many health workers who display a judgmental attitude toward people 

living with HIV.  This is one factor causing people to postpone care until they are very 

ill.  Some still have the view that it is the patient’s “fault” that they are infected and that 

they are not as deserving of care as are others.   
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• The country does not yet have a national patient data management system in place. New 

systems are in the development phase, but are not yet in a position to manage data 

coming from the different provinces in a single national system. 

• Tuberculosis (TB) is not always accurately diagnosed, and consequently not always 

treated. TB/HIV co-infection is an enormous challenge in South Africa.   

Each of these points is a sober reminder of the enormity of the tasks and challenges to be 

addressed in an ongoing way, notwithstanding the huge gains and financial investments already 

made. 

5. Some Current and Ongoing Questions for Reflection 

Entering into an ARV treatment program was from the beginning an ethical question for the 

SACBC AIDS Office, notwithstanding the Church’s concern for the dignity of human life.   

Providing treatment was in itself deemed a good thing, with people being given a second chance 

and recovering rather than dying, and with their being able to assume responsibilities for their 

own families and children in particular, and return to work.  There were, however, always the 

underlying questions around long term commitment to patients and funding of the drugs, services 

and personnel involved given the donor component of the program.21 Who could be supported on 

treatment and who not given the limits of funding available? Who would pick up the  costs, and 

what would happen to people once specific funding was no longer available? What if patients 

defaulted on treatment and drug resistance followed? These questions and others were indeed 

debated and the decision made that the saving and prolongation of human lives was the 

immediate good to be undertaken. Criteria for selection of patients had nonetheless to be 

developed given the limits to resources and infrastructure.  The criteria included that patients had 
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to live in the geographic area22, had to show commitment to adherence to the drugs provided 

even before ARV treatment proper began23, and had to be willing to disclose their status to a 

family member or “treatment buddy.”   

The questions remain, but some are now differently nuanced, and there are additional questions.  

Some patients are indeed being transferred to DOH facilities, and concerns are now about patient 

follow up and the quality of care in a system that is not always perceived to put patients’ needs 

first, and which does not have the personnel and infrastructure to assume the total burden of care.  

Can the Church continue to provide patient care to patients it had initiated on treatment and who 

are now being treated in the DOH system?  Will these services be offered in a voluntary 

capacity?  What does this collaboration for the good of patients actually look like in practice?  

Also what happens to some/all of the people trained under PEPFAR to provide treatment 

services who are possibly/actually no longer employed in Church projects? Are Church 

personnel able to work with the DOH in providing patient support and follow up services 

knowing that once patients leave Church treatment facilities there is a greater chance that some 

of them will default on treatment given that strict adherence monitoring and tracing of those not 

turning up for treatment  is not always part of the DOH protocols. 

Patients themselves do not want to move away from Church treatment facilities because of the 

care they have received.  It is often difficult for them to understand that they need to move 

elsewhere as funding realities change.  A patient delegation at a facility I visited, eg, had their 

arguments ready, providing me with every reason they could why the Church should not even 

consider transferring them elsewhere for treatment.  They are beneficiaries of clinical services, 

but also of the Church’s social teaching in action.  They named its effects as they saw them 

which included staff opening the clinic after hours to accommodate someone who couldn’t be 
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there during clinic hours for fear of losing her job, taking time with individual patients and their 

families, praying with them, assisting them in accessing income-generating activities, employing 

some of them in the program, recognising their rights as human beings.  Both locals and foreign 

nationals being asked to move experience fears of being discriminated against:  for having 

AIDS-related illnesses, for having been started on treatment in Church projects in the first place.  

Anxiety in foreigners is often compounded by their circumstances. 

Condom use remains a perpetual dilemma.  Our SACBC AIDS Office position has been over 

many years that people need to be informed of the Church’s teachings on sexual behavior before 

and within marriage; equally they need to be given the correct information about the efficacy of 

condoms when properly used.  After that they need to make their own informed decisions and 

follow their conscience.  The facts in practice are often clouded by statements by Church 

officials, and by the public’s willingness (often through the media) to beat on the Church as a 

kind of scapegoat for the ongoing transmission of HIV.  Every time we negotiate with DOH 

officials we have to find some way of constructively addressing the issue.  Many (though not all) 

DOH personnel are of the opinion that the Church’s position (or perceived position in some 

cases) is a major obstacle in the fight against AIDS, and certainly something that has to be dealt 

with if Department and Church are to work together.  The added complication at present in 

ongoing negotiations around the future and continued provision of treatment is the fact that the 

DOH expects facilities it supports, eg with ARV drugs, also to provide condoms.  On the face of 

it, and certainly for ill-informed DOH officials, it could look like “No condoms from the Church, 

no drugs from the DOH.” The SACBC AIDS Office has maintained its position, knowing that 

nurses and counselors working at grassroots in our facilities are often those who have to work in 

sometimes very difficult circumstances related to the issue. 
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Prevention of HIV infection remains a deeply challenging issue.  Even if the rate of infection is 

coming down in certain areas, and among certain sectors of the population, the fact  remains that 

too many people continue to be infected on a daily basis in the country.  If people were to take 

more responsibility for their personal behaviors some of these infections could be avoided.  This 

is indeed a difficult area for moral theology.  People bear the consequences of bad personal 

choices, and these have repercussions on others as new infections spread among different people. 

Clearly there are also people who bear the consequence of structural injustices and social 

realities over which they as individuals have little control:  women and girls who are raped, 

women and children who see prostitution or commercial sex work as a means of holding families 

together when there is no employment, communities where there is no social cohesion because 

of breakdown in societal norms and cultural values, migrant labor and resulting second families, 

and so on.  It is all too easy to blame individuals in these circumstances, and all too often we do 

from the comfort of a position where we don’t personally have to deal with a  breakdown in 

family life, unemployment, poor education and lack of formal employment. 

6. Some Concluding Remarks 

It has been said that AIDS hit South Africa at a very bad time when Apartheid was being 

dismantled and a new democratic South Africa was being created, with the related challenges 

involved.  Put differently, priority was given in the 1990s and beyond to building a new country 

(a difficult enough endeavor even without the unfolding devastation caused by AIDS across the 

sub-continent).  Poor training and capacity among AIDS workers was both a legacy of the 

apartheid system and a direct result of the AIDS pandemic which devastated communities and 

demanded that people with little background and skills in the areas concerned deliver services to 

patients and to children made vulnerable to AIDS. Seventeen years into democracy the socio-
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economic and political challenges facing South Africa remain enormous.  Urban informal 

settlement dwellers are often at the forefront of so-called “service delivery protests”, clamoring 

for houses, municipal services, employment, improved infrastructure.  Family life continues to 

take a knocking; often children grow up in one parent families, sometimes never knowing their 

fathers.  Crime and corruption are often perceived to be the order of the day, even when crime 

statistics are said to lower than on those of previous years.  The new middle class is often 

mercenary in its approach to making money, frequently at the expense of the poor.   

Despite the efforts of the Department of Health which has committed major resources to fighting 

AIDS one can sometimes be forgiven for thinking that the other problems facing the country take 

precedence over those related to AIDS.  Hence once more our recognition that universal access 

to treatment is far from a reality. 

Endnotes 

1. Approximately 5,7 million people are HIV-infected, 1,4 million of them on ARV 

treatment. 

2. The SACBC AIDS Office supports the response of the Catholic Church to AIDS in three 

countries, South Africa, Botswana and Swaziland.  This article relates to South Africa. 

3.  See also articles in this volume by Keenan, Azetop, Yarumenye. 

4. Drug prices have been reduced, but the costs of keeping many people on treatment are 

enormous. Drug costs are escalated when more effective/costly ARV regimens are 

provided to people with a CD4 count of 350. 

5. Estimated at more than a million people. 
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6. Catholic Relief Services in Baltimore, USA,  received a PEPFAR grant for treatment in 

nine countries. 

7. The then Minister of Health was known for “the beetroot and garlic” cure.  

8. The Church is seen now as a credible partner in the delivery of treatment services. 

Challenges remain around collaboration in public-private partnerships. 

 
9. St Mary’s Hospital in Mariannhill Diocese, owned by a religious congregation, serves as 

a public-sector hospital and receives a DOH subsidy. 

10. Sometimes patients are counselled in the church, and treatment provided in the sacristy.  

Elsewhere shipping containers and “park homes” are the clinic building. 

11. PEPFAR expected  US based organisations to hand over leadership of programmes to 

indigenous organisations, both a cost-cutting measure and a means to transfer skills.  The 

SACBC AIDS Office was the first programme to “transition”, chiefly because of the 

good working relations between CRS and the SACBC AIDS Office.  

12. So-called “down referral” centers often receive stable patients initiated on treatment 

elsewhere, and in need of chronic care.  This service takes the pressure off busy hospitals.  

13. CDC, headquartered in Atlanta, which manages several PEPFAR treatment grants has 

offices in Pretoria.   

14. FDA is the US drug approval body, MCC the South African one. 

15. This is because of the late presentation of people for treatment rather than with their 

being denied treatment at the higher CD4 count level. 
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16. The Johannesburg church facility that serves mainly foreigners has done tremendous 

work in referring documented patients on treatment to local clinics.  Good contact has 

been made with several clinics in Zimbabwe, from where most foreign nationals come, 

for referrals.  One obvious outcome of being able to refer stable patients elsewhere is that 

new patients can be initiated on treatment.  

17. The treatment of children is a challenge in South Africa, and similarly in the  Church 

program. Too few children are being initiated on treatment.  They are often undiagnosed 

sufficiently early, family consent for testing and treatment is sometimes not available, 

and drug regimens are seen as tricky.  

18. The oldest patient in the Church program to be initiated on treatment was over 70. 

19. People who “expect” the Church to provide treatment usually assume that “the Church 

has money” and can afford to pay.  

20. The Catholic Church program does not provide direct PMTCT, other than at a few 

facilities.  Patients are referred to the appropriate ante-natal services. 

21. One result of the criterion related to geographic location had the consequence of 

including many foreign nationals in the programme.  Because of the specific 

circumstances around their being there, it became clearer over time that some of them 

would return to countries of origin or settle elsewhere in South Africa.  Doctors and 

nurses determining who qualified for treatment clinically could not be expected to 

recognise various scenarios that could play out in the socio-economic and political arena. 

22. During adherence training patients take treatment for opportunistic infections before 

beginning ARV treatment itself. 
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23. Some personnel trained in Church programmes will be absorbed by the DOH.  This may 

not be true of some less qualified caregivers and counselors. 
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