
 
 

ERRATA 

BASIC LEVEL VOLUME II LEARNER GUIDE (Pre 12th Edition) 

 

Dear Learner and Tutor,  

 

Please note that as from 1st September 2016, the World Health Organization evidence based 
guidelines of Universal Test and Treat (UTT) would be implemented in South Africa. 

 

Also note that the complete ART Guidelines for South Africa are under revision. Treatment 
regimens in this module must still be followed until the finalized ART Guidelines become 
available, but as from 1st September 2016 according to the criteria provided in paragraph 3.3 
below 

 

Please replace the relevant paragraphs in your learner guide with those below. 

 

We apologise for any inconvenience. 

 

 

Thank you 

 



MODULE 10:   HIV/AIDS IN A WORKPLACE 

Please replace paragraph 3.3 Macrophages after the paragraph with the 4 illustrations on how the 
immune system fights disease with: 

3.3 Macrophages  
The macrophages eat and digest bacteria and other intruders.  These cells can provide a silent home for HIV where the 
virus is resting undetected 

Figure 1: How the immune system fights disease  (includes 4 illustrations) 

 

 

HIV attacks the CD4 cells. This is why people must measure (test) how many CD4 cells they have. The CD4 cell count is 
a very valuable and useful indicator of immune-capacity in people with HIV (Refer to Table 1 below: The presence of 
symptomatic disease and the CD4 count).  It is the most reliable predictor for the risk of developing opportunistic and 
symptomatic disease.  Various clinical management decisions, such as commencing prophylaxis (prevention) therapy or 
anti-retroviral therapy, may be considered if the CD4 counts are known. 

 

In the World Health Organization‟s (WHO) Guidelines: “Guideline on when to start antiretroviral therapy and on pre-
exposure prophylaxis for HIV” (available at: www.who.int/hiv/pub/guidelines/earlyrelease-arv/en/) published in September 
2015, recommendations were made with regard to when antiretroviral therapy should be started. 

 

Ïn the paragraph, with heading “Background”, is stated: 

“Mathematical models and ecological studies also suggested that initiating ART earlier could affect HIV incidence at the 
population level if there is high uptake of sustained testing, ART coverage and retention (28-32). For people with certain 
clinical conditions such as TB, hepatitis B (HBV) co-infection requiring HBV treatment, pregnancy, breastfeeding and HIV 
sero-discordant couples, the 2003 guidelines recommended initiating ART regardless of WHO clinical stage or at any CD4 
cell count. 

 

The benefits of earlier ART initiation in these guidelines include: „fewer events of severe HIV morbidity and disease 
progression, improved uptake and initial linkage to care, better immune recovery and decreased HIV transmission……  “ 

  

In the START study (Strategic Timing of Antiretroviral Treatment (START) it was found that “most events occurred when 
CD4 counts were higher than 500 cells/mm3. The study also showed that immediate ART reduced both AIDS-related and 
non-AIDS related events, but the benefit was greater for AIDS-related events. Tuberculosis (TB), Kaposi sarcoma and 
lymphoma ―the most common AIDS-related events ― all occurred less frequently in the immediate ART group. Cancer 
rates (combining AIDS and non_AIEDS malignancies) were lower in the immedicate ART group, but cardiovascular disease 
rates were similar between groups. These effects were consistent in countries of different income levels and across 
geographical regions”. 

 

“The HIV Prevention Trials Network (HPTN) 052 study showed that starting ART early reduced the overall risk of HIV 
sexual transmission to uninfected partners by 93%”. 

 

Comparing benefits and harm of ART, it was recognized more and more that where there is high burden of HIV and TB 
infections, an increase in ART coverage is linked to a decrease in TB case notifications. If ART is started earlier, this will 
probably improve further. 

 

The Minister of Health announced in his budget speech on 10 May 2016, that South Africa would implement the WHO 
strategy of Universal Test and Treat (UTT) by 1 September 2016 according to the WHO new guidelines on HIV treatment.   

 

In a circular regarding  IMPLEMENTATION OF THE UNIVERSAL TEST AND TREAT STRATEGY FOR HIV POSITIVE 
PATIENTS AND DIFFERENTIATED CARE FOR STABLE PATIENTS disseminated by the National Department of Health 
to national, provincial and district managers, hospital CEOs, PHC managers, district clinical specialist teams, doctors, 
nurses and pharmacists, the Eligibility Criteria for UTT are as follows: 

As from 1st September 2016 the starting of patients on lifelong ART, the following criteria, as pasted below, shall apply: 

 All HIV positive children, adolescents and adults regardless of CD4 count will be offered ART 

 Patients in the Pre-ART and Wellness programme shall be considered for UTT. 

 Willingness and readiness to start ART shall be assessed and patients who are not ready after assessment 

shall be kept in the wellness programme and continuous counselling on the importance of early treatment and 

scheduled CD4 as per SA clinical guidelines shall continue at every visit. 

 Baseline monitoring. of CD4 count will still. be done as it is the key factor in determining the need to initiate 

Opportunistic Infection prophylaxis at CD4 <200 cells/mm3, identify eligibility for CrAg at CD4 <100 (i.e. 

screening for Serum Cryptococcal Antigen in patients with CD4 <100 cells /mm3) , prioritisation at CD4 <350 

cells/mm3 and fast tracking at CD4 <200 cells/mm3. 

 

Timing of ART initiation 

ART should be started as soon as the patient is ready and within 2 weeks of CD4 count being done 

 

Fast Track Initiation 

HIV stage 4 

Patients with CD4 < 20 cells/mm3 

 

Immediate priority: 

All HIV-positive pregnant or breastfeeding women, with no active TB of contraindication to first line ART, i.e. TDF/FTC/EFV 

(TEE FDC) 

 

In case of TB: 

 If diagnosed with TB, start TB treatment first, followed by ART as soon as possible and within 8 weeks. 

 If CD4 <50 cell s/mm3 initiate ART within 2 weeks after starting TB treatment, when the patient's symptoms are 

improving and TB treatment is tolerated. 

 If CD4 >50 cells/mm3 initiate ART within 8 weeks after starting TB treatment. 

 In cases with Cryptococcal or TB meningitis defer ART initiation for 4-6 weeks. 

 

http://www.who.int/hiv/pub/guidelines/earlyrelease-arv/en/


Clinical monitoring for all patients 

 HIV testing services and clinical monitoring of patients will be done according to the SA clinical guidelines. 

 An addendum will be .included in the revised National consolidated Adult ART guidelines for the Prevention of 

Mother-To-Child Transmission of HIV (PMTCT) and the Management of HIV in Children, Adolescents and 

Adults. 

 

Differentiated Care for stable adult patients 

In order for South Africa to realize implementation of UTT, there will be a need for all high volume facilities to free up space 

and human resources at facilities through implementation of differentiated care facility decongestion strategies. 

Differentiated care facility decongestion strategies provides benefits to adherent and stable chronic patients with a faster 

service and flexibility to choose their preferred medication collection service (client-centered focus) through 3 options that 

are reflected in the adherence policy and service delivery guidelines, mainly: 

1. Spaced and Fast Lane Appointment system (also known as ICDM); 

2. Adherence Clubs (AC); and 

3, Central Chronic Medication Dispensing and Distribution (CCMDD). 

 

 

IMPORTANT: 

The full ART Guidelines for South Africa are under revision. Treatment regimens given in this module must still be 
followed until the finalized ART Guidelines become available, but, as from 1st September according to the criteria 
provided in the above paragraphs. 

 

All information in Paragraph 7.3  Anti-Retroviral Treatment is therefore left unchanged until the finalized ART 
Guidelines for South Africa are available. 

 

 

 

 

Please replace paragraph 7.1 with the information below: 

7.1Epidemiology  

Size of the epidemic (Global Health Observatory (GHO) data 
 

 

Number of people (all ages) living with HIV 
36.7 [34.0–39.8] million people were living with HIV worldwide in 2015 

 

Prevalence of HIV among adults aged 15–49 (%) 
0.8% [0.7–0.9%] million people died of HIV-related illnesses worldwide in 2015 

 
Number of deaths due to HIV 
1.1 million [940 000–1 300 000] people died of HIV-related illnesses worldwide in 2015 

 
Source: http://www.who.int/gho/hiv/epidemic_status/en/ [Date accessed: 07 September 201)] 

Global situation and trends:  

Since the beginning of the epidemic, more than 70 million people have been infected with the HIV virus and about 35 million 
people have died of HIV. Globally, 36.7 million [34.0–39.8 million] people were living with HIV at the end of 2015. An 
estimated 0.8% [0.7-0.9%] of adults aged 15–49 years worldwide are living with HIV, although the burden of the epidemic 
continues to vary considerably between countries and regions. Sub-Saharan Africa remains most severely affected, with 
nearly 1 in every 25 adults (4.4%) living with HIV and accounting for nearly 70% of the people living with HIV worldwide. 

(Source:http://www.who.int/gho/hiv/en/ [Date accessed: 07 September 2016] 

 

Towards the end of the module; we will discuss the implications of the HIV/AIDS pandemic in more detail. 

 

http://www.who.int/gho/hiv/epidemic_status/en/
http://www.who.int/gho/hiv/en/


Paragraph 7.3  Antiretroviral treatment (ART) 

Please add the following directly underneath the heading: 

“Please remember the ART guidelines have not been finalized yet and are therefore unchanged in this module. UTT criteria 
are provided in paragraph 3.3  Macrophages”. 

 

 

Add to  7.3.3 Glossary: 

   UTT Universal Test and Treat 

 

 

 

Please replace the complete paragraph 11.2 Impact on individuals and communities with the 

following: 

11.2   Impact on individuals and communities 
HIV/AIDS is a sociological problem.  It affects mostly the active working population, parents and the succeeding 
population.   

The life expectancy (the period a person is expected to live, in years) of people with HIV/AIDS will decline (get less).  
There will be a general trend and variations across countries (see figure below). 

 

The paragraphs and tables following were pasted from the source:  
Staff wirter. 2016. Life expectancy in South Africa vs the world.Available at: http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-the-
world/. Accessed: 07 September 2016) 

A new report from the World Health Organisation (WHO) shows that global life expectancy increased by five years between 
2000 and 2015. 

Globally, life expectancy has been improving at a rate of more than 3 years per decade since 1950, with the exception of 
the 1990s. During that period, progress on life expectancy stalled in Africa because of the rising HIV epidemic; and in 
Europe because of increased mortality in many ex-Soviet countries following the collapse of the Soviet Union. 

According to the WHO, global life expectancy in 2015 was 71.4 years.  Twenty-nine countries have an average life 
expectancy of 80 years or higher. 

On average, women live longer than men in every country of the world and in every WHO region. Overall, female life 
expectancy is 73.8 years and male life expectancy is 69.1 years. 

Life expectancy exceeds 82 years in 12 countries: Switzerland, Spain, Italy, Iceland, 
Israel, France and Sweden in the WHO European Region; Japan, Singapore, Australia, and the Republic of Korea in the 
WHO Western Pacific Region; and Canada in the WHO 
Region of the Americas. 

At the lower end of the range there are still 22 countries with a life expectancy of below 60 years – all of them in sub-
Saharan Africa. 
Countries with the highest life expectancy 

Rank Country Age 

1 Japan 83.7 

2 Switzerland 83.4 

3 Singapore 83.1 

4 Australia 82.8 

4 Spain 82.8 

6 Italy 82.7 

6 Iceland 82.7 

8 Israel 82.5 

9 France 82.4 

9 Sweden 82.4 

10 Republic of Korea 62.3 

In Africa, the Maldives tops the list, followed by Algeria, several other North African countries, and a few Island countries. 

South Africa is a lowly 24th on the continent; however, an improvement in medical treatment for HIV has seen a 
dramatic increase in life expectancy over the past decade. 

Countries in Africa with the highest life expectancy 

Rank Country Age 

1 Maldives  78.5 

2 Algeria 75.6 

3 Tunisia 75.3 

4 Mauritius 74.6 

5 Morocco 74.3 

6 Cape Verde 73.3 

7 Seychelles 73.2 

8 Libya 72.7 

9 Egypt 70.9 

10 Sao Tome and Principe 67.5 

 
24 

 
South Africa 

 
62.9 

http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-the-world/
http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-the-world/


Source: Staff wirter. 216. Life expectancy in South Africa vs the world.Available at: http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-
the-world/. Accessed: 07 September 2016) 

 

A person discovering he/she is HIV positive is in shock and this leads to rejection, isolation and abuse.  Employers, 
insurance companies and others often discriminate against them.  Therefore it is important that we create the positive 
environment in our workplace, to support and assist co-workers with HIV/AIDS. 

 

HIV/AIDS in a family creates financial problems since there is a loss of income because the breadwinner dies or is too 
sick to work.  A family member may decide to leave work to care for the sick relative.  More money and time is spent on 
the sick relative resulting in less money to pay for general living costs.   

 

 

 

Thank you. 

http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-the-world/
http://businesstech.co.za/news/lifestyle/124343/life-expectancy-in-south-africa-vs-the-world/

