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Understanding the Causal Relationship between ARV Treatment Failure and receiving a Temporary Disability Grant: A practical Study

By: Darren Gough
Acknowledgments:

I want to acknowledge the valuable work done by the staff of IYDSA, they deal with very emotional and trying issues.  They made the time to assist me in collecting the data for this paper.  The Social workers played a particularly important part by adding the interviews to their busy schedules.

The adherence monitors were willing to trust us with the information that they shared.  Some times personal information about the people with whom they have built strong relationships.  Thank you.
1.
 Introduction
South Africa is the wealthiest of country in Africa.  This is a country where people experience the kind of lifestyle that would be equivalent to the best offered by any developed nation.  In the same country however, 40 percent of the people live in abject poverty.

South Africa is also a country that has the largest HIV and AIDS case load.  This is marked by an escalating death rate, a growing orphan population and a growing demand for social assistance, as more and more people are plunged into poverty as a result of this pandemic.

The government of South Africa ideologically practices a development strategy that focuses on empowering people to participate in the economy, The intention of this is to limit dependence on government handouts.  This ideological position is tenuous as the extent of unemployment and poverty prevent this ideology from being realised.

The Department of Social Development (DOSD) provides a range of social grants, which are designed to assist individuals who are unable to provide for themselves.  Of the available grants, this paper focuses on the disability grant (DG), and a variation of this the temporary disability grant (TDG).  A person is able to access the TDG once their CD4
 count is 200 or lower.  This paper considers how this grant is implemented, and the resulting impact it has on those that gain access to it.
HIV and its resulting disease AIDS can be treated but not cured.  The Institute for Youth Development SA is a non government organisation that provides anti retroviral treatment through five ARV clinics in the Eastern Cape, the second poorest province in South Africa.  The data presented in this paper has been collected at three of these clinics and the data reflect a trend observed in patients attending these clinics.
Antiretroviral treatment is discussed, for example the fact that treatment is only effective if adherence is high.  Emil, P & Daniela, C. (2003:p684) explain that a patient must take 95% of their pills in order to achieve an 80% likelihood of HIV suppression below 50 copies per mil’.  With less than 95% adherence, the probability of suppression to an undetectable level drops to less than 50%.  Understanding the failure of treatment, which is indicated by a failure to effectively adhere to treatment forms the basis of the discussion in this paper. 
People stop their treatment for a range of factors; these include negative side effects, social pressure and poverty.  Poverty which is partially alleviated through a grant becomes poverty reinforced when the grant is removed.  The cost of treatment is often too great for people to bear.  

Gaining definitive information on the causal relationship between treatment failure and receiving a TDG is difficult, as the obvious subjects who would participate in such a study would not willingly provide an answer.  The research was therefore conducted through a qualitative survey of selected adherence monitors (AM).  These AM had worked with and built relationships with defaulted patients.  The resulting data shows that 33 percent of the cases reviewed stopped specifically because of the temporary disability grant being stopped.

The question of whether this information indicates that the temporary disability grant is a perverse incentive which results in people actively changing their behaviour in order to gain this incentive is not completely answered but the possibility is raised.  The discussion points out that the removal of the grant is a precursor to the patient failing treatment, and that the necessity for ongoing financial support is important in order to assist in maintaining high levels of adherence.

There is currently discussion on the possibility of a chronic disease grant being introduced to replace the disability grant and its variations.  This would cover all chronic diseases including HIV and AIDS.  The possibility of this becoming a  perverse incentive is strong.  This paper suggests that a basic income grant would eliminate any perverse incentives and assist the poor to actively participate in the economy, and ensure the maintenance of ARV treatment.  
 2.
Social assistance relieving poverty

The Department of Social Development (DOSD) provides a social assistance within a framework seeks to avoid dependency and encourage all ‘able bodied South Africans to enjoy the opportunity, the dignity and rewards of work and only people who are disabled or ill should get handouts.’ (Spokesperson for the Cabinet, Sunday Times cited in Meth, C. 2004: p 10) 

The DOSD (DOSD 2007) makes numerous declarations about its purpose and reason for existing, but for the purpose of this discussion, three statements will be repeated:  

· Because of our commitment to social transformation: We are committed to the agenda of social transformation that is embodied in the principle of social justice and the Bill of Rights contained in our Constitution. We endeavour to create a better life for the poor, vulnerable and excluded people in our society.

· Because our task is to reduce poverty and promote social integration: Our task is to develop and monitor the implementation of social policy that both creates an enabling environment for and leads to the reduction in poverty. We ensure the provision of social protection and social welfare services to all people who live in our land. We conduct research that develops the social indicators necessary for programme implementation and public accountability.

· Because our actions are based upon solidarity and engender self-reliance: As social service professionals, we act on the basis of solidarity with all of humanity. We seek to empower communities and engender self-reliance by creating conditions for sustainable livelihoods. This involves expanding the range of choices available to communities.

These three statements clearly express the view of the ruling party, the ANC. The President Thabo Mbeki (cited in Harman 2006: pg 81) states that the social and economic policy needs to avoid ‘trapping large numbers within the paradigm of poverty alleviation’.
Harman (2006: pp81-99) discusses the underlying motivation that influences the ruling parties understanding and motivation for the design of its policies.  A mindset where state welfare has been discredited as a “poverty trap”, a perverse incentive, which encourages inactivity and produces a culture of poverty.  

Absent from the ‘poverty trap’ discourse is a sense that the South African government does not truly comprehend the magnitude of the problem.  Meth (2004: p5) explains that among the eight million or so classified as unemployed, there are probably four or five million desperate people, willing to work at any wage, even that which exceeds the opportunity costs of accepting work.  These people are already in a poverty trap and are sorely in need of assistance to escape.

The Government of South Africa is using an Expanded Public Works Program (EPWP) as their strategy to avoid dependence.  The intention and eventual outcome, will not line up, the intention to avoid dependence and eliminate poverty.  For a poverty alleviation strategy to be effective, it needs ‘lift the poor above the poverty line, or endows them with the skills to enter the labour market or to start their own business’ (Meth, C. 2004: p6).  The EPWP will like social grants also create dependency, once the short term work ceases, people will remain in an environment which has not changed. 

3.
Grants and AIDS in South Africa

Grants are a form Social Assistance, this is in the form of a financial award, which according to Dr. ZST Skweyiya, the Minister of Social Development is provided by the government to residents who are unable to sustain themselves.  Theses grants are delivered through by the South African Social Security Agency (SASSA), who is responsible for the ‘delivery of social assistance grants to the poorest of the poor in South Africa’. (SASSA 2007)

Available grants are (SASSA 2007): 

· War Veteran grant 

· Old Age grant 

· Disability grant 

· Care dependency grant 

· Foster care grant 

· Child support grant

The Minister of Finance, Mr Trevor Manual announced in his 2007 budget speech a R50 increase in the disability grant (DG), from R820 a month to R870 a month, this would be effective from 1 April 2007. (Benton, S. 2007).  In doing this he continued the annual increasing of grants and reaffirmed the importance of the disability grant in the arsenal of grants provided by the South African DOSD.

The DG is paid to people who are 18 years and older, who are disabled for six months or more, and cannot support themselves because of the nature of their disability. In the case of permanent disability, the grant doesn’t expire. In the case of temporary disability grant, the grant will expire as determined by medical officer or an assessment panel. (DOSDEC 2007) 
A DG and its derivative a TDG is applied for by filling in an application form at a District Welfare office.  There is no cost for making an application, the candidate is interviewed, fingerprints are taken, and information on whether the individual qualifies for the grant is given.  Following this the candidate needs to undergo a medical examination. The degree of disability is assessed by a doctor who is appointed by the state.  The doctor completes a medical report and forwards the report to the DOSD. The report is valid for three months from the date the candidate is assessed. (DOSD Cape 2007) 

During the writing, research and preparation of this paper the author was unable to retrieve any confirmed guidelines for the issuing of a disability grant to a HIV+ positive person.  Neither the Social Development Procedure manual, scouring valid webpage’s, and requesting official guidance from the DOSD, resulted in no clear evidence or guidance on how or when a HIV+ person qualifies for a disability grant.  In spite of well communicated or defined guidance on who qualifies and why, there has been a major increase in the uptake of TDG as a result ‘of people becoming HIV positive and reaching the Aids stage of the disease’ (Schneider et al 2007 : pg 3).

It is commonly understood, however that the TDG is issued based on the candidate having a CD4
 count of 200.  The TDG has the same award amount as a DG but is limited in period, to either 6 months or 12 months, the time period is decided by the awarding Doctor. (DOSD Mpu 2007)
Of crucial importance to the discussion presented in this document, is the fact that a TDG lapses when the period is finished, and according to the SASSA (ibid) website may not be reviewed.  The TDG needs to be reapplied for.  The process and personal cost incurred by patients in seeking to have the grant reinstated is where the Grant, a TDG can be shown to affect consistent and efficacious ARV treatment.

The Social Assistance Act 13 of 2004 does, stipulate that the person should not refuse medication or other treatment that could improve his/her condition.  This clause would provide the grounds for a patient to be disqualified from receiving a grant, or for a grant to be reinstated.  The research carried out through IYDSA shows that patients actively stop treatment in order to have their grant restored.

4.
IYDSA treatment programme

The Institute for Youth Development SA is an indigenous organisation, which started in 2003.  The organisations first project focussed on the provision of food to families that had taken in AIDS orphans.  In May 2004 IYDSA began the process of training and establishing the systems necessary for the provision of ARV treatment in the Eastern Cape.  The first ARV treatment was issued to a patient at the Stutterheim clinic in November 2004.  The IYDSA ARV programme was the second programme to provide such treatment in the Eastern Cape.  The effect of being a pioneer in this area has meant that early on people travelled to the IYDSA clinics from a great distance, sometimes from up to 300 Km away.

IYDSA runs five ARV clinics in partnership with the Eastern Cape Government.  The clinics are located in East London, Port Elisabeth (Motherwell), Hamburg, Khomga, and Stutterheim.  The Head Office is in East London in the province of the Eastern Cape, the second poorest province of the nine South African provinces.

5.
 Maintaining treatment

Once on treatment, the most crucial aspect is ensuring adherence, failure to adhere to ARV treatment will result in negative outcomes, that not only affect the individual (consistently weaker immune system), the aid organisation (more expensive regimes) but also the whole HIV+ community (Resistant strains).   

Liu, H, et al  (2006: p 761) stat that despite the importance of adherence to ARV medications, suboptimal adherence is quite common and the measurement of adherence remains problematic.  The problems with adherence according to Giuffrida and Gravelle (1998: p 570) have no significant socioeconomic correlates. Non compliance is highly context driven, and in the context of poverty, where the only income available is through a disability grant, compliance will be affected.

IYDSA uses a system of monitoring adherence which includes the participation of AM  and a six monthly viral load test.  An AM is allocated to each patient who is enrolled in the ARV treatment program.  These monitors carry out random pill counts in order to ascertain whether the patient is consistent in taking their medication.
The viral load test measures the quantity of HIV RNA in the blood. Results are expressed as the number of copies per millilitre of blood plasma. The viral load provides evidence of consistent adherence.  As the net result of treatment will be the suppression of the virus.  Non adherence shows up in an elevated viral load.  

If the viral load is not suppressed, the clinic staff would then investigate whether the regime being used is effective against the patients strain of virus, if it is then this process will easily identify whether the patient is consistently adherent or not.
6
The Individual
6.1.
Why people stop their treatment

Treatment failure in the context of ARV treatment has consequences which unlike treatment failure in a person with a cardiac condition has an impact on more than one person.  The results of treatment failure include the spawning of drug resistant strains, loss of treatment options, multiplied costs and for the individual death.  When people stop their treatment this is considered treatment failure.

Some of the reasons people stop treatments are adverse side effects, social pressure and poverty.  These will be discussed briefly.

6.1.1.
Side Effects

Antiretroviral (ARV) drugs like most drugs have side effects.  Most people receiving Highly Active Antiretroviral Therapy (HAART) are likely to experience some side effects.  In spite of this most scientists and doctors agree that the benefits of ARV treatment outweigh the side effects of the drugs.   The possible major side effects to antiretroviral drugs drawn from AIDS.com
, these include: 

· Lipodystrophy and Wasting — changes in the amount and distribution of body fat and body muscle 

· Facial Lipoatrophy — loss of body fat around the face (e.g. sunken cheeks) 

· Hyperlipidemia — increases in blood lipids, notably cholesterol 

· Hyperlactatimia – Changes in the PH levels with the cells

· Fatigue and Anemia — lack of energy which can be caused by red blood cell count dropping 

· Peripheral Neuropathy — nerve damage causes tingling or burning in hands or feet 

· Nausea and Diarrhoea — upset stomach and liquid stool 

· Hepatotoxicity — liver damage caused by medication 
Most of these side effects may be managed, either through changing the drug regime, or changing the level of active ingredient that a patient may receive.  If these changes fail to resolve the side effect then the patient is taken off treatment.

6.1.2.
Social pressure

Social pressure takes on a number of forms and can include Stigma, and Family pressure.  The stigma associated with telling family members, or people within a social circle may be so great that the person stops treatment rather, than have their treatment expose their status.  An example of this is when a person needs to constantly hide their ARV treatment, in order to avoid discovery.

African cultures tend to be collectives, where the family plays a major role in the individuals’ decision making.  Anecdotal stories of families who have pressured the patient to forego their treatment in order to visit and follow the instructions of a traditional healer
 are common.  The WHO
 estimates up to 80% of people in Africa make use of traditional medicine.  As Traditional healers are skilled at treating opportunistic infections; people thus assume that these healers can treat AIDS. 

Socially, people have experienced rejection and physical abuse as a result of them disclosing their HIV status.  Much effort goes into educating communities and people with a view to fighting stigma.  The social effects experienced by people require a system that provides support and care, especially where individuals experience rejection and abuse.  In spite of these efforts, social pressure is still considered a contributor to treatment failure. 
6.1.3.
Poverty and the inability to access services.

Schneider et al (2007: pp 15-19) present case studies and data tables from the Agincourt SACOCO project (ASP), to discuss the ability or inability of impoverished ill to access medical services.  The Agincourt Demographic and Health surveillance site is set in two rural villages, one with a clinic and one without.  The cohort of 30 households all of which experienced a chronic condition had varied socio-economic status, and some access to social grants.  Presented are some of the findings as they appear, these provide a basis for understanding the effect of financial assistance in the lives of the chronically ill, impoverished people.

The ASP reported (Schneider et al 2007: p 15) that the average cost of a clinic visit including the transport to the health facility was R9 and R80 for an out-patient visit at a public hospital.  68 percent of those with a long term illness did not seek care in the preceding month, for 25 percent of these the reason was money, in the poorest quintile money was the reason for 34% of the cohort. 

Table 1: Average direct cost, in Rand, by type of provider

	
	Transport
	Consultation and drugs
	Food during time away from home
	Total cost of action

	
	Mean
	Median
	Mean
	Median
	Mean
	Median
	Mean
	Median

	Self-treatment outside home (n=46)
	
	
	
	
	
	
	74
	20

	Clinic (n=90)
	7
	0
	0
	0
	2
	0
	9
	0

	Public hospital outpatient (n=17)
	49
	26
	20
	6
	10
	0
	80
	44

	Faith healers (n=17)
	37
	0
	30
	0
	4
	0
	83
	21

	Traditional healers (n=11)
	44
	20
	97
	100
	1
	0
	142
	120

	Private doctors (n=28)
	32
	21
	103
	120
	10
	1
	146
	132

	Public hospital in-patient stays in last year (n=65)
	127
	92
	43
	0
	18
	0
	189
	132

	Clinic in-patient in last year (n=4)
	67
	69
	0
	0
	0
	0
	67
	69

	Traditional healer in-patient in last year (n=11)
	78
	56
	216
	150
	184
	0
	478
	312

	Faith healer in-patient in last year (n=5)
	109
	20
	208
	190
	122
	1
	439
	320

	Kruskal-Wallis with ties
	220.4
	
	177.8
	
	86.7
	
	246.5
	

	P value
	0.0001
	
	0.0001
	
	0.0001
	
	0.0001
	


Note: Self treatment outside home included getting treatment from a pharmacy, local shop, or herbs

Source: Household survey data

From the above table, one can see that those households that sought treatment, an average of 8.5 percent of income is spent on health care.  Internationally this is considered a high burden, where health costs above 10 % is considered catastrophic for poor households (Schnider et al 2007: p16).  In the poorest quintile the health care costs rose to 11.8%.  Note that transport costs made up 35 percent of health care costs and for the poorest quintile this average transport cost rose to 57 percent.  20 percent of the these households had to cut back on food in order to afford care. 

This data clearly shows the cost of accessing treatment, is distinct from the cost of treatment.  In order to get to the point of having a CD4 test, means that the person who could ultimately qualify for treatment and a TDG would already incur a cost which one may assume in many cases prohibits the impoverished from taking the 1st steps.

Social Science according to Russel, S (2005: p 287) can use cases to understand and build theory about poverty causation, identifying vulnerable groups and their characteristics, these aid in understanding the mechanisms that have made them vulnerable.  ‘Understanding the mechanism can only come through good cases’ Russell, S (2005: p 287).  The following two cases found in Schneider et al (2007: pp 17 -18) help to illustrate the current discussion.  
Case study 1: A man who had just been diagnosed HIV positive incurred consecutive monthly cost burdens of 48%, 25%, 58%, 34%, 12%,10% (health expenditure as a percentage of household expenditure) due to frequent visits to the district hospital in order to be tested for TB, then HIV, to receive his results, and to receive treatment for opportunistic infections. Having lost his job, he had no source of income, and was only able to seek care because his mother, a pensioner, was able to put aside sufficient funds each month.  Despite having no income, he was not given an exemption from hospital fees. If he had been given the opportunity to apply for a grant, much of this expenditure would have to have taken place prior to receipt of the grant. (Schneider et al 2007: p18)

Case 2: A man with HIV-like symptoms sought care twice at hospital incurring monthly cost burdens of 27% and 79%. He didn’t have sufficient resources to continue seeking care. He had applied for a grant, but died before it arrived. He had no relative with a pension who was able to assist.  (Schneider et al 2007: p 18)

In order to receive a TDG an applicant need to have a CD4 of 200, by this stage in the progression of their disease, they will have had to visit the medical facility, and gone through a range of tests over an extended period of time.  The cost burden for a family in poverty up to this point would be immense.  Once they have a diagnosis they would then need to begin the process of applying and waiting for the grant to be processed.

Russell, S. (2005: p 276) describes how ill health causes household impoverishment, through a ‘spiral of asset depletion, indebtedness and cuts to essential consumption.’  The critical nature of the grant as a source of income becomes apparent, it assists recipients and their kin ‘to confront the challenging realities of current market conditions’ (Harman, E. 2006: p81).  In fact these cash transfers are crucial for the ‘survival of the impoverished families and children’ (Triegaardt, J. 2005: p254).

7.
Research
7.2.
Methodology

Quantitative data was gathered from the existing records maintained by the organisation.  The question asked of the data system was:  How many people had stopped treatment over a specific period.  The data was filtered for those that had died and those who had been stopped because of side effects.

The data set remaining reflected people who had stopped their treatment because of their own choice.  This group of people formed the cohort from where the initial question would be answered.  Besides the ethics of asking this question of the defaulted patients, all of them had left the program and were effectively not contactable.  Pursuing these patients would yield little chance of any substantial data.  The focus of the qualitative questioning would be to the Adherence Monitors who worked with and visited these patients.

It was explained to the AM that they were at any personal risk when providing their observations, it was expected that the chances of gaining more accurate data would be possible.  The AM were given the assurance that the data would be treated confidentially and there would be no follow up on the patients who had left the program.  This assurance was further strengthened by the fact that many of the defaulting patients had left the area, and they were no longer contactable.

The Social Workers from each site were trained, and educated about the intentions of this research.  Time was set aside for them to do the qualitative interviews with the adherence monitors.  They then reported the results to the researcher who collated the data.

7.3.
Tables
Table 3: Number of records reviewed by site.
	Records viewed.
	 

	Hamburg = Total Records
	14

	Sophumelela = Total Records
	22

	Great Kei = Total Records
	18

	Total
	54


Of the five sites that IYDSA run, three sites were able to provide complete records, and these three sites were able to complete the interview process within the amount of time stipulated.  A brief description of the site follows the table reflecting the sites results.
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The Great Kei Treatment centre is considered a rural site.  The closest hospital would be in East London 80 Km away, to the west, and to the east, also 80 Km is Butterworth, where there is a new treatment site.  Butterworth is located in and area formally known as ‘Transkei
’, during the Apartheid years many black people were forcibly moved to this area.   
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The Hamburg Treatment centre is made up of two separate Container Clinics which are 30km apart.  The area served is rural.  The closest hospital would be Nompumelelo hospital in Peddie, 60 Km, to the North.  These clinics are located in an area formally know as ‘Ciskei’ also a ‘former homeland’
, this area is rural and poor.
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Sophumelela is located in the hart of East London, and is the largest of the IYDSA treatment facilities.  This facility currently treats 700 people with ARVs.  The clinic is located in an urban setting.
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From the data collected from the three treatment sites, this table provides a compilation of the data and reflects the overall trends. 

8.
Alternatives and suggestions

It is apparent from the research presented that there is a causal relationship between forgoing treatment and maintaining the TDG.  This causal relationship may be as a result of people benefiting from the treatment and the grant collectively, that is the treatment helps them to be healthy and the grant enables them to maintain their treatment.  If one or the other is removed, the person returns to a state that is more impoverished than before they started.  The cost of maintaining treatment is too costly and the TDG is an enabler for treatment.  The loss of this enabler means the loss of treatment.

In addition to this scenario, the TDG may be a perverse incentive.  An ‘incentives become perverse when an individual would be better off if they took a course of action in which someone else – normally a person or body in authority – disapproves’. (Steele M 2006: pg ii)

8.1.
Perverse incentive

Disapproval of people, who choose to not adhere to treatment, remain ill and, as result, retain their regular source of income, is clearly expressed by both the organisation providing treatment and the DOSD who provide the grant.  This behaviour is apparent to both parties, Steele (2006: p iii) states in a DOSD discussion document that perverse behaviour has become apparent amongst some beneficiaries and that the DG is used as a poverty alleviation grant rather than a compensatory grant.  In the case of IYDSA, the number of anecdotal stories from varying sources means that this is not an unknown practice.

Schneider et al (2007: pg 3) explain that historically, the TDG had been awarded to people with conditions such as Tuberculosis (TB), in order to tide them over while they are on medication
.  Schneider (ibid) continues to explain that many people with TB are unemployed, and are provided with the DG as an incentive to remain on the medication. The result of this paying to remain on treatment, becomes a perverse incentive, as these people, are unlikely to be employed when cured. 

An additional and perhaps greater concern in relation to the perverse incentive discourse is one where people are prepared to change their health status in order to access the financial reward of a DG.  That is when a person would willingly seek infection in order to qualify for a grant.  Anecdotally, there are cases of people buying infected blood to smear on an open wound in order to get infected with the HIV virus.  These are extreme stories, and may be urban legends, however in a context of poverty, normal logic and taboos, are not adhered to. 

8.2.
The Chronic Disease grant.

At the South African National Aids Council, a suggestion has been made that a ‘Chronic Disease Grant’ (CDG) be introduced; this would be accessible to ‘all people requiring chronic long term medication’ (Heywood, M. pers comm. 29 August).  This is being discussed as it is assumed the CDG would effectively negate the need for a DG.  Through this grant every person who has a chronic disease, including HIV and AIDS would qualify.  This would be inline with Governmental rhetoric about avoiding dependence, and be targeted at those who would specifically need the grant.  A second potential problem it would negate, is the topic of this paper, that is people purposely forgoing treatment in order to continue qualifying for the TDG.

The concept of a perverse incentive is to this author the very reason the CDG would suffer the same problems of the existing grants.  There is little evidence to prove the extent or effect of the perverse nature of the current grant system.  However showing that the current TDG does lead to undesirable behaviour provides support for the idea that people would and do change their behaviour in order to gain a financial benefit.
In the current context of unemployment and poverty, a combined message, one from the government that a grant is available combined with the promise of health through ARV’s, means the risk of choosing HIV for a financial benefit is removed.  The CDG would become a perverse incentive, especially as it includes all chronic diseases.

8.3.
The Basic Income Grant.
The destructive cycle, get a disease, access treatment, qualify for a grant, health improves, grant stopped, stop treatment, become ill, access the grant, go on treatment, health improves, loose the grant etc, is a cycle that needs to be circumvented.  For Gray (2006: 62) maintaining the DG, TDG and the potential CDG is not favourable to the future of South Africa, where 7 Million Tax payers support 10 million social grant recipients.  Gray (ibid.) predicts that this will lead ‘towards higher taxes, lower growth and higher unemployment’.

The need for a complete review and change to the current system of social transfer, in ‘order to enable the majority of people to have the ability and means to change their circumstances is crucial and urgent’ (Gray, M. 2006: p62).  This change can take the form of a Basic Income Grant (BIG).

The purpose of this paper is not to provide a comprehensive discussion and motivation for BIG, but the author sees this as a very effective tool for reaching those who are most disenfranchised in society, and will enable these same people to access health care, without the influence of a perverse incentive. 
Meth (2004: p1) states that the BIG ‘can eradicate most destitution, and lift as well, some substantial number out of poverty’.  Harman (2006: p92) supports this view ascribing BIG with the ‘potential to transform, or at least to begin transforming, social inequalities’.  How this would help treatment and Adherence is that basic needs would be met and this facilitates high adherence’. (Nachega, J. et al 2006: p 132).  Big would transcend the various current issues raised by the social transfer system currently employed in South Africa.

9.
Conclusion 

The land of plenty and the land of suffering, two different views of the same country.  South Africa is a country with a social system that provides disabled people with financial transfers which are intended to aid them while they are unable to work.  In spite of the government policy that seeks to create employment, which should prevent people from becoming dependant on social grants.  The context of high unemployment, poverty and the increasing AIDS pandemic, will however continue to drive the demand for social assistance and grants (Vorster, CITED in Steele, 2006: p1).
‘The aim of any social security policy is to provide assistance (rather than income replacement) in the form of cash and/or access to health’ (Schneider et al 2007: pg 5).  The history of South Africa includes a recent period where people were systematically disempowered through the Apartheid system.  This included a systematic marginalisation of a huge part of the South African Population.  The result is that unemployment for 25% of the population is not a choice but a historic reality.  The government is to be commended in its desire to see all people working.  A Basic Income Grant (BIG) gives a hand up, creating an environment for people to not only choose to work but to have the means to access work.

ARV treatment is a complex form of care to implement.  The cost of which is high, and requires a range a different participants to ensure that a single patient is adequately cared for.  It is imperative that the single patient is able to adhere to and maintain adherence, if their treatment it is to be effective.  Their commitment often requires them to carry the cost of returning for treatment.  This cost is often supplemented through a DG or TDG, however when the TDG is stopped it becomes impossible for some patients to continue until they are able to have the TDG restored.

Stopping a grant, removes the means by which people are able to maintain their treatment and so meet the required adherence which ensures effective treatment. The TDG as a cause of treatment failure is clear from the research and the fact that people forgo their treatment in order to regain the means that enabled them to access the mechanism that keeps them alive seems counter intuitive.  It is clear that a completely different approach is required. 

A TDG has a cost of R840 per person receiving the grant.  The provision of treatment has an average cost of R 8000
 per year.  That is for a person on ARV Regime 1A.  Once a person reaches a Salvage Treatment, the cost goes R 40 000.  The necessity to maintain effective treatment that includes higher than 95% adherence is crucial.  The potential for escalating costs is high, especially in terms of failed treatment, in the light of such cost, the way the social assistance program provides grants needs to be reconsidered and amended.
The spectre of the perverse incentive is real, especially when the assistance being offered is seen as the only means of survival.  A BIG would assist in avoiding this by helping people who are in a position of abject poverty to effectively access the various services and opportunities provided in society and by the government. 
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Figure 2: ‘Great Kei Treatment Failure’
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Figure 3: ‘Hamburg Treatment Failure’
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Figure 4: ‘Sophumelela Treatment Failure’
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Figure 5: ‘Reasons for stopping treatment’











� The CD4 cell count is a laboratory marker of the strength of your immune system. It helps to determine how advanced your HIV disease is and to predict your risk of complications. Normal CD4 counts in adults range from 500 to 1200 cells per cubic millimetre (mm3) of volume. When a person is HIV-infected, his/her CD4 count will slowly decrease. When the CD4 count is below 200 cells/mm3, a person is defined as having AIDS. (www.journaids.org/hivaidsoverview.php#whatishiv)





� The CD4 cell count is a laboratory marker, indicating the strength of the immune system. The test helps to determine how advanced the HIV disease, in addition it aids in predicting risk of complications. Normal CD4 counts in adults range from 500 to 1200 cells per cubic millimetre (mm3) of volume. When a person is HIV-infected, his/her CD4 count will slowly decrease. When the CD4 count is below 200 cells/mm3, a person is defined as having AIDS. (www.journaids.org/hivaidsoverview.php#whatishiv)


� See: � HYPERLINK "http://www.aidsmeds.com/articles/SideEffects_5034.shtml" ��http://www.aidsmeds.com/articles/SideEffects_5034.shtml�


� Traditional healers are people recognised by their communities in the use of indigenous medications (aka traditional medicine)


� WHO Traditional Medicine Strategy 2002–2005


� Transkei & Ciskei were the ‘home land of the Xhosa people.


� The Apartheid government determined that all black people come from a ‘Home land’ the traditional area of their tribe, as determined by the government at the time.  People were forcefully removed and placed in these ‘home lands’


� TB is in fact not a chronic condition but one that can be cured. But because of the historical inclusion of TB as a positive criteria for being awarded a TDG, On occasion patients would be prevented from continuing to work because of the infectious nature of TB, thus the qualification for the TDG.


� Based on the IYDSA budget, which has to be in line with international donors.  This cost is normally more competitive and therefore lower than the state cost.
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				HAMBURG   DEFAULTERS												Hamburg = Total Records		14

				FOLDER NO.		NAME		ID/BIRTH DATE		DATE		MONITOR		REASON

				Nor00099		Zita N		2/9/85		1/29/07		P Ngangani		Grant stopped		Grant stopped		3

				Nor00009		Goniwe M		6/5/73		1/29/07		N Yali		Grant stopped		No reason		4

				Nor00024		Nameka N		8/17/76		1/31/07		T Mbambatho		Alcohol abuse		Alcohol Abuce		3

				Wes00073		Nyathela N		1/1/82		2/15/07		N Potwana		Not known		Left the area.		5

				Wes00001		Dama Z		6807271015085		3/1/07				Not known

				Wes00035		Ncanywa N		9/6/75		3/27/07		T Ndlakuhlolo		Grant stopped		Sophumelela = Total Records		22

				Wes00004		Mati N		791201222080		4/3/07				Not known

				Wes00006		Mgquba N		11/8/80		5/8/07				She went to Port Alfred		Grant stopped		6

				Nor00007		Jubese N		12/8/82		5/21/07		N Yali		She went to work in East London		No reason		1

				Wes00020		Nyendwana  T		1/1/70		5/22/07		N Potwana		He went to look for a job in Cape Town		Alcohol Abuce		11

				Wes000025		Booi N		12/24/77		6/12/07		P Ngangani		Not known		Left the area.		12

				Ham00058		Ngqula N		8/4/70		6/14/07		S Baxa		Alcohol Abuse

				Nor00103		Mali Z		5/5/85		6/18/07		G Melani		Went to visit a boyfriend in Port Alfred

				Wes00063		Bhengu N		7/10/76		6/25/07		N Potwana		Alcohol abuse		Great Kei = Total Records		18

				Nor00045		Nani T		12/5/59		6/27/07		G Melani		Went to Transkei

				SOPHUMELA CENTRE-DEFAULTERS LIST MARCH2006-JULY2007												Grant stopped		12

				MONTH		NAME		ID		MONITOR		FOLDER:No		REASON FOR DEFAULT		No reason		4

				Mar-06		Zondani Zinziwe		7003200894084		Lumka				Left residential area		Alcohol Abuce		2

				Mar-06		Gola Ntombizanele		7212050871080		Nokulunga		735/2005		Alcohol		Left the area.		1

				May-06		Xubuzane Nonzame		7413300836089		Bongiwe		871/2005		Decided to stop taking treatment

				Oct-06		Bambata Nomaxabiso		6603050720080		Zanele		1229/2005		Grant could not be reviewed ,she left

				6-Sep		Feni Funeka		7804100342086		Nolilie		780/2005		Alcohol abuse		Total records		54

				Sep-06		Xatalaza Bulelwa		7604200855080		Mbuyie		804/2005		Left residential area		Total Effect

				Mar-07		Hletyiwe Monica		8207110289082		Wendy		54/2005		Alcohol,taking ARVs at Empilweni		Grant stopped		21

						Bazi Elethu		8409285378084		Zanele		701/2006		Went to live in rural areas		No reason		9

						King Millie		7102220077082		Poliswa		420/2007		Left EastLondon		Alcohol Abuce		16

						Mabhokela Themba		7010285648087		Vathiswa		248/2005		Problem with disclosure at work		Left the area.		18

						Malgas Nomthandazo		5402060456087		Lumka		1346/2005		Decided not to come

						Mavatha Nomfundo		6802030925088		Mbuyie		1296/2007		Alcohol

						Mthunzi Noma Lady		7309121114084		Mbuyie		1094/2005		Alcohol

						Pitso Misumuza		7311200854085		Nolilie		1212/20		Acohol

						Mzini Misikhaya		7507045917082		Nokuthula		959/2005		Not interested on ARVs

						Peter Xolani		8307215936080		Mbuyie		169/2006		Decided to stop taking treatment

						Solani Nocawe		774110260080		Nokuthula		326/2006		Left the residential area

						Zwelibanzi Nomonde		700926081		Nomakhaya		15/2006		Left the residential area

						Ntshika Monica		7312010679084		Mbuyie		1094/2005		Alchohol,changed ARV Site

						Bazi Zanele		6009170654086		Zanele		84/2006		Went to live in rural areas

				May-07		Majali Noxolo		7407150589083		Zanele		35/2005		Left East London

						Nkombisa Zukiswa		8001101105088		Mbuyie		634/2007		Left East London

				Jun-07		Tomose Nompumelelo		5804060268083		Mbuyie		508/2006		Alcohol

						Felem Xolani		5804060268083		Mbuyie		100/2006		Alcohol

				Jul-07		Sinyabi Siphokazi		8712151164086		Poliswa		1045/2006		Grant issue

						Vatyana Andiswa		8201210610081		Mbuyie		468/2005		Decide not to come

						Nqweniso Hamilton		5112255817080		Vivian		644/2005		Employed out of Town

						Zenziwe Neliswa		7407220657084		Lumka		324/2006		Alcohol

						Nohesi Zameka				Nokuthula		1287/2005		Employed out of Town

						Fihlani Sindiswa		5611030557085		Nolilie		316/2005		Alcohol

				Great Kei

				Date defaulted		Folder No.		NAME		Monitor		Return date		Reason

				6-Dec		239 /2005		Gamahleli Tshuruzo		DULCIE		MARCH		CD4 HIGH

				6-Nov-06		235 /2005		Goodman Somazembe		JENNIFER		APRIL		No reason

				FEBRUARY		48/2006		Bonelwa Molose		NTSIKI		JULY		No reason

				FEBRUARY		62/ 2005		Ntombizandile Mkaza		DULCIE		AUGUST		GRANT STOPPED

				FEBRUARY		32/2004		Stephen Lindelwa		NOZUKO		APRIL		GRANT STOPPED

				FEBRUARY		62/2005		Mkhaza Zandile		DULCIE		AUGUST		GRANT STOPPED

				MARCH		135/ 2005		Lidia Mbenekane		MOLOSE		MARCH		ART NOT TAKEN

				APRIL		103 /2006		Wiseman Dama		JENNIFER				CD4 HIGH

				JUNE		M05/2005		Thozama Njemdaka		NOZOLILE		AUGUST		Alcohol

				JUNE		M03/2005		Kwayimani Andiswa		NOZUKO		JUNE		Grant Stopped

				JUNE		41/2005		Gqibintetho Noluvuyo		NOMPHELO		JULY		Stopped

				JUNE		153/2005		Roloma Kholeka		MOLOSE				Grant Stopped

				JUNE		188/2005		Hofolo Nohnihna		MOLOSE		JUNE		Grant issues

				JUNE		17/2007		Ntshebe Thembisa		MOLOSE				Working in E.L

				JULY		155/2006		Sikani Danisile		MOLOSE				Alcohol

				JULY		m02/05		Jim Nobesuthu		NTSIKI		AUGST		CD4 HIGH

				JULY		68/2006		Yenani Mcoseleli		VUYOKAZI				Grant stopped

				AUGUST		38/2005		Thifela Bongiwe		NOMPHELO				CD4 HIGH

				AUGUST		M04/2005		Ntsede Ntombekhaya		HAZEL				Grant

				STUTTERHEIM

						NAME		MONITORS		D/M/Y				REASON

						1.Nosisi Tikiti		Inside Monitors		28-Jun-07				Referred to Nkqubela		Stutterheim

						2. Mendiwa Smayile		Linda		26-Jun-07				Went to Cathcart		Total Number ofRecored		11

						3. Thembisa Funani		Zimkhitha		10-May-07		T/F		Transferred to Sophumelele		Reasons:

						4.Buyiswa Mcwesana				25-Jul-07		T/F		Referred to Gray Hospital		Transfer / Referred

						5. Sakhumzi Stimela		Thembela		4-May-07		Failure		He was not ready		Failure

						6.Cwayita Bikitsha		Linda		26-Jun-07		T/F		Asked Transfer to Gauteng

						7. Hart Juliet		Thembela		26-Sep-06		No Reason		Went to Cape Town

						8.Nogqaza Cuba		Linda		24-Jul-07		No Reason		Moved to King William’s T.

						9. Bukelwa Maxolo		Thembela		4-Jul-07		T/F		Transfer to Johannesburg

						10. Philiswa Kedama		Ntomboxolo		18-Jun-07		No Reason		No reason but she is silly

						11. Sebenzile Peyi		Thembela		14-May-07		No reason		Went to Cape Town

				The cobver Up - went away, do not want to anymore
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				HAMBURG   DEFAULTERS												Hamburg = Total Records		14

				FOLDER NO.		NAME		ID/BIRTH DATE		DATE		MONITOR		REASON

				Nor00099		Zita N		2/9/85		1/29/07		P Ngangani		Grant stopped		Grant stopped		3

				Nor00009		Goniwe M		6/5/73		1/29/07		N Yali		Grant stopped		No reason		4

				Nor00024		Nameka N		8/17/76		1/31/07		T Mbambatho		Alcohol abuse		Alcohol Abuce		3

				Wes00073		Nyathela N		1/1/82		2/15/07		N Potwana		Not known		Left the area.		5

				Wes00001		Dama Z		6807271015085		3/1/07				Not known

				Wes00035		Ncanywa N		9/6/75		3/27/07		T Ndlakuhlolo		Grant stopped		Sophumelela = Total Records		22

				Wes00004		Mati N		791201222080		4/3/07				Not known

				Wes00006		Mgquba N		11/8/80		5/8/07				She went to Port Alfred		Grant stopped		6

				Nor00007		Jubese N		12/8/82		5/21/07		N Yali		She went to work in East London		No reason		1

				Wes00020		Nyendwana  T		1/1/70		5/22/07		N Potwana		He went to look for a job in Cape Town		Alcohol Abuce		11

				Wes000025		Booi N		12/24/77		6/12/07		P Ngangani		Not known		Left the area.		12

				Ham00058		Ngqula N		8/4/70		6/14/07		S Baxa		Alcohol Abuse

				Nor00103		Mali Z		5/5/85		6/18/07		G Melani		Went to visit a boyfriend in Port Alfred

				Wes00063		Bhengu N		7/10/76		6/25/07		N Potwana		Alcohol abuse		Great Kei = Total Records		18

				Nor00045		Nani T		12/5/59		6/27/07		G Melani		Went to Transkei

				SOPHUMELA CENTRE-DEFAULTERS LIST MARCH2006-JULY2007												Grant stopped		12

				MONTH		NAME		ID		MONITOR		FOLDER:No		REASON FOR DEFAULT		No reason		4

				Mar-06		Zondani Zinziwe		7003200894084		Lumka				Left residential area		Alcohol Abuce		2

				Mar-06		Gola Ntombizanele		7212050871080		Nokulunga		735/2005		Alcohol		Left the area.		1

				May-06		Xubuzane Nonzame		7413300836089		Bongiwe		871/2005		Decided to stop taking treatment

				Oct-06		Bambata Nomaxabiso		6603050720080		Zanele		1229/2005		Grant could not be reviewed ,she left

				6-Sep		Feni Funeka		7804100342086		Nolilie		780/2005		Alcohol abuse		Total records		54

				Sep-06		Xatalaza Bulelwa		7604200855080		Mbuyie		804/2005		Left residential area		Total Effect

				Mar-07		Hletyiwe Monica		8207110289082		Wendy		54/2005		Alcohol,taking ARVs at Empilweni		Grant stopped		21

						Bazi Elethu		8409285378084		Zanele		701/2006		Went to live in rural areas		No reason		9

						King Millie		7102220077082		Poliswa		420/2007		Left EastLondon		Alcohol Abuce		16

						Mabhokela Themba		7010285648087		Vathiswa		248/2005		Problem with disclosure at work		Left the area.		18

						Malgas Nomthandazo		5402060456087		Lumka		1346/2005		Decided not to come

						Mavatha Nomfundo		6802030925088		Mbuyie		1296/2007		Alcohol

						Mthunzi Noma Lady		7309121114084		Mbuyie		1094/2005		Alcohol

						Pitso Misumuza		7311200854085		Nolilie		1212/20		Acohol

						Mzini Misikhaya		7507045917082		Nokuthula		959/2005		Not interested on ARVs

						Peter Xolani		8307215936080		Mbuyie		169/2006		Decided to stop taking treatment

						Solani Nocawe		774110260080		Nokuthula		326/2006		Left the residential area

						Zwelibanzi Nomonde		700926081		Nomakhaya		15/2006		Left the residential area

						Ntshika Monica		7312010679084		Mbuyie		1094/2005		Alchohol,changed ARV Site

						Bazi Zanele		6009170654086		Zanele		84/2006		Went to live in rural areas

				May-07		Majali Noxolo		7407150589083		Zanele		35/2005		Left East London

						Nkombisa Zukiswa		8001101105088		Mbuyie		634/2007		Left East London

				Jun-07		Tomose Nompumelelo		5804060268083		Mbuyie		508/2006		Alcohol

						Felem Xolani		5804060268083		Mbuyie		100/2006		Alcohol

				Jul-07		Sinyabi Siphokazi		8712151164086		Poliswa		1045/2006		Grant issue

						Vatyana Andiswa		8201210610081		Mbuyie		468/2005		Decide not to come

						Nqweniso Hamilton		5112255817080		Vivian		644/2005		Employed out of Town

						Zenziwe Neliswa		7407220657084		Lumka		324/2006		Alcohol

						Nohesi Zameka				Nokuthula		1287/2005		Employed out of Town

						Fihlani Sindiswa		5611030557085		Nolilie		316/2005		Alcohol

				Great Kei

				Date defaulted		Folder No.		NAME		Monitor		Return date		Reason

				6-Dec		239 /2005		Gamahleli Tshuruzo		DULCIE		MARCH		CD4 HIGH

				6-Nov-06		235 /2005		Goodman Somazembe		JENNIFER		APRIL		No reason

				FEBRUARY		48/2006		Bonelwa Molose		NTSIKI		JULY		No reason

				FEBRUARY		62/ 2005		Ntombizandile Mkaza		DULCIE		AUGUST		GRANT STOPPED

				FEBRUARY		32/2004		Stephen Lindelwa		NOZUKO		APRIL		GRANT STOPPED

				FEBRUARY		62/2005		Mkhaza Zandile		DULCIE		AUGUST		GRANT STOPPED

				MARCH		135/ 2005		Lidia Mbenekane		MOLOSE		MARCH		ART NOT TAKEN

				APRIL		103 /2006		Wiseman Dama		JENNIFER				CD4 HIGH

				JUNE		M05/2005		Thozama Njemdaka		NOZOLILE		AUGUST		Alcohol

				JUNE		M03/2005		Kwayimani Andiswa		NOZUKO		JUNE		Grant Stopped

				JUNE		41/2005		Gqibintetho Noluvuyo		NOMPHELO		JULY		Stopped

				JUNE		153/2005		Roloma Kholeka		MOLOSE				Grant Stopped

				JUNE		188/2005		Hofolo Nohnihna		MOLOSE		JUNE		Grant issues

				JUNE		17/2007		Ntshebe Thembisa		MOLOSE				Working in E.L

				JULY		155/2006		Sikani Danisile		MOLOSE				Alcohol

				JULY		m02/05		Jim Nobesuthu		NTSIKI		AUGST		CD4 HIGH

				JULY		68/2006		Yenani Mcoseleli		VUYOKAZI				Grant stopped

				AUGUST		38/2005		Thifela Bongiwe		NOMPHELO				CD4 HIGH

				AUGUST		M04/2005		Ntsede Ntombekhaya		HAZEL				Grant

				STUTTERHEIM

						NAME		MONITORS		D/M/Y				REASON

						1.Nosisi Tikiti		Inside Monitors		28-Jun-07				Referred to Nkqubela		Stutterheim

						2. Mendiwa Smayile		Linda		26-Jun-07				Went to Cathcart		Total Number ofRecored		11

						3. Thembisa Funani		Zimkhitha		10-May-07		T/F		Transferred to Sophumelele		Reasons:

						4.Buyiswa Mcwesana				25-Jul-07		T/F		Referred to Gray Hospital		Transfer / Referred

						5. Sakhumzi Stimela		Thembela		4-May-07		Failure		He was not ready		Failure

						6.Cwayita Bikitsha		Linda		26-Jun-07		T/F		Asked Transfer to Gauteng

						7. Hart Juliet		Thembela		26-Sep-06		No Reason		Went to Cape Town

						8.Nogqaza Cuba		Linda		24-Jul-07		No Reason		Moved to King William’s T.

						9. Bukelwa Maxolo		Thembela		4-Jul-07		T/F		Transfer to Johannesburg

						10. Philiswa Kedama		Ntomboxolo		18-Jun-07		No Reason		No reason but she is silly

						11. Sebenzile Peyi		Thembela		14-May-07		No reason		Went to Cape Town

				The cobver Up - went away, do not want to anymore
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				HAMBURG   DEFAULTERS												Hamburg = Total Records		14

				FOLDER NO.		NAME		ID/BIRTH DATE		DATE		MONITOR		REASON

				Nor00099		Zita N		2/9/85		1/29/07		P Ngangani		Grant stopped		Grant stopped		3

				Nor00009		Goniwe M		6/5/73		1/29/07		N Yali		Grant stopped		No reason		4

				Nor00024		Nameka N		8/17/76		1/31/07		T Mbambatho		Alcohol abuse		Alcohol Abuce		3

				Wes00073		Nyathela N		1/1/82		2/15/07		N Potwana		Not known		Left the area.		5

				Wes00001		Dama Z		6807271015085		3/1/07				Not known

				Wes00035		Ncanywa N		9/6/75		3/27/07		T Ndlakuhlolo		Grant stopped		Sophumelela = Total Records		22

				Wes00004		Mati N		791201222080		4/3/07				Not known

				Wes00006		Mgquba N		11/8/80		5/8/07				She went to Port Alfred		Grant stopped		6

				Nor00007		Jubese N		12/8/82		5/21/07		N Yali		She went to work in East London		No reason		1

				Wes00020		Nyendwana  T		1/1/70		5/22/07		N Potwana		He went to look for a job in Cape Town		Alcohol Abuce		11

				Wes000025		Booi N		12/24/77		6/12/07		P Ngangani		Not known		Left the area.		12

				Ham00058		Ngqula N		8/4/70		6/14/07		S Baxa		Alcohol Abuse

				Nor00103		Mali Z		5/5/85		6/18/07		G Melani		Went to visit a boyfriend in Port Alfred

				Wes00063		Bhengu N		7/10/76		6/25/07		N Potwana		Alcohol abuse		Great Kei = Total Records		18

				Nor00045		Nani T		12/5/59		6/27/07		G Melani		Went to Transkei

				SOPHUMELA CENTRE-DEFAULTERS LIST MARCH2006-JULY2007												Grant stopped		12

				MONTH		NAME		ID		MONITOR		FOLDER:No		REASON FOR DEFAULT		No reason		4

				Mar-06		Zondani Zinziwe		7003200894084		Lumka				Left residential area		Alcohol Abuce		2

				Mar-06		Gola Ntombizanele		7212050871080		Nokulunga		735/2005		Alcohol		Left the area.		1

				May-06		Xubuzane Nonzame		7413300836089		Bongiwe		871/2005		Decided to stop taking treatment

				Oct-06		Bambata Nomaxabiso		6603050720080		Zanele		1229/2005		Grant could not be reviewed ,she left

				6-Sep		Feni Funeka		7804100342086		Nolilie		780/2005		Alcohol abuse		Total records		54

				Sep-06		Xatalaza Bulelwa		7604200855080		Mbuyie		804/2005		Left residential area		Total Effect

				Mar-07		Hletyiwe Monica		8207110289082		Wendy		54/2005		Alcohol,taking ARVs at Empilweni		Grant stopped		21

						Bazi Elethu		8409285378084		Zanele		701/2006		Went to live in rural areas		No reason		9

						King Millie		7102220077082		Poliswa		420/2007		Left EastLondon		Alcohol Abuce		16

						Mabhokela Themba		7010285648087		Vathiswa		248/2005		Problem with disclosure at work		Left the area.		18

						Malgas Nomthandazo		5402060456087		Lumka		1346/2005		Decided not to come

						Mavatha Nomfundo		6802030925088		Mbuyie		1296/2007		Alcohol

						Mthunzi Noma Lady		7309121114084		Mbuyie		1094/2005		Alcohol

						Pitso Misumuza		7311200854085		Nolilie		1212/20		Acohol

						Mzini Misikhaya		7507045917082		Nokuthula		959/2005		Not interested on ARVs

						Peter Xolani		8307215936080		Mbuyie		169/2006		Decided to stop taking treatment

						Solani Nocawe		774110260080		Nokuthula		326/2006		Left the residential area

						Zwelibanzi Nomonde		700926081		Nomakhaya		15/2006		Left the residential area

						Ntshika Monica		7312010679084		Mbuyie		1094/2005		Alchohol,changed ARV Site

						Bazi Zanele		6009170654086		Zanele		84/2006		Went to live in rural areas

				May-07		Majali Noxolo		7407150589083		Zanele		35/2005		Left East London

						Nkombisa Zukiswa		8001101105088		Mbuyie		634/2007		Left East London

				Jun-07		Tomose Nompumelelo		5804060268083		Mbuyie		508/2006		Alcohol

						Felem Xolani		5804060268083		Mbuyie		100/2006		Alcohol

				Jul-07		Sinyabi Siphokazi		8712151164086		Poliswa		1045/2006		Grant issue

						Vatyana Andiswa		8201210610081		Mbuyie		468/2005		Decide not to come

						Nqweniso Hamilton		5112255817080		Vivian		644/2005		Employed out of Town

						Zenziwe Neliswa		7407220657084		Lumka		324/2006		Alcohol

						Nohesi Zameka				Nokuthula		1287/2005		Employed out of Town

						Fihlani Sindiswa		5611030557085		Nolilie		316/2005		Alcohol

				Great Kei

				Date defaulted		Folder No.		NAME		Monitor		Return date		Reason

				6-Dec		239 /2005		Gamahleli Tshuruzo		DULCIE		MARCH		CD4 HIGH

				6-Nov-06		235 /2005		Goodman Somazembe		JENNIFER		APRIL		No reason

				FEBRUARY		48/2006		Bonelwa Molose		NTSIKI		JULY		No reason

				FEBRUARY		62/ 2005		Ntombizandile Mkaza		DULCIE		AUGUST		GRANT STOPPED

				FEBRUARY		32/2004		Stephen Lindelwa		NOZUKO		APRIL		GRANT STOPPED

				FEBRUARY		62/2005		Mkhaza Zandile		DULCIE		AUGUST		GRANT STOPPED

				MARCH		135/ 2005		Lidia Mbenekane		MOLOSE		MARCH		ART NOT TAKEN

				APRIL		103 /2006		Wiseman Dama		JENNIFER				CD4 HIGH

				JUNE		M05/2005		Thozama Njemdaka		NOZOLILE		AUGUST		Alcohol

				JUNE		M03/2005		Kwayimani Andiswa		NOZUKO		JUNE		Grant Stopped

				JUNE		41/2005		Gqibintetho Noluvuyo		NOMPHELO		JULY		Stopped

				JUNE		153/2005		Roloma Kholeka		MOLOSE				Grant Stopped

				JUNE		188/2005		Hofolo Nohnihna		MOLOSE		JUNE		Grant issues

				JUNE		17/2007		Ntshebe Thembisa		MOLOSE				Working in E.L

				JULY		155/2006		Sikani Danisile		MOLOSE				Alcohol

				JULY		m02/05		Jim Nobesuthu		NTSIKI		AUGST		CD4 HIGH

				JULY		68/2006		Yenani Mcoseleli		VUYOKAZI				Grant stopped

				AUGUST		38/2005		Thifela Bongiwe		NOMPHELO				CD4 HIGH

				AUGUST		M04/2005		Ntsede Ntombekhaya		HAZEL				Grant

				STUTTERHEIM

						NAME		MONITORS		D/M/Y				REASON

						1.Nosisi Tikiti		Inside Monitors		28-Jun-07				Referred to Nkqubela		Stutterheim

						2. Mendiwa Smayile		Linda		26-Jun-07				Went to Cathcart		Total Number ofRecored		11

						3. Thembisa Funani		Zimkhitha		10-May-07		T/F		Transferred to Sophumelele		Reasons:

						4.Buyiswa Mcwesana				25-Jul-07		T/F		Referred to Gray Hospital		Transfer / Referred

						5. Sakhumzi Stimela		Thembela		4-May-07		Failure		He was not ready		Failure

						6.Cwayita Bikitsha		Linda		26-Jun-07		T/F		Asked Transfer to Gauteng

						7. Hart Juliet		Thembela		26-Sep-06		No Reason		Went to Cape Town

						8.Nogqaza Cuba		Linda		24-Jul-07		No Reason		Moved to King William’s T.

						9. Bukelwa Maxolo		Thembela		4-Jul-07		T/F		Transfer to Johannesburg

						10. Philiswa Kedama		Ntomboxolo		18-Jun-07		No Reason		No reason but she is silly

						11. Sebenzile Peyi		Thembela		14-May-07		No reason		Went to Cape Town

				The cobver Up - went away, do not want to anymore
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				6-Sep		Feni Funeka		7804100342086		Nolilie		780/2005		Alcohol abuse		Total records		54

				Sep-06		Xatalaza Bulelwa		7604200855080		Mbuyie		804/2005		Left residential area		Total Effect
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				JULY		155/2006		Sikani Danisile		MOLOSE				Alcohol

				JULY		m02/05		Jim Nobesuthu		NTSIKI		AUGST		CD4 HIGH
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