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ABSTRACT 
 

Introduction: In April 2019, Beyond Zero was funded by Global Fund to implement a comprehensive intervention 

programme to prevent/ reduce HIV, STIs and TB infections in men having sex with men (MSM) and the transgender (TG) 

people in nine and four districts of six and four provinces, in South Africa, respectively. Beyond Zero implementation model 

adopted a combination prevention approach with three main components including behavioural, biomedical and structural 

components with these entrenched on a peer-led approach implemented through the sub-recipients (SRs).  

 

Part of the condition was for Beyond Zero to assess mid-term progress on the implementation of the project. To ensure 

objectivity, Beyond Zero then sourced services of an eternal provider to undertake the evaluation.  

  

Purpose: To conduct a mid-term implementation evaluation covering the first half of the three-year grant period i.e April 

2019 to September 2020 with the following objectives: 

 

a. To describe how services are being delivered (DOH providers, SRs, Beneficiaries) 

b. To document barriers and facilitators to accessing health services for MSM and TG people as well as the larger 

structural influences on sexual and health seeking behaviors such as stigma and discrimination; (DOH service 

providers, SRs, Beneficiaries) 

c. To assess whether organizations directly providing services to MSM and TG people have standard operating 

procedures, functional supervision mechanisms, monitoring and reporting systems, and administrative, management, 

and planning capacity; and (SRs) – Governance issues 

d. To document efforts to increase stakeholder and organizational coordination and to address social, cultural, religious, 

political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 

 

Methodology: 

 

Study design: Cross sectional mixed method approach was used to evaluate the programme.  

• Quantitative methods: Beneficiary Satisfaction Survey was conducted using a semi-structured questionnaire to 

explore MSM and TG beneficiaries’ perspective of the programme, programme services they utilise and their 

satisfaction levels with the programme and services. The questionnaire was administered telephonically by an 

interviewer with a maximum interview time of 30 minutes. A multistage clustered random sampling approach was 

done to select beneficiaries from Beyond Zero database for both registered MSM and TG programme users. 

Sample sizes of 385 and 348 were estimated for MSM and TG people respectively and these were allocated 

proportionally to the MSM and TG population size in the districts participating in the intervention programme. 

 

• Qualitative methods: In-depth interviews and Focus Group Discussions (FGDs) in line with the evaluation 

objectives, explored various categories of the intervention programme stakeholders including programme 

beneficiaries, peer educators/ navigators and programme managers as well as other key informants including 

LGBTI, AIDS Council and Civil Society. Purposive sampling was conducted for these interviews with a total of 21 

interviews conducted across the various categories; districts were twined for the FGDs. 
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Findings: 

 

The programme implementation started a quarter late whilst systems were being put in place and some changes in districts 

occurred. Over and above this, the onset of the COVID19 pandemic and lockdown also had its impact that required some 

programme adjustments having to be made. The programme findings therefore have to be interpreted in this context. 

BSS: The beneficiary satisfaction survey response rate was poor at 1.6% (6/385) and 2.9% (10/348) for MSM and TG 

people survey components respectively. In contacting the beneficiaries, the following challenges were encountered: 

- Some SR’s indicated that there were duplicates in the sample, lowering the requested sample size 

- Some beneficiaries could neither be traced nor reached because;  

o some had wrong cellphone numbers and/or changed their contact numbers 

o some beneficiaries had no contact details attached to them  

o other beneficiaries had no name and/or contact allocated to UIC number  

o some cellphone numbers were on voicemail or were not answered.   

o five of the nine districts (55.6%) did not send any responses back to the team 

- Amongst the beneficiaries who agreed to be contacted by the evaluation team, some indicated that they don’t 

know about the program and/or were not getting any services from the programme or SR. However, they admitted 

meeting individuals who promised to call back to explain about the programme, hence they gave their contact 

details. 

- Focus group discussions and in-depth interviews alluded to information challenges as follows: 

o Incorrect information was provided to the programme by the clients 

o Poor sense of commitment to the programme from the MSM and TG clientele 

o The ‘REACH’ recruitment form that needs review and existing gaps discussed in this report, to be 

addressed  

 

During the first half of the programme implementation, two of the four key monitored output indicators i.e clients reached 

with the HIV intervention programme and the number of clients tested for HIV performed well with most districts performing 

above the set mid-term targets and overall performance of 87% and 130% respectively. Enablers included:  

 

• rigour in planning with weekly mop-up activities to minimise backlog where targets were not achieved 

• programme outreach activities including health and sexual reproductive health education sessions, one–on-one 

client sessions with peer educators that clarified MSM and TG people confusion about their sex and sexuality 

issues 

• peer educators’ innovative recruitment strategies guided by respect and confidentiality regarding client information 

and sexuality 

• Clientele appreciative perspective of the programme with the realisation that men (and not only MSM and TG 

people), are keen to access the health care services should the barriers, which are contained and discussed 

extensively in this report, be addressed.  

• Availability of information through various platforms including social media, print and other IEC materials 

• Introduction to new prevention strategies as well as the exposure and availability of new commodities including 

PrEP and HIV self-testing (HSS) kits. 

• Appreciation of programme support provided by the programme personnel 

 

Whilst there had been a significant improvement in indicator performance over the quarters of the implementation period, 

the three indicators, i.e clients reached with the intervention, PrEP use and linkage to care amongst the MSM did not meet 

the mid-term targets and performed overall at 64%, 25% and 66% respectively; amongst the TG people PrEP use performed 

at 80% ranging from 14% to 145 % in the districts. Amongst MSM, PrEP use increased from 10% at end March 2020 to 

35% at end September 2020 with Bojanala Platinum district having not initiated any clients on PrEP. This report discusses 

programme experiences, service delivery strategies and challenges that had been experienced during the 18 months of 

programme implementation and which are significant for the programme roll-out by the Department of Health (DOH) and 

how this programme can address these to ensure successful implementation moving forward. 
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Against the high prevalence of HIV reported amongst the MSM, the overall yield of 3% (ranging from 1% to 16% in districts) 

and 7% amongst the TG people (ranging from 3% to 15% in the four districts) was achieved. Some of the programme users 

were reported to be already on ART and are therefore not tested. Prevalence survey amongst this population need to be 

done using proper scientific methodologies.   

 

The programme structural approach includes the linkage officer at facility who fast-track, amidst the long queues and the 

long waiting times at facilities, the initiation process. Whilst this approach is working for the programme and is highly 

appreciated by MSM and TG beneficiaries, the overall view is that it’s not sustainable. Respondents advised that Beyond 

Zero comes up with a successful and sustainable implementation model without practising preferential treatment to the 

MSM and TG clients.  

 

Regarding biomedical services, the beneficiaries gave recommendations on which Beyond Zero can build on in crafting 

their model;  

• They advised community-based, PHC services delivered through mobile clinics, manned by at least a 

Professional nurse (PN) who will also provide treatment to the users rather than referral to health facilities.  

• They requested additional services to those provided by the HIV prevention programme, including screening and 

treatment of chronic diseases. Investigations following screening to be done by the mobile clinic without the users 

having to go and sit in long queues in the clinics. 

• They suggested Beyond Zero to benchmark a sustainable model they will sell to the funder that will, for a greater 

part, address the health issues of MSM and TG population; the idea of Centres of Excellence, existing clinics that 

will have special MSM and TG people clinics and manned with doctors trained and who have knowledge and skill 

to attend to the MSM and TG population health.  

• The SA policy framework was regarded as good with the problem being poor implementation of the policies. Also, 

the beneficiaries of the policies do not know the policies that relate to their health rights; example of National 

Health Act was cited with most SA citizens having misconception that it’s meant for health professionals only.  

• However, there are issues that are demanded by MSM and TG populations which are not covered as yet by the 

policy framework; these, for example, include patient folders and ablution facilities which are designed in a binary 

fashion and have no consideration for non-gender conforming groups. It was suggested that these should carry 

the “third gender” and health facilities to have unisex ablution facilities. 

• Health facilities were regarded as highly competent in the clinical space but poor in implementing, observing and 

embracing population and sexual diversity and that the minority groups are greatly disadvantaged in health 

settings;  

• Labelling of PrEP to articulate PrEP as it is easy mistaken as ART, causing problems of mistrust regarding one’s 

HIV status, and recommendation for use by all clinic users was made to divert the stigma and attention to the 

MSM and TGs as the only user provided. 

• Whilst the advantage of using PrEP was highly appreciated, taking PrEP on a daily basis was cited as a challenge 

hence non-compliance and drop-out rate is high. They recommended introduction of long acting injectable PrEP. 

• Transgender people made a plea for health facilities to provide the hormone therapy and that it should not be 

confined to facilities in big cities only. They have to spend money travelling far from home to access this service. 

 

Enablers, barriers and gaps to service delivery including training, communication strategies and support systems are 

discussed. Issues of the need for IEC materials, strengthening of the M&E systems and improving data quality are 

highlighted. 

 

Variations were reported in the implementation by SRs on the structural components. Issues around youth MSM and 

programmes for those in school as well as strengthening the implementation of family dialogues. Some peer educators 

preferred to conduct their outreach in towns to avoid interactions with the community leaders. A need to educate the 

community leaders regarding health of their communities and the social determinants of health was emphasized to observe 

sexual, cultural and population diversity and how this impact the community health status and for the community leaders to 

be able to advocate and articulate their community health needs encompassing all population groups. 
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CHAPTER 1: INTRODUCTION 
 

1. NTRODUCTION 
  

In response to South Africa’s National Strategic Plan (NSP) 2017 – 2022, Global Fund funded Beyond Zero (BZ) as a 

principal recipient (PR), to implement an intervention programme to reduce the incidence of HIV, STIs and TB amongst 

Men having Sex with Men (MSM) and Transgender (TG) populations in the country. The goal is to reach all key and 

vulnerable populations with customised and targeted interventions and to ensure that nobody is left behind. To reach the 

key and vulnerable populations, specific strategies with packages tailored to their needs, are required to be implemented 

in addition to all the other services relating to HIV, TB and STIs, described in the plan as well as to provide these to everyone 

who needs them. The NSP promises that: 

 

• Services and information will be customized to address the unique needs of key and vulnerable populations,  

• Respect for and protection of the human rights of key and vulnerable populations is a fundamental principle of 

the NSP.  

• Scale-up will aim to ensure that, by 2022, at least 90% of all key and vulnerable people have access to 

comprehensive, integrated services, including targeted social and behavior change communication.  

• There will be increased access to health services through differentiated service delivery approaches that are 

tailored for the populations served.  

• Particular efforts will be made to expand access to peer-involved and/or peer-led psychosocial support, 

information-sharing, adherence support and risk-reduction counselling, with reasonable access being provided 

for people with disabilities.  

• Innovative methods will be used to deliver these services, including comprehensive and 

• holistic ‘one-stop shop’ approaches, dedicated services, and alternative hours and days. 

• Physical and virtual ‘safe spaces’ will be created to serve as entry points to social and health services for key and 

vulnerable populations. 

 

HIV prevalence  

 

The review of literature on HIV and AIDS shows statistics on HIV disease burden to be scanty amongst the LGBTI groups 

including the MSM and TG people. This gap was identified in the NSP as well, emphasizing the need for “higher priority to 

be placed on the collection and timely use of high-quality data to guide and inform programmes and policies”. Available 

data however, shows that whilst the HIV prevalence amongst the general population is decreasing, it remains high amongst 

the MSM and the TG people.  In Cape Town and Port Elizabeth, South Africa, Sullivan, Phaswana-Mafuya et al (2020) 

reported HIV prevalence of 43% (95% CI: 38 to 49) amongst MSM and TGW, with HIV awareness status of 50% as well as 

an annual incidence of 6.2% (CI: 2.8 to 11.8) with younger population having significantly higher rates (18 to 19 years) MSM 

and TGW (MSM: 21.8% (CI: 1.2 to 100); TGW: 31.0 (CI: 3.7, 111.2)). A study conducted at sites in Kenya, Malawi and 

South Africa found an overall incidence rate of 6.96 per 100 per-person years of follow-up, meaning that each year 7% of 

participants acquired a new HIV infection. Incidence was especially high among participants recruited in Cape Town, South 

Africa. Presence of a rectal sexually transmitted infection (STI) at enrolment was the key risk factor for HIV seroconversion 

(Michael Carter, 2018). 

 

MSM are reported to be at higher risk of contracting HIV than men in the general population. UNAIDS (2020) showed that 

globally, gay men and men having sex with other men accounted for 23% of new HIV infections in 2019, clients of sex 

workers and sex partners of all key populations accounted for 19% and the transgender people accounted for 2%. Further, 

studies have shown prevalence of HIV of 17.8% ranging from 3.7% and 33.5% (Hessou, Glele-Ahanhanzo, et al., 2019). In 

Malawi HIV prevalence of 18.2% (95% CI 15.5% - 21.2%) was reported (Wirtz L, Trapence G, et al, 2017) whilst UNFPA 

reported prevalence ranging from 13% - 17% in sub-Saharan Africa. The high prevalence is attributed to risky behaviours 

including unprotected sex with unprotected anal sex most prevalent in MSM population and infection with STIs. These are 

coupled with poor health seeking behaviours amongst the MSM and TG populations which are perpetuated by discrimination 

and stigmatisation, hence this population is regarded as a difficult to reach. In South Africa, prevalence of 43% (95% CI 38 

11



 

– 49) was reported in Cape Town and Port Elizabeth (Sullivan, Phaswana‐Mafuya, et al, 2020) with annual incidence of 

6.2% (2.8 – 11.8) among MSM and TGW having sex with men. Younger participants aged 18 to 19 years were reported to 

have higher incidence of 21.8% and 31% among MSM and TGW respectively whilst MSM older than 25 years was reported 

to have higher prevalence in Mpumalanga (Lane T, Osmand T, et al 2017). The use of PrEP reduced the HIV incidence 

significantly with incidences of 3.6% (CI: 0.4 – 13.2) and 7.8% (CI: 3.1 – 16.1) amongst PrEP users and non-PrEP users 

respectively. 

 

The HIV epidemic among MSM and TGW in Sub-Saharan Africa (SSA) is strongly affected by the legal and social context. 

In South Africa, sexual orientation is protected by the constitution of the Republic however, same-sex sexuality remains 

highly stigmatized as in other countries in SSA, with social acceptance among the lowest in the world (Sandfort GM, Mbilizi 

Y, et al 2021). Contributing factors include experiences with homophobia, including violence and blackmail, are well-

documented in this population. Stigma associated with same-sex sexuality and gender diversity impacts HIV risk and limits 

access to HIV prevention and care (Sandfort GM, Mbilizi Y, et al, 2021). Unprotected anal intercourse, infection with rectal 

gonorrhoea and/ or chlamydia, having unprotected anal intercourse with one or more male partners were reported as the 

major risk factors for HIV infection (Sandfort, Mbilizi, Sanders, et al 2021). Lane T, Osmand T, et al (2017) reported having 

sex with partners who have undiagnosed and/or unsuppressed HIV infection as the major risk factor. The expansion of HIV 

prevention, treatment, and care to MSM is an urgent imperative on both public health and human rights grounds. Continued 

research, political will, structural reform, community engagement, and strategic planning and programming are required to 

address HIV in MSM (Beyrer MD, Sullivan PS et al 2012). 

 

HIV prevention packages are combinations of interventions and offer potential to significantly increase the effectiveness of 

any single intervention. Prevention strategies that lower biological transmission and acquisition risks, such as approaches 

based on antiretroviral, offer promise for controlling the expanding epidemic in MSM, but their potential effectiveness is 

limited by structural factors that contribute to low health-seeking behaviours in populations of MSM in many parts of the 

world (Beyrer, Baral et al, 2012). Effective combination prevention and treatment approaches are feasible, and culturally 

competent care can be developed, even in rights-challenged environments. Condom and lubricant access for MSM globally 

is highly cost effective. Antiretroviral-based prevention, and antiretroviral access for MSM globally, would also be cost 

effective, but would probably require substantial reductions in drug costs in high-income countries to be feasible.  

 

Ron Brookmeyer, David Boren et al, (2014) having implemented a four component package comprising of ART, behavioural 

reduction, HIV testing and PrEP coverage, found behavioural reduction and PrEP coverage to have the largest incremental 

prevention effects. The impact of increased HIV testing was magnified in the presence of PrEP. They reported that HIV 

prevention packages that include both behavioural and biomedical components can in combination, prevent significant 

numbers of infections with levels of coverage, acceptance and adherence that are potentially achievable among MSM in 

South Africa. However, they “believe the target goals for coverage of each intervention component of the four component 

package outlined above are achievable in the MSM population in South Africa with concerted commitments and prioritization 

for HIV prevention for MSM”. Furthermore, to achieve the scale of interventions required for public health impact, they 

recommended coordinated efforts of government, clinicians, and community are required. 

 

Ron Brookmeyer, David Boren et al, (2014) recommended further research to understand associations within individuals 

with regard to uptake and adherence levels across the various components of a prevention package which will help to refine 

and improve models. They highlighted the importance of identifying subgroups that are resistant to accepting or adhering 

to any implemented intervention and that this would help in designing packages to overcome barriers to acceptance of HIV 

prevention. 

 

HIV testing and HIVST 

 

In 2016, the World Health Organization (WHO) added HIV self-testing to its recommended testing approaches. The method 

is reported as safe, effective, acceptable, convenient and private. It may be particularly attractive to populations 

experiencing discrimination and stigma, including when seeking HIV testing. However, by mid-2019, only 38 countries had 

implemented HIV self-testing. A study has concluded that HIV self-testing is safe, increases testing uptake and increases 

the yield of HIV-positive results among men who have sex with men (MSM) and transgender people. Among female sex 
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workers, results are more mixed. While HIV self-testing improves testing uptake, it does not increase the yield of positive 

results and it worsens linkage to care outcomes, Witzel TC, Weatherburn P et al (2020). 

 

A recent study has shown that multi-option community-based testing program increases the choice for HIV testing amongst 

various populations. Tested choices included: 

• Testing at home 

• Mobile unit at workplaces 

• Index testing 

• Twilight testing 

 

Review by Witzel TC, Weatherburn P et al (2020) showed that HIVST increased testing uptake by 1.45 times (RR=1.45 

95% CI 1.20, 1.75). For MSM and small numbers of trans people, HIVST increased the mean number of HIV tests by 2.56 

over follow-up (mean difference = 2.56; 95% CI 1.24, 3.88). There was no difference between HIVST and SoC in regard to 

positivity among tested overall (RR = 0.91; 95% CI 0.73, 1.15); in sensitivity analysis of positivity among randomised HIVST 

identified significantly more HIV infections among MSM and trans people (RR = 2.21; 95% CI 1.20, 4.08) and in online/mail 

distribution systems (RR = 2.21; 95% CI 1.14, 4.32). Yield of positive results in FSW was not significantly different between 

HIVST and SoC. HIVST reduced linkage to care by 17% compared to SoC overall (RR = 0.83; 95% CI 0.74, 0.92). Impacts 

on STI testing were mixed; two RCTs showed no decreases in STI testing while one showed significantly lower STI testing 

in the intervention arm. HIVST benefits were reported to include increased autonomy, privacy, convenience and avoidance 

of health care providers perceived to be discriminatory and services that increased dysphoria. 

 

Uptake of HIVST varies in various populations. The SELPHI study by Witzel TC, Bourne A et al, (2019), showed high uptake 

of HIVST whilst a study in Brazil showed low acceptability of HIV self-testing among men who have sex with men who had 

not tested for HIV. Distribution of HIV self-testing (HIVST) kits through MSM peer networks is a novel and effective strategy 

to increase HIV testing coverage in this high-risk population. The intervention strategy is cost-effective, and identifies more 

undiagnosed HIV infections than Standard of Care (SOC) hotspot testing at a cost-effectiveness threshold. Secondary 

distribution of HIVST kits through peers needs to be evaluated further.  

 

In addition, quarterly HIV testing and counselling was reported to have potential to reduce risky sexual behaviours in HIV-

negative MSM at greatest risk of infection. Specific support for young MSM, focusing on identity and mental health, was 

recommended to strengthen HIV prevention in West African MSM (Coulaud, Sagaon-Teyssier, Mimi, et al, 2020). 

 

Pillay D, Skankevitz K,et al 2020,  examined factors related to PrEP initiation, continuation, and discontinuation at facilities 

providing services to sex workers and MSM during the national PrEP rollout in South Africa. Fear of side effects was reported 

to be the primary reason for clients to decline the PrEP uptake. The primary reasons for initiating and continuing on oral 

PrEP were all related to perceived risk associated with sexual activity. Printed IEC materials were reported to influence 

clients’ decision to initiate PrEP. Qualitative data suggested that several clients initiated on PrEP because they wanted 

additional protection beyond using condoms due to challenges such as partners refusing to use condoms, having partners 

with unknown HIV status, having multiple partners, involvement in sex work, or having a partner living with HIV. The majority 

of participants who discontinued oral PrEP cited side effects as the primary reason for discontinuation, followed by feeling 

stigmatized.  

 

PrEP use: Data compiled by the Global PrEP Network, shown in the Global State of PrEP shows that oral PrEP use has 

been increasing globally and over 600 000 people across 76 countries received PrEP at least once in 2019; this represented 

a 70% increase from 2018. Benefits of using PrEP has been documented widely. A study in Germany (nam aidsmap news 

2021) showed the risk factors associated with discontinuation of PrEP use to be: 

 

• Young age 

• Dissatisfaction with one’s sex life 

• Problems in obtaining treatment 

• Concerns about the side effects 
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There are significant gaps in the provision of STI testing services in PrEP programmes, according to published research. 

Analysis of 91 separate programmes showed that 30% were not routinely testing for STIs either before treatment was 

started or at regular intervals thereafter (Carter 2021). Screening rates were higher in wealthier settings than in low- and 

middle-income countries. Barriers to integrating STI testing included staff capacity and funding. The systematic review 

highlighted the missed opportunities in providing STI testing within PrEP programmes. They believe that there’s potential 

to control the STI pandemic if these were to be integrated with PrEP as PrEP has been effective in reducing HIV at the 

population level. Higher coverage and more frequent STI testing among high-risk individuals using PrEP and their partners 

could reduce STI prevalence.” 

 

PrEP is a highly effective method of HIV prevention that is now available in 76 countries. The rollout of PrEP is linking an 

ever-increasing number of people at high risk of HIV and other STIs with medical services. This means that inclusion of 

routine STI screening in PrEP programmes could lead to the rapid diagnosis and treatment of infections such as gonorrhoea, 

chlamydia and syphilis, potentially decreasing their incidence and prevalence at a community level. 

 

Usage of condoms by MSM and TG people on PrEP is low and whilst most PrEP programmes report screening for STIs, 

this is very low and is mostly done on PrEP initiation, particularly in low- and middle-income countries. People who use 

PrEP are more likely to be exposed to STIs, so providing STI services within PrEP programmes is a good way to prevent 

and treat STIs. As PrEP programmes specifically target people at heightened risk of HIV, they also provide an opportunity 

to reach people who often find it hard to access general STI services. Most of the PrEP programmes analysed (69%) were 

from high‐income countries, and 64% specifically targeted men who have sex with men or transgender women. Around half 

(55%) were based in hospitals. Although 70% of PrEP programmes offered some form of STI testing, the type of tests 

available, and the related services on offer, varied widely. The most common STI tests offered were for gonorrhoea (86%), 

chlamydia (84%) and syphilis (84%). Some PrEP programmes also tested for hepatitis B (53%), hepatitis C (36%) and 

hepatitis A (13%), but only when people first began PrEP. 
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CHAPTER 2: INTERVENTION MODEL 
 

This chapter describes the HIV, STI and TB intervention model as originally planned and is implemented on the ground. It 

further gives an outline of the purpose and objectives of the mid-term evaluation. 

 

2.1 HIV, STI AND TB INTERVENTION PROGRAMME DESCRIPTION 

 

In 2019 Beyond Zero was awarded funding by the Global Fund to implement an intervention programme that aims to deliver 

a comprehensive, integrated, peer-led HIV/TB/SRHR package for MSM in line with the NSP package, and the National 

LGBTI HIV Plan. The investment will reach 36,118 MSM with a minimum package, achieving 70% saturation in eight priority 

districts. The intervention programme is implemented through the Sub-Recipients (SRs); the MSM programme is 

implemented in six provinces and eight priority districts and the TG programme in four districts of the four provinces.  

 

Program Objectives and Outcome Indicators 

 

• Reduce new HIV infections to less than 100,000 by 2022 through combination prevention interventions 

• Implement the 90-90-90 strategy for HIV 

• Implement the 90-90-90 Strategy for TB 

• Increase engagement, collaboration and advocacy of key and vulnerable populations in the development and 

implementation of social and health support activities 

• To provide an enabling environment to increase access to health services by key and vulnerable populations 

• Implement social and behaviour change programmes to address key drivers of the epidemic and build social 

cohesion 

• Implement and scale up a package of harm reduction interventions for harmful use of alcohol and drugs in all 

districts 

• Implement economic strengthening programmes with a focus on youth in priority focus districts 

• Promote an environment that enables and protects human and legal rights and prevents stigma and discrimination 

• Strengthen AIDS Councils to provide effective co-ordination and leadership of all stakeholders for shared 

accountability in the implementation of the NSP 

• Improve efficiency and mobilise sufficient resources to achieve the goals, objective and targets of the NSP 

• Optimise routinely collected strategic health information for data utilisation in decision making 

 

2.2 PROGRAMME MODEL 

 

The MSM programme model is delivered through a combination prevention approach to reduce the transmission of HIV, 

STIs and TB by tailoring a combination of biomedical, behavioural and structural interventions and the mode of delivery to 

the setting and population as depicted in Figure 1. The comprehensive package of health and social care and services is 

provided via a tiered approach into three levels comprising the core, layers and linkage. 

 

CORE Offered to all MSM reached, directly provided by sub-recipients (SRs) in the Global Fund programme 

LAYERS Offered to some MSM (needs basis), directly provided by SRs in the Global Fund programme 

LINKAGE 
Offered to some MSM (needs basis), provided by government/other partner. Referral, linkage and 

follow-up by Global Fund SRs 
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Figure 1: Combination Prevention Package for Global Fund MSM Programme 

 
 

(1) The package is delivered through a peer education outreach approach, tailored to reaching cohorts of openly gay and 

non-gay-identified MSM (“after-nines”, colloquially), gender-conforming and gender-nonconforming MSM. Studies 

show non-gay-identified MSM are an integral part of the sexual networks of gay men in South Africa. Gender-

nonconforming MSM have heightened HIV risk. Specialized peer navigators conduct intensified outreach and linkage 

for cohorts of HIV-positive MSM. 

 

(2) Peer educators distribute condoms and lubricants and do health education (including concepts of pleasure) and 

demand creation for services delivered through fixed and mobile sites. Lessons from PEPFAR show that discreet 

mobile services near “after-nine” bars help to reach this under-served MSM sub-population. Behavioural aspects 

include targeted internet-based social media marketing campaigns. Skills-based interactive and participatory 

approaches for adolescent MSM is prioritized, including online and mobile health approaches, as per the National 

LGBTI HIV Plan. 

 

(3) HIV self-screening (HIVSS) is a new strategy to increase HTS coverage (the main 90-90-90 gap), procuring 55,878 

self-screening kits to reach 17,096 MSM each year. A recent South African study found over 80% of MSM prefer HIV 

self-screening to clinic-based testing, with dramatic increases in testing frequency. There was also high (70%) linkage 

to care within three months of diagnosis. It should be stated that HIVSS is offered as an additional approach to existing 

HTS, and does not replace it. National HIV self-screening guidelines will be used by SRs when the modality is 

operationalised. In addition, SRs were required to develop specific SOPs based on their specific needs.  HIVSS is 

offered to all MSM and TG reached during outreach. Two methods, directly assisted HIV self-screening and unassisted 

HIV self-screening, is used on a 90% and 10% ratio respectively. The 10% will mainly cater for partners of MSM and 

TG people. Directly assisted HIV self-screening refers to individuals who are self-screening for HIV and receive a direct 

in-person demonstration from a trained provider or peer before or during HIV self-screening test or how to interpret the 

self-screening result. This assistance is provided in addition to the manufacturer-supplied instructions for use and other 

materials found inside HIV self-screening kits. Unassisted HIV self-screening is when individuals self-screen for HIV 

independently, without in-person demonstration, using only manufacturer-provided instructions for use. They may be 

provided with access to additional support, such as telephone hotlines, brochures or instructional videos.  

 

(4) Community empowerment interventions include specific support groups and safe spaces. Funding will also support 

MSM-led organizations and networks to implement community-based monitoring, with a focus on access to, and quality 

of, services. Small advocacy grants for community-driven policy change and monitoring of human rights will be 

provided by the new specialized key populations advocacy PR 
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(5) Psychosocial support programmes to identify mental health needs and referral to services if needed, and to support 

coping skills, disclosure support and adherence to treatment/PrEP is a priority.  

 

(6) To address the high prevalence of violence and police discrimination against MSM, SRs conduct dialogues within 

communities and with law enforcement agents to promote inclusivity, and to reduce stigma and discrimination. This 

work will be overseen by the National Stigma and Discrimination Reduction Working Group to be established under 

this grant and implemented through the national stigma-reduction communications campaign.  

 

(7) The focus on adolescent and young MSM includes integration within youth health services, including in schools. The 

new DBE HIV/TB/STIs policy is clear that its application is sensitive and responsive to the different needs and 

vulnerabilities of sexually diverse learners.  An emphasis is placed on issue of bullying, and sensitization programmes 

for parents, family members and caregivers to promote family reintegration where appropriate. This is further described 

in the human rights module, building on the radio and digital awareness project “unheard voices” in the KP REACH 

regional Global Fund grant.  

 

(8) BZ supports implementation of programmes to build staff capacity in selected Department of Health (DoH) facilities 

across selected eight priority districts to provide MSM competent and LGBTI effective HIV-related services that include 

reaching the following outcomes:  

a. Establishment on MSM and LGBTI centres of excellence and strengthening the capacity of Primary Health 

Care facilities to provide comprehensive HIV prevention and treatment services for MSM  

b. Training and mentoring Department of Health staff to be able to deliver MSM component PHC services 

c. Development and distribution of MSM specific information, communication (IEC) material 

d. Establishing social networking technologies optimised for improved health outcomes and service utilisation. 

 

2.3 PURPOSE AND OBJECTIVES OF THE EVALUATION  

 

The objective of this exercise is to conduct the mid-term implementation evaluation covering the period April 2019 to 

September 2020. The evaluation will utilize a mixed-methods approach in order to assess the following key evaluation 

objectives i.e: 

 

a. To describe how services are being delivered (DOH providers, SRs, Beneficiaries) 

b. To document barriers and facilitators to accessing health services for MSM and TG people as well as the larger 

structural influences on sexual and health seeking behaviors such as stigma and discrimination; (DOH service 

providers, SRs, Beneficiaries) 

c. To assess whether organizations directly providing services to MSM and TG people have standard operating 

procedures, functional supervision mechanisms, monitoring and reporting systems, and administrative, management, 

and planning capacity; and (SRs) – Governance issues 

d. To document efforts to increase stakeholder and organizational coordination and to address social, cultural, religious, 

political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 
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CHAPTER 3: METHODOLOGICAL OVERVIEW  
 

3.1 STUDY AREA 

 

The mid-term implementation evaluation was conducted in seven Provinces and 10 districts that are conducting the HIV, 

STIs and TB intervention programme on MSM and TG people funded by the Global fund through Beyond Zero and SRs 

(Table 1). The mid-term evaluation was commissioned at the end of January 2021, conducted over a period of a month 

(February 2021) and covered an implementation period of 18 months, starting April 2019 to September 2020.  

 

Table 1: Distribution of the Districts implementing HIV, STIs and TB intervention programme by Province  

Province District Programme Sub-recipient 

Eastern Cape Oliver Tambo MSM Social Health and Empowerment (SHE) 

Free State Mangaung MSM Free State Rainbow Seeds (FSRS) 

Mangaung TG Tholoana e Molemo  

KwaZulu Natal King Cetshwayo MSM Lesbian, Gay, Bisexual, Transgender (LGBT) Centre 

Ugu MSM LGBT Centre 

UThukela MSM LGBT Centre 

Limpopo Capricorn MSM; TG ANOVA 

Mopane MSM IHPS 

Mpumalanga Gert Sibande MSM, TG ANOVA 

North West Bojanala Platinum MSM IHPS 

Western Cape Garden Route TG SHE 

 

3.2 STUDY DESIGN 

 

A cross sectional, mixed method approach was used with data collection tools designed in line with the objectives of the 

evaluation. Both qualitative and quantitative methods were used for the three components of the evaluation including:  

 

1. Quantitative approach: Beneficiary Satisfaction Survey (BSS) conducted with the programme beneficiaries; 

2. Performance analysis – programme indicators  

3. Qualitative approach: In-depth and FGDs by various categories of stakeholders 

 

3.2.1 Beneficiary Satisfaction Survey  

 

A semi-structured questionnaire (herewith attached as Annexure 1) was designed and administered to the programme 

beneficiaries including MSM and Transgender people. The objectives of this evaluation component were to: 

 

• Beneficiaries’ satisfaction with health service delivery and areas for improvement 

• Establish factors that would potentially limit health seeking behaviors 

• Knowledge and use of existing DOH complaints mechanisms  

 

3.2.1.1 Sample size determination  

 

To get accurate sample size for the beneficiary satisfaction survey, 95% confidence level, a standard deviation of 0.5, a 

margin of error of +/- 5% and unlimited population, were considered. This yielded sample sizes of 385 and 348 participants 

for the MSM and TG people surveys respectively. Ten percent of the total sample was added to accommodate refusals. 

The total sample size was allocated proportionally to population size in each district (Table 2). 
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Table 2: BSS _ Sample size estimation for MSM and TG people  

  Men having sex with other Men 

(MSM) 

Transgender (TG) people 

Province District Total 

population 

Sample size 

(proportional 

allocation to 

population size) 

Total 

population 

Sample size 

(proportional 

allocation to 

population size) 

Sample size All districts 52 635 385 3621 348 

Eastern Cape Oliver Tambo 8601 63 - - 

Free State Mangaung 6156 45 659 63 

KwaZulu Natal King Cetshwayo 3438 25 - - 

Ugu 3072 22 - - 

UThukela 2618 19 - - 

Limpopo Capricorn 15 577 114 1423 137 

Mopane 3727 27 - - 

Mpumalanga Gert Sibande 7949 58 1195 115 

Northwest Bojanala 

Platinum 

7305 53 - - 

Western Cape Garden Route - - 344 37 

 

2.2.1.2 Sampling strategy 

 

Implementation might have different effects in different contexts. As a result, the sampling strategy took into consideration 

different geographical contexts which might affect implementation and outcomes. A multistage clustered random sampling 

was conducted for both MSM and TG people. Beneficiaries formed a sampling unit. Beyond Zero databases for MSM and 

TG people comprised the evaluation sampling frame and the districts comprised the clusters.  

 

Inclusion criteria: Only beneficiaries who have used the comprehensive services provided by the sub-recipient during the 

specified programme implementation period were included. 

 

2.2.1.3 Data Collection 

 

Beneficiary satisfaction survey (BSS) was conducted with the programme beneficiaries. A semi-structured questionnaire 

was designed, evaluating six key areas i.e: 

 

• Demographic features of beneficiaries 

• Access to health care services 

• Establishing feedback on services 

• Service satisfaction 

• Client complaint mechanisms, as well as 

• Follow up on missed services 

 

Data capturers administered the questionnaire telephonically and captured responses onto Global Fund/ Beyond Zero 

survey data system online. It took at most 30 minutes to administer the questionnaire.  
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2.2.2 Performance Information 

 

The programme data collected by the SRs during the 18 months’ implementation period and reported monthly to the PR 

was used to evaluate programme performance. Focus was put on key programme indicators and their performance against 

the 18 months’ target. Qualitative survey explored the factors affecting the programme performance. 

 

2.2.3 Qualitative Evaluation 

 

2.2.3.1 Sampling Strategy  

 

Clustered and purposive sampling was conducted for the in-depth and the FGDs. In-depth interviews were conducted with 

beneficiaries, peer educators/ navigators, programme managers and key informants involved stakeholders and policy 

makers involved in programme planning and implementation and these comprised:  

• SRs site coordinators 

• SRs programme managers 

• Provincial Council on AIDS 

• District AIDS Council 

• National representative LGBTI 

• National Stigma and Discrimination Working Group 

 

2.2.3.2 Data Collection 

 

Focus Group Discussions comprised a maximum of six to eight participants and were conducted with beneficiaries and 

peer educators/navigators. Interview guide for various categories of interviews were developed. The guide purported to 

establish programme planning, spatial coverage, programme strengths, weaknesses, challenges and gaps; issues of 

training, support systems, enablers and barriers, as well as access to health facilities and stakeholder interaction and 

support (see Annexures 4-6). The interview schedule is herewith attached as Tables 2-5.  

 

The evaluation researchers conducted the interviews which took between one and two hours to conduct. Interviews were 

recorded with the permission of the interviewees and were transcribed at a later stage. Research assistants transcribed the 

interviews with the transcriptions verified by researchers. During the interviews, themes were identified and in-depth follow 

up done as these emerged.  

 

Table 3: FGDs and In-depth interview schedule for MSM service users 

Province In-depth 

interviews 

No of FGDs No of participants 

from each district 

Eastern Cape (EC) and KZN 1 (EC) 1 2 ORT, 2 KC, 2 

UThukela, 2 Ugu 

Free State (FS) and North West (NW) 1 (NW) 1   3 FS, 3 NW 

Limpopo (LP) and Mpumalanga (MP) 1 (LP) 1 3 LP, 3 MP 

Total 3 3 20 

 

Table 4: FGDs and in-depth interviews schedule for TG people service users  

Province In-depth interview FGD No of participants per 

group by district 

Free State & Western Cape 1 (WC) 1 3 FS, 3 WC 

KZN & Mpumalanga 1 (MP) 1 3 KC, 3 GS 

Total  2 2 13 
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Table 5: FGD and in-depth interview schedule for Peer Educators  

Province KI in-depth interviews No of FGDs No of participants in 

each FGD 

Eastern Cape and KZN 1 (KZN) 1 2 ORT, 2 KC, 2 

UThukela, 2 Ugu 

Free State and North West 1 (FS) 1   3 FS, 3 NW 

Limpopo and Mpumalanga 1 (Mpumalanga) 1 3 LP, 3 MP 

Total 3 3 20 

 

Table 6: In-depth interview selection with other key stake holders 

Province District Stakeholder/ Policy maker 

National  1 National rep LGBTI 

1 SANAC rep 

1 National Stigma and Discrimination working 

group 

Eastern Cape Oliver Tambo 1 PCA 

Free State Mangaung  

KwaZulu Natal King Cetshwayo PCA 

Ugu  

UThukela  

Limpopo Capricorn DAC 

Mopane  

Mpumalanga Gert Sibande 1 PCA 

North West Bojanala Platinum  

Western Cape Garden Route  

 

3.3 TRAINING AND SENSITIZATION OF THE EVALUATION TEAM 
 

Two researchers from the evaluation team conducted a day’s training where the evaluation team including research 

assistants and data capturers were sensitized regarding the MSM and TG populations. They were oriented and trained on 

data collection tools as well. Following the training, the team piloted the tools and all necessary adjustments were made. 

 

3.4 ETHICAL CONSIDERATIONS 
 

The MSM and TG people group are a very private community and ethical considerations need to be highly observed in 

dealing with them. In conducting the evaluation, the following precautions were taken: 

1. Ethics approval: The process of the ethics approval was done under the application umbrella of the GF application 

to use implementation science data for publication.(Annexure 6) 

2. Request to record all interviews was requested from respondents/ participants 

3. Participant information and consent form (herewith attached as Annexure 2) was designed and administered prior 

every interview. Since the interviews were conducted virtually, the participant information form was read to the 

participant and consent was given verbally and recorded Recordings and transcripts of all interviews conducted 

were submitted to Beyond Zero for audit purpose. 

4. In respecting the privacy of the population, SRs were requested to assist to inform their clients (participants) about 

the evaluation and request them to agree to be contacted by the evaluators.  

5. Participants were randomly selected from various clusters.  

6. A spreadsheet of selected participants was designed showing clients who were contacted and those who agreed 

to be contacted by the evaluators. The evaluators were furnished with the contact details of the clients who agreed 

to be contacted.  

7. Either the interview team arranged the interview times with the clients or was assisted by the SR in arranging the 

times of the interviews. 
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8. The participants were asked to give the titles and names they were comfortable with and to be used during the 

interview sessions.  

9. Sensitization training on LGBTI population and training on data collection tools was conducted prior commence 

of the evaluation for the field team.  

 

3.5 DATA PROCESSING, ANALYSIS, AND PRESENTATION 
 

Data capturers captured into GF/BZ survey data system. Data cleaning and verification was done by the research team. 

Data coding where appropriate was conducted for quantitative data. 

 

3.6 DATA ANALYSIS 
 

• Descriptive analysis of quantitative data was conducted using STATA statistical software to generate frequency 

and relative frequency tables.  

• Qualitative data was analyzed following thematic analytical approach using NVIVO Software. 
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4.1.1 METHODOLOGY 
 

A semi-structured questionnaire (herewith attached as Annexure 1) was designed and administered to the programme 

beneficiaries including MSM and Transgender people. The objectives of this evaluation component were to: 

 

• Beneficiaries’ satisfaction with health service delivery and areas for improvement 

• Establish factors that would potentially limit health seeking behaviors 

• Knowledge and use of existing DOH complaints mechanisms  

 

4.1.1.2 Sample size determination  

 

To get accurate sample size for the beneficiary satisfaction survey, 95% confidence level, a standard deviation of 0.5, a 

margin of error of +/- 5% and unlimited population, were considered. This yielded sample sizes of 385 and 348 participants 

for the MSM and TG people surveys respectively. Ten percent of the total sample was added to accommodate refusals. 

The total sample size was allocated proportionally to population size in each district (Table 2). 

 

Table 2: BSS _ Sample size estimation for MSM and TG people  

  Men having sex with other Men 

(MSM) 

Transgender (TG) people 

Province District Total 

population 

Sample size 

(proportional 

allocation to 

population size) 

Total 

population 

Sample size 

(proportional 

allocation to 

population size) 

Sample size All districts 52 635 385 3621 348 

Eastern Cape Oliver Tambo 8601 63 - - 

Free State Mangaung 6156 45 659 63 

KwaZulu Natal King Cetshwayo 3438 25 - - 

Ugu 3072 22 - - 

UThukela 2618 19 - - 

Limpopo Capricorn 15 577 114 1423 137 

Mopane 3727 27 - - 

Mpumalanga Gert Sibande 7949 58 1195 115 

North West Bojanala 

Platinum 

7305 53 - - 

Western Cape Garden Route - - 344 37 

 

4.1.1.2 Sampling strategy 

 

Implementation might have different effects in different contexts. As a result, the sampling strategy took into consideration 

different geographical contexts which might affect implementation and outcomes. A multistage clustered random sampling 

was conducted for both MSM and TG people. Beneficiaries formed a sampling unit. Beyond Zero databases for MSM and 

TG people comprised the evaluation sampling frame and the districts comprised the clusters.  

Inclusion criteria: Only beneficiaries who have used the comprehensive services provided by the sub-recipient during the 

specified programme implementation period were included. 

 

4.1.1.3 Data Collection 

 

Beneficiary satisfaction survey (BSS) was conducted with the programme beneficiaries. A semi-structured questionnaire 

was designed, evaluating six key areas i.e: 

 

• Demographic features of beneficiaries 
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• Access to health care services 

• Establishing feedback on services 

• Service satisfaction 

• Client complaint mechanisms, as well as 

• Follow up on missed services 

 

Data capturers administered the questionnaire telephonically and captured responses onto Global Fund/ Beyond Zero 

survey data system online. It took at most 30 minutes to administer the questionnaire.  

 

4.1.1.4 Data Processing and Analysis 

 

Data capturers captured the questionnaire responses into GF/BZ survey data system. Data cleaning and verification was 

done by the researchers following submission of the forms to the systems.  

Quantitative data was analysed using Stata Statistical Software. Data coding where appropriate was conducted. 

 

4.1.2 FINDINGS 
 

The Global Fund – Beyond Zero MSM & TG people intervention programme against HIV infection, STIs and TB is 

implemented in 10 districts of the seven provinces in the country. The programme is anchored on a Peer Educator model 

as described in Chapter 2. 

 

The beneficiary satisfaction survey response rate was poor, at 1.6% (6/385) and 2.9% (10/348) for MSM and TG people 

respectively. There was no analysis done on the 16 participants who responded to the BSS questionnaire as the response 

rate was considered inadequate, with results that cannot be generalised. Very few TG and MSM beneficiaries (7.1% and 

4.4% respectively) gave permission to the SRs to be contacted by the evaluators to participate in the evaluation. The 

distribution of TG and MSM beneficiaries who agreed to be contacted and to participate is shown in Tables 3 and 4 below. 

The frequency distribution of reasons given for beneficiaries not to participate are depicted in figures 1 and 2. 

 

Table 7: Distribution of TG people beneficiaries agreeing to be contacted by district 

District Sample size _ TG Agree to contact % Agreeing 

Capricorn 137 .  

Garden Route 37 5 13.5 

Gert Sibande 115 .  

Mangaung 63 20 31.7 

Total 352 25 7.1% 

 

The evaluation used a multi-staged clustered sampling strategy to select participants for the evaluation. Many studies use 

respondent-driven sampling (RDS) and/or convenience sampling strategies, methodological advances for enrolling hidden 

subgroups through social networking. Ligia K, Pascom AR et al (2018), having analysed studies that employed convenience 

sampling, concluded that whilst many studies on MSM and TG use this sampling method, it limits statistical inference for 

the whole group. It was paramount for this evaluation to follow a scientifically sound sampling strategy as the programme 

holds a solid database of registered users that were reached during the implementation period who will be followed up over 

the programme period. The sampling strategy therefore was used to confirm the validity of the programme database as 

well. 

 

Following the ethical considerations outlined in the methodology section of this report, and at the same time respecting the 

privacy and confidentiality of the evaluation participants, we requested the assistance of the SRs as they work closely with 

and are known to this hidden population, to sensitize them about the evaluation and request their permission to be contacted 

by the evaluation team members with the following results.  
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Table 8: Distribution of MSM beneficiaries agreeing to be contacted by district 

DistrIct MSM SS Agree to contact % Agree 

ORT 63 21 33.3 

KCD 25 2 8 

Uthukela 19 1 5.3 

Ugu 22 0 0 

GS 58 .  

Capricorn 114 .  

Mopani 27 .  

Bojanala 53 .  

Mangaung 45 .  

Total 551 24 4.4 
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Figure 1: Frequency distribution of MSM beneficiaries' response on 
contact by SRs 

Agreed to be contacted NR, Reason not stated

NR, Wrong contact # NR, On voice mail

29



 

 

The key finding in this regard was that it was quite difficult for the SRs to reach the beneficiaries. Whilst some SRs were 

slow in providing the evaluation team with the beneficiaries that agreed to be contacted they encountered the following 

challenges; 

 

- Some SR’s indicated that there were duplicates in the sample, lowering the requested sample size 

- Some beneficiaries could neither be traced nor reached because;  

o some had wrong cellphone numbers and/or changed their contact details 

o some beneficiaries had no contact details attached to them  

o other beneficiaries had no name and/or contact allocated to CIU number  

o some cellphone numbers were on voicemail or were not answered.   

o five of the nine districts (55.6%) did not send any responses back to the team 

 

Amongst the beneficiaries who agreed to be contacted by the evaluation team, some indicated that they don’t know about 

the program and/or were not getting any services from the programme or SR. However, they admitted meeting individuals 

who promised to call back to explain about the programme, hence they gave their contact details. Sampled beneficiaries 

who were students at the FET college reported that some people came to their college and spoke about the programme 

and asked for their contact numbers.  

 

During the qualitative in-depth interviews with the peer educators, participants alluded with frustration, to the inaccurate 

information that is provided at times by the beneficiaries, which makes it difficult to follow them up or to locate them. This 

poses a serious challenge for the programme. Serious emphasis should be put on the financial implications of running a 

programme and the evidence that is required to support that the project budget has been used for what it was meant for. 

They alluded to the following; 

 

• Incorrect information tendered by clients: At times some clients give incorrect information (wrong contact details, 

names, address and ID numbers) to the programme, which result in difficulty in contacting them for follow up purposes. 

Working with the clinics has helped as they get connected with the clinic.  
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Figure 2: Frequency distribution of TG beneficiaries' response on 
contact by SRs 
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• Poor sense of commitment from MSM & TG clientele: The MSM and TG clientele can at times be very 

disappointing. The peer educators felt that there could be poor sense of commitment to appointments; “they do not 

turn up for appointments, they make other plans for the same times without advising the change of plan, they turn their 

phones off and basically they are nowhere to be found. One discovers all these challenges when one has already gone 

all the way to meet the client” which contributes to non-achievement of the set targets in a given time period. 

 

• Implementing the REACH form: On contact with MSM and TG clients, the “REACH FORM” (herewith attached as 

Annex 8) is administered by the peer educators. A need was raised to review and revise the “Reach Form” for the 

reasons listed below:  

 

• The manner in which some of the questions are phrased (quite straight forward and direct) may allow the client 

particularly those in the closet to deny their status or sexuality; alternative approaches to establish one’s sexuality 

are required. 

• The client residential address is omitted from the form, and the respondents reported that “sometimes we go and 

do follow up, we get lost…so there should be at least a part where it says residential address”.  

• The form was reported as long and exhausting; this may be due to some questions particularly on PrEP having 

been duplicated; the form has similarities with the consent form as well.  

• Some respondents advised that it would be useful and easier to have the reach form revised and uploaded onto 

a tablet for ease of capturing that information.  

 

During quarter 5 and 6 of the intervention programme implementation, Beyond Zero reports started showing the data 

cleaning and verification processes in trying to correct, getting rid of duplicates and to get accurate data. During the 

qualitative survey, Beyond Zero acknowledged the monitoring and evaluation gap in SRs and committed to addressing, 

supporting and strengthening the programme M&E component for all SRs. Furthermore, Beyond Zero is putting systems in 

place that purport to address the M&E as well as the data quality issues.  

 

4.1.3 DISCUSSION AND RECOMMENDATIONS 
 

Sampling strategy: The evaluation used a multi-staged clustered sampling strategy to select participants for the evaluation. 

Many studies use respondent-driven sampling (RDS) and/or convenience sampling strategies, methodological advances 

for enrolling hidden subgroups through social networking. Ligia K, Pascom AR et al (2018), having analysed studies that 

employed convenience sampling, concluded that whilst many studies on MSM and TG use this sampling method, it limits 

statistical inference for the whole group. It was paramount for this evaluation to follow a scientifically sound sampling 

strategy as the programme holds a solid database of registered users that were reached during the implementation period 

who will be followed up over the programme period. The sampling strategy therefore was used to confirm the validity of the 

programme database as well. 

 

Poor sense of commitment from MSM & TG clientele: There is a strong sense of poor and/or lack of commitment from the 

beneficiaries towards the intervention programme. This is demonstrated by incorrect information they provide to the 

programme including wrong contact details, non-response to the programme calls as well as not availing themselves during 

follow up. Whilst the qualitative survey interview results show the need for recognition of these population groups, they need 

to display unity, sense of responsibility and display sense of a common goal.  

 

The quantitative survey was designed as a way of evaluating and verifying how the majority of the beneficiaries perceive 

the programme over and above the reports received from the purposively selected respondents in the qualitative surveys. 

This is a critical component of the evaluation that was meant to quantify the beneficiary satisfaction rate in selected areas 

of the intervention. The programme implementers need to re-strategize how best to address these results with a key focus 

on: 

 

1. Data collection and information management - how to get and verify accurately key information from the 

beneficiaries for follow up purposes. This is a key and priority area that is emphasized in the NSP (2017 – 2022) 
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and the intervention programme has a critical role to ensure that this is realized. Beyond Zero efforts towards data 

cleaning started during quarters 5 and 6 of the programme implementation demonstrates the PRs commitment to 

strengthening and addressing the M&E issues for improved and quality programme data. 

 

2. The low response rate to give consent to be contacted – more stringent enrolment criteria are required. Emphaisis 

of the programme health benefits is crucial. In addition, the principle of the cost versus the programme benefits 

need to be explained to the beneficiaries so that they can make informed consent knowing that the programme 

needs to do follow up and evaluate the programme success, and therefore they are required to support these 

processes and avail themselves. In addition, following this evaluation, the programme needs to scrutinize 

beneficiary inputs and consider those inputs that will shape the programme for the better outcomes. 

 

3. Increased number of safe spaces and their implementation would improve and strengthen the beneficiaries’ 

relationship with the programme. The impact of the onset of the COVID 19 pandemic however, has to be 

acknowledged and the changes that needed to be made during the implementation process with the 

implementation of some of the intervention programme component on virtual platforms being the new normal. At 

the time of evaluation, the programme was grappling with this and probably a better and improved picture will 

emerge with the following evaluation. 
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Part 4.2 of the findings reports the results of the analysis of programme data collected over the 18 months (mid-term) of the 

programme implementation and covers the key programme performance indicators. The qualitative in-depth interviews and 

FGDs data collected during this evaluation explored and explain the possible factors that influenced the performance that 

was achieved during this period and provide strategies to mitigate to enhance programme performance. 

 

4.2.1 METHODOLOGY 
 

4.2.1.1 Performance Information 

 

The programme data collected by the SRs during the 18 months’ implementation period and reported monthly to the PR 

was used to evaluate programme performance. Focus was put on key programme indicators and their performance against 

the 18 months’ target. Qualitative survey explored the factors affecting the programme performance. 

 

4.2.1.2 Qualitative Evaluation 

 

Sampling Strategy  

 

Clustered and purposive sampling was conducted for the in-depth and the FGDs. In-depth interviews were conducted with 

beneficiaries, peer educators/ navigators, programme managers and key informants involved stakeholders and policy 

makers involved in programme planning and implementation and these comprised:  

• SRs site coordinators 

• SRs programme managers 

• Provincial Council on AIDS 

• District AIDS Council 

• National representative LGBTI 

• National Stigma and Discrimination Working Group 

 

Data Collection 

 

Focus Group Discussions comprised a maximum of six to eight participants and were conducted with beneficiaries and 

peer educators/navigators. Interview guide for various categories of interviews were developed. The guide purported to 

establish programme planning, spatial coverage, programme strengths, weaknesses, challenges and gaps; issues of 

training, support systems, enablers and barriers, as well as access to health facilities and stakeholder interaction and 

support (see Annexures 4-6). The interview schedule is herewith attached as Tables 2 - 5.  

 

The evaluation researchers conducted the interviews which took between one and two hours to conduct. Interviews were 

recorded with the permission of the interviewees and were transcribed at a later stage. Research assistants transcribed the 

interviews with the transcriptions verified by researchers. During the interviews, themes were identified and in-depth follow 

up done as these emerged.  

 

Table 3: FGDs and In-depth interview schedule for MSM service users 

Province In-depth 

interviews 

No of FGDs No of participants from 

each district 

Eastern Cape (EC) and KZN 1 (EC) 1 2 ORT, 2 KC, 2 

UThukela, 2 Ugu 

Free State (FS) and North West (NW) 1 (NW) 1   3 FS, 3 NW 

Limpopo (LP) and Mpumalanga (MP) 1 (LP) 1 3 LP, 3 MP 

Total 3 3 20 
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Table 4: FGDs and in-depth interviews schedule for TG people service users  

Province In-depth interview FGD No of participants per 

group by district 

Free State & Western Cape 1 (WC) 1 3 FS, 3 WC 

KZN & Mpumalanga 1 (MP) 1 3 KC, 3 GS 

Total  2 2 13 

 

Table 5: FGD and in-depth interview schedule for Peer Educators  

Province KI in-depth interviews No of FGDs No of participants in 

each FGD 

Eastern Cape and KZN 1 (KZN) 1 2 ORT, 2 KC, 2 

UThukela, 2 Ugu 

Free State and North West 1 (FS) 1   3 FS, 3 NW 

Limpopo and Mpumalanga 1 (Mpumalanga) 1 3 LP, 3 MP 

Total 3 3 20 

 

Table 6: In-depth interview selection with other key stake holders 

Province District Stakeholder/ Policy maker 

National  1 National rep LGBTI 

1 SANAC rep 

1 National Stigma and Discrimination working 

group 

Eastern Cape Oliver Tambo 1 PCA 

Free State Mangaung  

KwaZulu Natal King Cetshwayo PCA 

Ugu  

UThukela  

Limpopo Capricorn DAC 

Mopane  

Mpumalanga Gert Sibande 1 PCA 

North West Bojanala Platinum  

Western Cape Garden Route  

 

Data processing, analysis and presentation 

 

• Descriptive analysis of quantitative data was done using STATA statistical software to generate frequency and 

relative frequency tables. Further results were depicted in diagrams in which comparative analysis amongst the 

districts was shown. 

 

• Qualitative data was analyzed following thematic analytical approach. Themes identified during interviews were 

categorized and presented.  

 

4.2.2 OVERALL PROGRAMME PERFORMANCE 
 

The programme implementation was delayed by the first three months of the grant award as systems were put in place and 

the programme implementation started during the second quarter of the grant. Further delays were due to changes in KZN, 

with the programme discontinuing with Ethekwini district initially allocated to Beyond Zero to the three districts KCD, Ugu 

and Uthukela. The MSM programme performance on key indicators tracked on quarterly basis is shown on Tables 9 below. 

Despite the lockdown due to the COVID 19 outbreak, the MSM programme performed well and achieved the target on 

clients tested for HIV. Whilst the other indicators may be slow and showing performance that is less satisfactory, i.e number 

of clients reached with HIV prevention, MSM on PrEP and the linkage rate, there had been gradual and significant increase 
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over the implementing period.  

 

Table 10 shows the TG people programme performance indicators; the programme performed well exceeding the target on 

two indicators the number reached with HIV prevention and number tested for HIV. 

 

Table 9: Mid-term indicator performance for MSM  

MSM Y1 (Apr19 - Mar 20)   Y2 (Apr 20 - Sep 20)   
Mid-term (Apr 19 - Sep 

2020) 

BZ Overall Target 
Targ

et 

Actu

al 
%   

Targ

et 

Actu

al 
%   Target Actual % 

Number Reached with HIV 

prevention 

4638

2 

2253

2 
49   

2740

8 

2467

7 
90   73790 47209 64 

Number Tested for HIV 
1728

9 

1773

3 

10

3 
  

1222

8 

1268

8 

10

4 
  29517 30421 103 

Number of MSM using PrEP 975 96 10   1479 516 35   2454 612 25 

Test Pos   445     799 578 52     1023   

Number Linked to HIV services   258       416       674   

Yield     3       5      3 

Linkage Rate  90%   58    90%   72    90%   66 

 

Dashboard:  

     

100%+ 80 - 99 60 - 79 30 - 59 <30 

 

Table 10: Mid-term indicator performance for TG people  

TG people Y1 (Apr19 - Mar 20)   Y2 (Apr 20 - Sep 20) Mid-term (Apr 19 - Sep 2020) 

BZ Overall Target Target Actual %   Target Actual % Target Actual % 

Number Reached with HIV prevention 1176 1626 138   787 1746 222 1963 3372 172 

Number Tested for HIV 823 1230 149   551 923 168 1374 2153 157 

Number of TG people using PrEP 36 37 103   220 168 76 256 205 80 

Test Pos   66       78    144  

Number Linked to HIV services   73       82    155  

Yield      6%       9%    7% 

Linkage Rate  90%   90%    90%   95%  90%   93% 

Dashboard:  

     

100%+ 80 - 99 60 - 79 30 - 59 <30 

 

4.2.2.2 Program Coverage and Recruitment Process 

 

REACH indicator: At mid-term, most districts performed well on the REACH and HIV testing indicators. On average, the 

MSM programme achieved 64% against the mid-term target ranging from 24% at Bojanala Platinum to 102% at Ugu. Seven 

districts performed between 70% and 85% of their mid-term targets (Figure 3). The TG people programme exceeded the 

mid-term target on REACH indicator performing at 172% with the Garden Route district being the only one performing below 

100% i.e at 84% of the target (Figure 4). 

 

Beyond Zero intervention programme is mainly implemented in rural districts in the country. Client recruitment is done 

mainly through HTS outreach and campaigns with a focus on MSM and TG people, pitching gazebos, index contacts, 

networking, referrals and social media. Recruitment strategies yet to be explored include follow-up calls pending availability 

of data for peer educators and establishing and distributing SR newsletters. Also, recruitment of index contacts still needs 

to be strengthened. 
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Whilst the target population is MSM and TG people, most SRs reported that they invite all men irrespective of sexual 

orientation, and educate about health and MSM, as well as the intervention programme components during the outreach 

and the HTS campaigns. Peer educators reported that heterosexual men appreciate and enjoy receiving the programme 

services. They regard this inclusive approach as necessary since some men, though not classifying or regarding themselves 

as gay, enjoy sexual encounters with both men and women. A large proportion of MSM may not know about being gay or 

MSM, but through the education they get during the programme outreach and campaigns, they start recognising the 

symptoms; they explain the sensations they have been experiencing which, could have been confusing to them, but had 

nowhere to ask questions.  
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Figure 3: MSM reached against target, Apr 19 - Sep 20 
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37



 

Respondent: “Remember that there are those ones that are in the closet, right. There are those ones who are open but 

those who are open are very few…and those in the closet, they are a lot. So, according to our programme we should 

maintain confidentiality, and reach every men including heterosexual men.” 

 

Few men (about one third of total health facility headcount) who seek health care services in health care facilities get 

discouraged by long queues, long waiting times, lack of confidentiality and at times service provider attitudes. One-on-one 

sessions follow a general advocacy session where MSM and TG are identified through a pitch during outreach, perform risk 

assessment and offered testing services. Peer educators reported that they were using different approaches to establish 

MSM & TG sexual orientation to the questions in the Reach Form. Lessons learnt from this, is the importance of what 

techniques to be used, how to question individuals particularly about sensitive issues to establish facts during programme 

implementation. This is critical irrespective of the level of implementation to gain accurate information. 

 

Note 1: Peer educators need to come together and share how and what everyone is doing to maximise reach of the 

target population 

 

Programme Coverage _ Gaps and Challenges  

 

Whilst the programme is implemented in selected districts and some are not completely covered. The programme is 

implemented in one rural district of a province as well as in one or very few clinics within that district. Some of these districts 

are big e.g King Cetshwayo district was reported to have five sub-districts. The programme, whilst having started late due 

to some changes that occurred, the sub-districts that are far are suffering as they are less adequately serviced and the 

targets are not achieved. Most of the programme time is spent on travelling to and from those sub-districts and therefore 

little time really goes to the actual service delivery. To address this challenges, the following recommendations were made: 

• More peer educator teams need to be appointed locally in those far to reach/ distant sub-districts. 

 

• Satellite SR offices to be opened with safe spaces where beneficiaries can do walk-ins 

 

• Travelling long distances particularly during the COVID 19 pandemic put the teams at risk, with additional vehicles 

required to reduce the risk, and maintain safe distancing during transportation of staff as well as to observe and 

comply with the COVID 19 regulations in general. It was suggested that the programme could get vehicles to 

transport staff and trailers to transport programme materials including gazebos. 

 

• Reports regarding availability of transport varied between the SRs. Whilst some reported having adequate 

vehicles for the project, some SRs reported shortage of transport and Gazebos, which they said result in long 

queues as clients wait for services. The respondents advised that adequate resources need to be provided to 

attend to clients quicker and more efficiently. 

 

• Recommendations were also made to have mobilisers on the ground to prepare and mobilise the communities 

ahead of the arrival of the peer educators; this will allow quality service to be provided by the peer educators and 

will ensure more people get reached ore especially where the teams have little time due to travelling. 

 

• Respondents emphasized a need to expand the intervention services to the whole province where there are no 

other MSM and TG sub-recipients. For example, one respondent reported the challenge of covering one district; 

“I think it becomes a problem when you have towns in your Transgariep, it’s close to Bloemfontein but because 

it’s not under the district that we are allocated in, it becomes very difficult for us to go and maybe work there. 

Because now, we can’t just test you and refer you to a clinic and then it becomes difficult for us to follow you up, 

or follow with the clinic to say did client ‘X’ come, did you initiate him on treatment? It’s like now we are the bosses 

of the clinics and they take it as if now we are controlling them, you understand? But there…I think some of the 

clinics don’t understand the partnership that NGOs have with the government, it seems like it’s a competition or 

we are trying to uhmmm, I don’t know, take over, and it’s not about that because now…because we are reporting 

to province all of us so we have one goal, to take care of this specific person. So it becomes a serious problem 

there”. 
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• Relating to this challenge, peer educators advised to have a memorandum of understanding (MoU) signed 

between the SRs and the Provinces, DOH involvement with the intervention programme be increased and to 

increase the number of clinics participating in this project for bigger coverage as well to meet the service demand 

created by this project. This approach will buffer and counter the MSM & TG people’s cry for the establishment of 

separate SR health facilities that will provide these services. 

 

• To reach more MSM and TG people programme implementation after hours was recommended, with lessons 

learnt elsewhere where these populations can be reached through MSM and TG clubs, pubs, bars and the parks.  

  

4.2.2.3 Screening and Testing Services for HIV 

 

HIV testing indicator: The MSM programme achieved overall performance of 103% ranging from 4% at Bojanala Platinum 

to 189% at OR Tambo district against the HIV testing target. All but three districts, (Gert Sibande, Bojanala and Ugu), 

achieved and exceeded their mid-term targets (figure 5). Most of the programme peer educators were laid off at Bojanala 

during the COVID 19 lockdown and the programme was reported to be experiencing gross staff shortage. For the TG people 

programme, all the four districts achieved and exceeded the target with BZ overall performance of 157% (Figure 6). The 

overall HIV positivity rate was higher for TG people at 7% (range 3% – 15%) compared to that of the MSM of 3% (range 

1% – 16%). The high MSM yield of 16% at Bojanala, can partly be attributed to the low numbers tested. Mangaung MSM 

had the second highest prevalence of 11% with all the other districts yielding 4% and below (Figures 7 & 8).  
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Figure 5: MSM tested for HIV against target, Apr 19 - Sep 20
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In line with other reports, HIV self-screening (HSS) test plays an important role in the achievement of this target. Most of 

the MSM & TG people in the closet are not accessing health facilities for screening purposes and reported that the 

intervention is affording them the opportunity to test. In addition, some who knew their HIV status may not be linked to care 

because of the barriers they experience in public health facilities. During the outreach and the campaigns, screening for 

HIV, STIs and TB is offered to the clients after information giving during education session. Clients are screened, counselled 

and referred to the PHC facilities for further investigations and/or linkage to care. Amongst other things, clients are 

introduced to HIV self-screening.  

 

 

 

 

 

Clients were reported to be enjoying HIV self-screening (HSS) as many MSM do not like to be pricked during HIV testing 

services (HTS) because of their fear for needles.  Whilst the HSS has the advantage of testing at one’s leisure time and in 

one’s privacy, many SRs reported that they are mainly implementing an assisted HSS, taking precautionary measures as 

the test is still a new method. The SRs believed that their clients were not ready for unassisted HSS testing, “we do assist 

them because it’s new to them, they don’t know how it works even though you tell them there are instructions in there, they 

will tell you that they need assistance”. Further considerations are towards counselling, tracking of results and not trusting 

client reaction when they are on their own in the event one gets unexpected positive results as one respondent explained 

“we will do that only to people that we see that they are too matured to get back to us and then when they do, we’ll test 

them again so that we know if he was lying or not”. Clients who are used to testing, and mostly in urban setting do request 

and are issued with HSS test kits for unassisted screening. 

 

Unassisted HSS test was mainly recommended for maintenance of confidentiality and as a strategy for disclosure and 

reaching the contacts of index cases. HIV positive individual is offered HSS test kits to test the partners one had had sexual 

encounters with.  

 

They also highlighted the disadvantage of the HSS when the results are positive. One beneficiary said “the challenges there 

most when you get the results that you are positive, you are going to get overwhelmed; you are going to get frustrated and 
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Figure 6: TG people tested against target, Apr 19 - Sep 20  
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when you are alone you can literally do very bad things, you can hurt yourself or try to end your life, there will be no one 

with you to comfort you and show you that this is not the end of the world”. They also reported that one of the reasons they 

do assisted HSS is because of the peer educators’ support to their clients and the trusting relationship between the two.  
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Figure 7: MSM HIV positivity yield by districts, Apr 19 - Sep 20
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4.2.2.4 Screening for TB  

 

Most MSM clients reached were screened for TB and STIs as well, with TB screening rate ranging from 75,3% at KCD to 

100% in three of the seven SRs presented (figures 9 - 11) The good practice is screening all age groups as shown in figures 

12-15.  The screening positivity rate was low (1,6% and below) for most of the districts; for the MSM it ranged from 0,1% at 

KCD and Bojanala to 15.1% at Capricorn district (Table 11). Similarly, low positivity rate was recorded with the TG people 

clients as well (Table 12). Investigation rate of clients screening positive need to be improved in the districts that are 

performing poorly on this indicator to ensure that all clients testing positive amongst this group are linked to care. Whilst 

some districts with smaller numbers performed well in initiating all confirmed TB clients on treatment, the districts with bigger 

numbers initiated clients in the range of two thirds and three quarters with one third and a quarter of clients not initiated on 

TB treatment. 
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Figure 9: MSM clients screened for TB, April 2019 -
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Figure 10: TB screening rate for MSM clients reached, April 2019 -
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Table 11: TB indicators for MSM clients screened positive for TB symptoms 

District   Screened 

Positive for 

TB 

symptoms 

TB Tested/ 

investigated  

Test Positive 

for TB 

Referred for 

TB treatment 

Initiated TB 

treatment 

Capricorn No 1047 33 17 13 13 

% 15,1 3,2 51,5 76,5 76,5 

Gert Sibande No 36 29 24 19 18 

% 0,7 80,6 82,8 79,2 75,0 

Mopani No 44 36 0 0 0 

% 0,8 81,8 0,0 . . 

FSRS No 58 58 58 58 39 

% 1,4 100,0 100,0 100,0 67,2 

KCD No 5 2 2 2 2 

% 0,1 40,0 100,0 100,0 100,0 

ORT No 120 33 6 6 6 

% 1,6 27,5 18,2 100,0 100,0 

Bojanala No 6 1 0 2 0 

% 0,1 16,7 0,0 0 0 
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Figure 15: Relative frequency distribution of TG 
people screened for TB by district and age
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Table 12: TB indicators for TG clients screened positive for TB symptoms 

District   Screened Positive 

for TB symptoms 

Test Positive for TB Initiated TB 

treatment 

LP_Capricorn No 2 2 2 

% 0,2 100,0 100,0 

MP_Gert Sibande No 1 0 0 

% 0,1 0,0 0,0 

FS_RS No 1 0 0 

% 0,3 0,0 0,0 

WC_Garden Route No 5 2 2 

% 2,2 40,0 100,0 

 

4.2.2.5 Screening for STIs 

 

Figures 16 – 18 show the frequency distribution of MSM clients screened for STIs; TG clients screened for STIs are shown 

in figures 19 and 20. Similarly, to TB client referral and treatment initiation, referral for STIs management is shown to be 

less successful than would be expected (Tables 13 and 14). 

 

For both TB and STIs, the figures strongly support the assisted approach that is adopted by some of the SRs, accompanying 

the clients to the clinics to ensure that they present themselves as some clients fail to present themselves for initiation on 

treatment and follow up. Consideration need to be directed on how the programme addresses this challenge for long-term 

sustainability and ensure full treatment coverage.  
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Table 13: STI indicators for MSM clients screened positive for STI symptoms 

District   Number 

Screened +ve for 

STI symptoms 

Referred for STI 

Management 

Successfully 

referred for STI 

Management  

Capricorn No 2470 115 91 

% 35,6 4,7 79,1 

Gert Sibande No 63 63 56 

% 1,2 100,0 88,9 

Mopani No 67 67 52 

% 1,2 100,0 77,6 

FSRS No 88 88 70 

% 2,2 100,0 79,5 

KCD No 19 19 13 

% 0,6 100,0 68,4 

ORT No 66 63 46 

% 0,9 95,5 73,0 

Bojanala No 7 2 0 

% 0,2 28,6 0,0 

 

Table 14: STI indicators for TG clients screened positive for STI symptoms 

District   Screened Positive for STI 

symptoms 

Referred successfully for STI mx 

LP_Capricorn No 3 2 

% 0,4 66,7 

MP_Gert Sibande No 18 7 

% 1,9 38,9 

FS_RS No 5 4 

% 1,5 80,0 

WC_Garden Route No 19 13 

% 8,3 68,4 

 

4.2.2.6 Creating Demand for PrEP Services 

 

PrEP use: There had been gradual increase in PrEP use over the implementation period with overall mid-term performance 

of 25% (range 0 – 53%) of MSM clients initiated on PrEP against target (Figure 21). TG people programme performed well 

on PrEP initiation compared to the MSM with an overall performance of 80% (range 14% - 145%) against the target (Figure 

22). As PrEP availability posed a challenge at the beginning of the programme implementation, due to procurement 

challenges however, a significant increase in uptake was observed as it became available. The performance against target 

moved from 10% during the first year of implementation to 35% during qrt 6. No MSM clients were initiated on PrEP in 

Bojanala by end of the 18 months of the grant award. Ugu and Uthukela districts achieved the lowest percentages i.e eight 

and four percent respectively against targets (figure 21). The following contributes to the poor performance in some of these 

districts: 

• These districts started implementing this programme late.  

• Some of these districts reported that the rural communities were hard to reach, the concept of MSM and TG 

people had not been accepted as yet by the community leaders. The programme teams were therefore mainly 

conducting outreach in towns and only accessing those people who visit towns.  

• Peer educators reported staff feud that is likely to impact the programme performance negatively; complaints of 

senior staff favoring some and dividing peer educators were reported as well as the lack of support. 
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The programme beneficiaries acknowledged being introduced to the pre-exposure prophylaxis (PrEP) pill. There were 

conflicting reports on use of PrEP. Some Peer Educators/Navigators also reported how much the MSM and Transgender 

communities have accepted the PrEP. One MSM beneficiary living with HIV and whilst not eligible for PrEP use reported 

“honestly speaking I didn’t know that PREP existed, I only knew about PEP eh,, and also I knew about condoms. So, it (the 

intervention programme) helped me know more about the things I didn’t know before even right now, she (linkage officer) 

would, also explain to me on WhatsApp what is PrEP and everything and then I would share that knowledge with other 

people who didn’t know that em,, there’s something like that, because I think if I would have known by then, my situation 

would have been different”. 

 

As a reason for not meeting the PrEP target, other respondents reported that their clients were not interested in PrEP and 

that they were struggling to get clients on PrEP. Clients on PrEP default and they don’t want to use it, citing use of condoms 

and therefore not understanding why they should also use the pills. One of the reasons that is most commonly cited is that 

they don’t like using medication, they are using condoms so they don’t think there’s a need for PrEP; they also cited some 
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of the side effects which they don’t like. Some beneficiaries reported choosing to use the condom over the pill as they are 

used to condoms and had been using them for a long time.   

 

At some point, PrEP supply had been problematic as the SRs are only supplied by Beyond Zero who experienced 

procurement challenges. PrEP drugs were not available in the facilities as the SRs depended on consignments from Beyond 

Zero. With the procurement challenges experienced by Beyond Zero, PrEP initiation and use gets interrupted. Clients get 

upset… “and they say that we are providing bad service because, we not providing them with the PrEP that we promised 

we were going to provide for them; when there are no drugs, some try to discontinue using PrEP just because, we not 

keeping our promise to them”.  

 

The uptake of PrEP however, has been varying but increasing throughout the intervention programme implementation 

period. During the first year of implementation, PrEP procurement challenges were experienced and as such, resulted in 

many SRs/ districts not meeting their targets. With stabilising procurement processes and increased availability, there is 

significant increase in uptake, from 11% in quarter 2 to 35% in quarter 6. Beneficiaries reported that the availability of PrEP 

has increased in the public health facilities as well. They indicated that they get their PrEP treatment from the clinics.  South 

African government was also commended for the availability of PrEP for free because in other countries it’s sold.  People 

have grown to know about PrEP, even in universities and colleges. One beneficiary reported that he knows that in other 

areas PrEP is also used by women. 

 

With low prevalence recorded during the mid-term, recruitment and registering negative MSM on PrEP as HIV prevention 

strategy becomes urgent. Respondents expressed the need to come up with different strategies to promote uptake of PrEP. 

Barriers to uptake of PrEP are depicted in figure 23 and resolutions tendered are discussed below.  

 

Figure 23: Barriers to PrEP uptake 
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• Pill and daily dose: One of the challenges that have been observed in using the PrEP is that people are reluctant, 

inconsistent and not taking it regularly.  There is also some degree of reluctance to take a pill and more so, on daily 

basis; recommendation of development of PrEP in an injectable form with long acting dose as against to the daily pill 

dose, was made. Following PrEP roll out in the country in 2019, there are provinces that reported engaging in 

discussions for the development of injectable PrEP. 

 

• Side effects: Whilst some beneficiaries have reported not experiencing any side effects, some find difficulties with 

PrEP side effects. One respondent stated, “I received PrEP from the clinic; SHE organized it and I was on PrEP for 

two months. I quit using it because of the side effects and aftereffects”. They feel that more education should be given 

regarding the side effects of PrEP. 

 

• HIV prevention options: Some beneficiaries were not interested in using PrEP; they reported that it’s a matter of 

choice; they feel comfortable with and chose condom use over PrEP as they are used to condoms and had been using 

these for a long time. 

 

• Labelling on the PrEP pack: Beneficiaries requested that the name on the PrEP packaging should be reconsidered 

and PrEP be included as part of the label. Since the pill looks more like the ART, some partners when they see the 

PrEP automatically associate it with HIV positivity and ART; it becomes a problem. Because of this and other trust 

issues, many beneficiaries prefer to hide the pill from their partners. This may reduce stigmatization when collecting it 

from the health facilities as well. 

 

• Policy focus on use of PrEP: Whilst the policy focus of PrEP is on populations at high risk of contracting HIV, there 

is a recommendation that there should more education about PrEP and greater awareness be created as its benefits 

are both for heterosexual and LGBTI community. Use by key populations alone results in stigmatization and the 

assumption that it’s for specific populations only, which in the long term may prove disastrous for its use by the general 

population. Whilst there are some SRs that will invite all men irrespective of their sexual orientation to their outreach 

sessions and educate about PrEP, the danger is creating greater demand whilst the health care sector is not ready to 

meet that demand. The programme therefore needs to strike a balance between these two scenarios.  

 

• Promoting PrEP and creating greater awareness: A need to promote PrEP uptake by everybody and not only by 

MSM & TG people was expressed. Some districts reported promoting the program to all men at recruitment points 

through health education; interested men will then make a follow up, get a one-on-one consultation in the Gazebo 

where they mostly come out and admit to engaging in sex with other men. However, some SRs stopped branding their 

gazebos with MSM and TG brands to maintain confidentiality and avoid stigmatization and discrimination as well as to 

encourage everyone to come, particularly to attract the MSM who may also be heterosexual. 

 

• MSM in closet: Most MSM & TG people are in the closet and are unwilling to speak about their sexual orientation due 

to fear of breach of confidentiality.  Approaching and engaging them can be very difficult, and one needs to find a better 

way to deal with them.  

 

• Tracing index case contacts: It becomes difficult to trace the index case contacts “as we promise to adhere to privacy 

and confidentiality about any information we get. The index contacts get surprised how we know about them, how we 

got their information and contact details. The programme needs to devise an effective strategy to get to these contacts”. 

 

• Need for proper introduction of the programme at all levels: There were SRs that reported that when they started 

with the programme, the communities thought that the programme was a scam; people did not know about the SR and 

it was difficult. Lessons learnt from this experience is that there is a need to market and create awareness about both 

the SR and the programme that is implemented. 
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• Rainy weather:  Whilst the peer educator model relies on HTS outreach and campaigns at community level, other 

factors that may contribute to non-achievement of targets include rainy weather which result in total disruption of a 

day’s schedule. This was reported by almost all peer educators that were interviewed.   

 

• Staff shortages: In most cases, PrEP initiation is done by only one (SR) professional nurse; increase in number of 

professional nurses providing this service was recommended; and for the programme sustainability, integration of this 

service within the health system was recommended. This is the case as there had been PrEP roll out by all provinces 

since 2019 with the government PHC facilities providing this pill as well in line with the national guidelines. This 

evaluation established however, that at present, patients that are due for initiation are regarded by the health facilities 

as SR clients, to be attended to by the SR nurses, which is something that needs to be addressed. Increasing the staff 

initiating PrEP will also see to bigger coverage than currently experienced; as the demand for PrEP uptake is 

significantly increasing.  

 

• Service provider attitudes at PHC facilities: Attitudes experienced in health facilities have also prompted both peer 

educators and beneficiaries proposing either having SR MSM & TG clinics separately from those of the general 

population or outlets where these populations can be able to access PrEP without being in everybody’s eyes. 

 

• Recruiting clients for PrEP:  Respondent: “Let me tell you something uhh, heh it’s a lot of work hey…like having 

the reach form in front of you…Last of last week I recruited for PrEP I think, it was 18 per day, I got 18 people 

came for prep”. The respondent who proudly reported this achievement and success in recruitment advised to 

increase PrEP uptake as follows: 

 

o That he has learnt to come up with own innovations to win clients; a workshop with peer educators to look at 

different innovations and strategies they are using to promote PrEP uptake was recommended. 

 

o Programme to dedicate a number of peer navigators to promote and sell PrEP; and/ or 

 

o Dedicate and plan time slots in a month to focus on selling and initiating PrEP only. 

 

o A need was raised to review and revise the “Reach Form” as:  

 

➢ The way some of the questions are phrased (quite direct and straight) may allow the client particularly 

those in the closet to deny his status or sexuality; alternative ways to establish one’s sexuality is 

required. 

➢ some questions particularly on PrEP are repeated. This point came up repeatedly from a number of 

peer educators interviewed as well. The form was reported as long and exhausting. Other respondents 

advised that it would be useful and easier to have the reach form revised and uploaded onto a tablet 

for ease of capturing that information. Furthermore, the client residential address is omitted from the 

form, “sometimes we go, we get lost…so there should be at least a part where it says residential 

address”.  

 

o Avoid missed opportunities - without coercing the client, peer educators have to learn to perform initiation 

process immediately after educating about PrEP (practice UTT), whilst the client is still excited about the new 

information. 

 

o Educate to highlight the benefits of using PrEP over and above the condom; the following example of a pitch 

was given;  

Respondent: “I pitch that to them and say chommee you know how we live, you know how we do things, you 

know chommee, gore weitse keng? (but you know what?) we can have sex with about four guys through a 

weekend, so how about we do this thing of preventing HIV by having PrEP? Condoms busts remember that. You 

get my point? So, when I give them that information, chommee as you know we can go to … park and grill when 
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you go and come back you can come back with two guys, three some… you get my point? You don’t even know 

one guy there is HIV positive, you’ve been blow jobbing and you don’t even know if you’ve got a cut or not. 

 

o There was a recommendation that the availability of PrEP be expanded to the rural areas or small towns 

because at present, it’s only available in the certain areas only.  

 

o Proposals were made to have mobile clinics that would go straight to the communities, maybe once or twice in 

a week or month. 

 

4.2.2.7 Linking clients on ART 

 

In line with the 90 90 90 strategy, 90% of clients testing positive for HIV need to be initiated on ART. At mid-term, the TG 

people programme achieved overall performance of 93% ranging from 71% - 100% (Figure 24). The linkage rate for MSM 

was 66% ranging between 8% at UThukela and 89% at Capricorn (figure 25). The rate of initiation increased from 58% by 

the end of the first year of the programme implementation to 72% by end of quarter 6. Mopani and Capricorn achieved 88% 

and 89% respectively and were almost at 90% by end of September 2020 whilst six districts performed below 55% of the 

targets. 
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Figure 24: HIV positive MSM initiated on ART, Apr 19 - Sep 20
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The programme needs to find a balance between screening and testing the clients as well as linking them on treatment. 

Whilst the model has set its own strategies to facilitate linkage through project nurses and linkage officers, accompanying 

and holding the hands of the MSM and TG people who need to use the health facilities on the other hand risk achievement 

of the other outreach based indicators and raises serious questions around sustainability of such practices. The question 

raised by beneficiaries or recommendation by the beneficiaries are mobile health facilities that are equipped with a 

professional nurse for UTT. This will not only save the MSM and TG people who tells in no uncertain terms that they do not 

like the long queues and long waiting times in clinics. Can the mobile clinics coupled with UTT and attached to clinics and 

other Centres of Excellence be a solution to the long queues and long waiting hours to increase linkage rate? 

 

A MSM beneficiary living with HIV is happy with the service received from his SR. He is employed, and though he is on 

medical aid, prefers seeking health care through the SR since he is treated well there; 

 

• The programme linkage officer schedules his appointments for review and collection of medication 

• He goes to the clinic only to meet with the clinician to collect medication, to check CD4 count and viral load 

• The beneficiary reported that there are classes that are available to support people that are living with HIV but he 

does not attend the sessions as these happen during working hours. 

 

The scenario set by this respondent definitely prompts the programme to set systems that are sensitive to employed clients 

in general and not only MSM & TG people, in order to monitor, encourage them and promote treatment adherence.  

 

4.2.2.8 Distribution of condoms and lubricants  

 

• The peer educators indicated that part of their responsibilities was to conduct health education and distribution of 

condoms and lubricants. They would set up gazibos in some areas of the communities and invite people to listen. 

That is how they get more people joining the programme.  

• A number of districts indicated that they have started engaging and distributing condoms and lubricants to the 

bars, taverns and places where there is potential MSM and LGBTI. Lubricated condoms are also placed in clinics 

for distribution. 

• In the case of condoms and lubricants, the beneficiaries reported that they collect the condoms and lubricants 

themselves from the centres.  

• Clients are advised to call the project and delivery is made through the project transport to wherever they are; 

• Through collection from project offices 
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• No more night outreach; clients are advised   

 

4.2.3 OTHER SERVICE DELIVERY CONSIDERATIONS 
 

Figure 26 summarises other considerations associated with enhancing the service delivery to the programme beneficiaries 

and are briefly explained below. 

 

Figure 26: Other considerations associated with service deliver 

 

 
 

4.2.3.1 Training 

 

Peer educators acknowledged receiving training and refresher training on various components of the intervention 

programme. Some also mentioned that LGBTI are also online for further education. 

 

• Most of the peer educators that were interviewed reported being comfortable with the training as it covers the whole 

spectrum of activities they are conducting. Some peer educators however, reported that the training they received on 

HTS was quite insufficient; it was brief (only three days) instead of 10 days and the trainees could not grasp most of 

the content they were taught. Whilst they were instructed to read through the material on their own (10 chapters in 3 

days), there was terminology that they did not understand and did not know what it meant; they needed explanation in 

layman’s language. Recommendation was that they still needed the HTS training and that the facilitator be given more 

time to train them properly in order to gain confidence in what they are doing. 

 

• Training on PrEP: PrEP emerged as one area that the peer educators reported the need for training as some were 

trained and some were not. Further training of peer educators was recommended as there seems to be lack of 

information about PrEP at community level since the product is new. This was expressed by one respondent, “… and 

I think a lot of our clients are not well informed, uhm, also I thought of uhm maybe having a refresher training for peer 

educators for the issues of PrEP. Uhm, I don’t think you can ever have more, or enough information on PrEP, because 

like HIV, it changes every day. So I think a lot of them are not familiar with maybe the symptoms of maybe being on 

PrEP or maybe of two months on being on PrEP, they get sick. But how do I explain that to a client, you understand?” 

 

• There was a request for peer educators to be capacitated and be given more information about the hormone therapy 

for transgender people, hormone changes and how to manage hormones as the issue of the hormone therapy is raised 

most of the time by the TG people; they are asking when will the programme start providing the hormones?  
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• STIs and TB training: Peer educators expressed the need to gain more knowledge regarding STIs and TB as they at 

present, were only screening the clients. The need for the training in this area was motivated by one of the respondents 

as follows, “…and the peer educators need more information, to be more knowledgeable. We know there are a lot of 

types of STIs and some of the things they (clients) are mentioning you find that they kind of difficult for us to tell what 

they are going through, because you get some of the symptoms that we not even aware of and they are not included 

in the forms so, you get to be so amazed what is he really talking about? What particular STI does he have? So if we 

can be educated on STIs and TB I think it would be best for us”.  

 

• Training on family dialogues and support – Peer educators expressed need to be capacitated on conducting 

effective family dialogues to support clients that are experiencing challenges with their families as one respondent 

stated, “as peer educators we don’t interact with the family; I don’t think I have that power to go and interview them 

(family) because, I’m not well trained I don’t know what to say when I get there.” Family dialogues are handed over to 

the social workers and features very little in the activities that are performed by the peer educators. 

 

• COVID 19 training: The programme beneficiaries had expressed addition of COVID 19 to the health education 

programme offered by the peer educators. This means, for this to happen peer educators will require training on this 

component.  

 

• Training on human rights: is required to empower both communities and implementers to increase knowledge about 

human rights was reported as one area that is critical and needed urgent attention. There was acknowledgement that 

training is done through various programs in collaboration with other organisations, particularly the law and human 

rights organisations. This will address the need to impart knowledge of issues of constitution and constitutionality 

matters at community level and afford dialogues to answer questions that are tricky for people to understand. Such 

training will assist to unpack the type of sexuality as recognised in the constitution and people’s right of their choice. 

 

4.2.3.2 Support systems  
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The support systems that emerged and were implemented during the evaluation period are discussed below: 

 

• Support by the Social Worker and /or HTS Counsellors: Almost all SRs interviewed reported the biggest 

support to the beneficiaries as coming from the social workers and HTS counsellors but not peer educators. These 

are mainly on a one-on one basis as well as telephonically, mainly due to COVID 19 pandemic. Some mentioned 

the social worker leading a group chat on WhatsApp, however, a challenge cited by one SR with the WhatsApp 

group chat was that some beneficiaries use this platform to get other MSM & TG people telephone numbers and 

get to use them without the owners’ consent. 

 

Peer educators felt that it was important just to call clients randomly, “a call and greet”, just to make sure that 

users are still on board on the programme, however, it appeared that peer educators do not have resources to 

make such calls and hence the responsibility then remains with the social worker who are better resourced to 

perform this function.  

 

• Support groups facilitated by the clinics: These are mainly treatment adherence clubs where clients are 

supported by clinic staff to adhere with their treatment. These are open to all individuals who need support to 

adhere on any treatment and usually are for ART and TB programmes as well as for other chronic conditions.  

 

• Support groups for MSM & TG people: The ideal support groups for this population are regarded as closed 

support groups to be facilitated by the social workers. The idea is to have beneficiaries discussing and sharing 

MSM & TG experiences and challenges, and to provide a platform where the beneficiaries can learn from each 

other’s experiences. These can cater for all MSM and TG populations and could vary as open and/ or closed. The 

closed support groups will cater for beneficiaries that are, for example, positive for HIV and other conditions that 

may not be discussed in an open forum. 

 

During the lower lockdown levels of COVID 19 pandemic and whilst also observing the regulations including social 

distancing, a support group session with at most 10 beneficiaries at a time was suggested however, challenges 

to these approaches were cited. For example, it was reported that this group likes to fight; most of them are in the 

closet and are highly confidential; therefore, it would be difficult to get them at one point as their sexual orientation 

will be exposed as some are also married.  

 

• Psychosocial support  

 

The interviewees indicated that there is a need for more psychosocial support programmes dedicated to mental 

health issues.  These will help identify mental health needs and referral to services where necessary, and to 

support coping skills, disclosure support and adherence to treatment. Some of the beneficiaries had experienced 

trauma in their early ages, Gender Based Violence as well as through acceptance of the positive test results. 

 

Beneficiaries reported that they experience beatings at the clubs and the discrimination, which triggers some of 

the psychological trauma they suffered from their childhood as they were viewed different from other children. 

They live with bullying which started from a very early age and still continues; the non-acceptance by the family 

and lack of family support, workplace discrimination as well as community at large. The beneficiaries reported 

that they have not received support from the police, when they go to report abuse, the local police laugh at them 

and they don’t make any follow up with the crimes committed. One of the side effects of this trauma is that some 

end up doing drugs and in some extreme cases, committing suicide.  

 

• Support groups to take a holistic approach: It was suggested that just verbal and psychological support alone 

was not adequate and would be beneficial to the programme users if they were to be supported holistically. There 

is a need to listen to the user problems and see how the programme can intervene, for example, a beneficiary 

that is on TB or ART treatment needs good nutrition and therefore, it is not just enough to put someone on 

treatment if that person does not have proper nutrition to support the treatment.  
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This point was emphasized by one of the respondents as follows, “you know why am I saying this because 

remember that in our program we’re trying to suppress the HIV right? How can we suppress the HIV if someone 

doesn’t automatically, okay, when it comes to food or let me just put it as financial support, and stuff like that, 

okay cool? I can be a gay guy and let’s be realistic I can be … I can be since I’m gay. I can’t go for grant application 

and stuff like because I don’t even have an ID and stuff like that you know, uhm when it comes to food at my age. 

How about the social worker to help these people, you know?”  

 

Some participants suggested community led interventions guided by expertise with the work concerned. A gap 

for the needs assessment was identified and this should cover behavioral, physical, social and the structural 

dimensions of individuals and their communities in order to guide and dictate how to influence individuals and 

their ecosystem.  

 

This plea goes hand in hand with the risky behaviors that some of the users may embark on in trying to survive 

when they don’t have financial means and that can lead to contracting HIV infection, non-adherence to treatment, 

losing hope to live, etc. Therefore, these peer educators see such behaviors as defeating the good intentions and 

purpose of this intervention.  

 

The question becomes, how then can those organisations who work with the gays and lesbians or who work with 

the MSM, who work with women who having sex with women, be supported? How are they getting support? And 

this was reported as a challenge.  The support was reported as not sufficient, “…you cannot travel from EJozini 

going up to Durban just to get an advice, it’s impractical; you might not have a lot of airtime that is easy to call 

even the gays and lesbian centre itself does not have a call centre where they can take up to six people at a time 

they do not have such facilities so those are the real issues for them”.   

 

• Safe spaces: Respondents recommended that the programme increase both virtual and physical safe spaces to 

give information, advice and provide counselling sessions. The question of whether people know where to get 

information was raised quite strongly. Those raising this question believed that the answer depended where you 

stay in any Province. Examples were given of some areas, e.g Ethekwini to mention one, that were regarded as 

being at an advantage because there’s a lesbian centre which is situated at the CBD of EThekwini; it’s a centre 

that supports almost the entire province. This was viewed as being unfair and impractical, as not everyone can 

reach that office. The view supported by most districts respondents is that there is a need to start to create 

environment or centres or replicate gays and lesbian centres at the district level that might be in each and every 

district.  

 

• Monthly seminars: Some SRs reported that whilst they have not implemented the support groups as yet, they 

hold seminars to educate their beneficiaries once every month. 

 

4.2.3.3 Communication strategies  

 

Various communication approaches listed below are used by different 

SRs. Only one SR reported having recently appointed a media liaison 

officer, others reported not having such an officer to assist with 

communication and media coverage around the Me First program. The 

SRs put this responsibility on Beyond Zero, hoping to be guided by the 

PR’s communication strategy. At the time of the evaluation, Beyond Zero 

had developed their communication strategy and was yet to be 

approved.  

 

Social networks 

 

Virtual Platforms are used by the programme to attract and get clients 

as one respondent stated, “we use social media; when they see our 
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posts on our Facebook pages, they usually inbox to find more information on how to be in contact with us and that’s how 

we will be able to visit them and give them full information about the programme. We call them and make appoint with them, 

then talk to them before we give the service via networking; we then ask them about their other MSM friends.” 

 

Beneficiaries reported that the peer educators usually come to where they stay for continued support, and in the event they 

don’t know their details they will use social media.  The use of social media has been one of the strategies that has been 

used to communicate with and to support the beneficiaries. During Covid-19, it was the most form of communication used. 

They were communicating via WhatsApp, Facebook and Instagram. This helped the programme to continue keeping in 

touch with the clients. The beneficiaries also feel that there has been continued support from the SRs. Respondents 

recommended the use of social media to post relevant information as the people mostly spend a significant amount of their 

time on social media. However, not everyone could be reached through virtual platforms for various reasons including: 

o Some SRs reported not using social networks due to not having a media officer  

o Because their clientele is from rural areas, they do not have cell or smart phones  

o Those with cellphones may not have data to communicate as some are not earning income. 

 

• Postings on Facebook: Facebook pages for example, including Hammanskraal men to men, Rustenburg men 

to men are some pages that are used by some to post stuff and invite people. Catch phrases from the internet for 

example, “UNMUTE ME” are used and regarded as powerful phrases to attract and encourage MSM to speak 

out. Other Facebook users expressed a view that Facebook as a big platform as it is, is not enough because not 

everybody can be friends; in this regard he advised the need to expand the programme postings on virtual 

platforms as even straight men are using and commenting on the programme postings.  Some of the SRs that 

are engaging with their beneficiaries on social media including WhatsApp provide them with data to ensure their 

continued availability and use. 

 

• WhatsApp: This platform is mainly used by staff to communicate amongst themselves whilst other SRs use it to 

support beneficiaries, individually or group chats and to communicate any other information. Individual support is 

the most prevalent approach, the disadvantages of using groups on a WhatsApp platform that were cited include: 

 

▪ Theft and use of other beneficiaries’ contact details without their permission  

 

▪ Other limiting factors cited, Respondent: “…but mostly our population as you know how they are can’t be 

on the same platform; together they become arrogant and they fight and they talk things that are not there 

to be like we can’t get them on the same platform that’s what I can say.”  

 

Considering this challenging behavior, efforts and strategies to bring MSM and TG population on the same 

platform need to be devised particularly during the COVID 19 era where things have to be done virtually. 

This includes devising means to lessen the degree of secrecy and confidentiality that keep them stuck in 

the closet. 

 

Spaces with Wi-fi facilities: This approach was reported limiting due to the rural nature of the districts where the 

intervention program is implemented as well as the need to observe the COVID 19 regulations. In addition, this would be a 

difficult approach to implement for the MSM and TG community alone as it will expose the beneficiaries’ sexual orientation, 

as most of them are in the closet.  

 

Use of special language: Special preferred language best understood by the MSM & TG population group is used, maybe 

during the night or when communicating with each other. The same language can be used to give information and advertise 

about MSM & TG people issues on billboards and other communication platforms.  

 

IEC Materials: The use of pamphlets with adequate and useful information about MSM & TG people and their health was 

highly recommended for distribution. Peer Educators emphasized the need for continuous supply of standardized IEC 

materials as the SRs tend to get low or run out of pamphlets. The issue of having IEC material in various languages was 

also raised and considerations be made for illiterate clients that can’t read or write.  
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Respondents advised to have these materials developed jointly by the DOH and the SRs. They cautioned not to re-invent 

the wheel, and advised having Me First pamphlets and posters at public health facilities, at community level at large and 

the safe spaces. However, reluctance of health facilities to have MSM & TG people IEC material and posters at facility was 

highlighted.  

 

Radio and TV: Most people in small towns and rural areas listen to community Radio and therefore the programme should 

get radio slots for talk shows and talk about what the programme is doing and give information on how they can contact the 

SRs. One peer educator reported his SR did only one radio show during 2020; he advised and emphasized the need to 

have more talk shows.  

Others considered the programmers being not aggressive sufficiently; “our strategy is only focusing on those groups of 

community members who are regarded as organised in the society then those are organisation obviously who work with 

civil society and within organisation they will get assistance, but those who are just in the general community then they will 

get that challenge of not getting sufficient information. We need then to also start looking at whether our campaigns are 

reaching everyone sufficiently that might be the issues of radio and the print media, the issue of visual media your TV; are 

we then doing sufficiently in that regard are we doing enough around that? I don’t think we are doing justice, what we are 

doing is just a drop in the ocean”.  

 

In supporting this particular respondent, most respondents reported not seeing the MSM and TG issues on TV 

and believe that this platform is not used to promote the MSM & TG people agenda. However, some SRs use 

local radio platforms to educate men about men’s health and to communicate and promote the MeFirst 

intervention programme. A recommendation was made to introduce the MSM and TG people intervention 

programme on HIV, STIs and TB on Radio and TV. The more the channels broadcasting the intervention, the 

greater the reach. This would increase education and orientation of families to be able to understand and support 

their children.   

 

Community dialogues: Information giving, educating communities about men’s health and giving information about the 

MSM & TG people intervention programme for HIV, STIs and TB is done through community dialogues. However, more 

needs to be done to ensure the effectiveness of this approach in educating communities and changing behaviors.  

 

Events and partnerships:  

 

• SRs mentioned that they collaborate with other organisations, like Love Life, Love Line, the George municipality, 

DOH and some of the other NGO’s when they have outreaches for wellness days and other health calendar 

events including World AIDS day, STI week, and TB day; during such events, the SRs are invited and they set up 

stands, gazebos and distribute IEC materials to reach their clientele.  Likewise, they invite various organizations 

when they hold their own events as well. 

 

• MSM and TG people are known to be fun loving communities and as such some organize beauty pageant and 

the Pride events whilst others collaborate with other organizations to advertise the MSM and TG people 

programme, for example, Tholoana e Molemo in the Free State organize and manage a stand at the Macufe 

annual festival to market themselves. As part of their visibility and communicating their message, some SRs 

reported that they hold picnics to educate more people.  

 

• Recommendations were made for the intervention programme to use more platforms including social and music 

gatherings to book stands and make people aware of the intervention programme service they offer. It was further 

suggested that there be a build up to the annual pride event, to be held at district level first as most MSM and TG 

people are unable to attend the regional annual event usually held at central points like big cities. 
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4.2.4 PROMOTING AN ENABLING ENVIRONMENT TO INCREASE ACCESS TO HEALTH SERVICES  
 

4.2.4.1 Referral systems and linkage to treatment 

 

Following the intervention programme processes on the ground i.e educating and screening during outreach, clients who 

need further investigations, or linkage to treatment are referred to the clinic for further clinical processes. Referral process 

is done through filling of referral form and refer a client to the clinic. However, changes have been made in this regard as 

the clients fail to present themselves at health facilities or take longer to do so, resulting in the intervention programme 

failing to meet its targets.  

 

To address this challenge, SRs have devised some strategies to ensure that their clients are linked or initiated on treatment. 

Most of the clients particularly those newly recruited and tested get accompanied to the health facilities in various ways 

including: 

• Some SRs provide them with transport and take them to the clinic where transport is available   

• Where transport is not available, peer educators accompany clients to the clinic or  

• make arrangements to meet the client at the clinic and fast-track them to either the linkage officer and/or the 

professional nurse for initiation.   

• Where peer educators have good working relations with the facility professional nurses, the peer educators 

request priority treatment and to have their clients fast-tracked. 

 

Reports of clients who screen positive for STIs and TB and who refuse to go to the clinic were received.  

Respondent (peer educator): “They don’t want to be on the queues in the clinics or hospitals so that’s the difficult thing we 

get; we have to force them for their health. I don’t know if we could, our nurses could get the TB pills, take people for TB 

testing not just screening, yes and for the STIs too, because it’s difficult to take them to the clinics but when we refer them 

to be initiated they don’t want to go there”.  

“The reason they don’t want to go to the clinics on their own is that they are being mocked, the nurses are rude, yes, the 

queues are long and you know what? This is a highly sensitive population, confidentiality is critical to them and truly they 

really don’t want what is happening there”. 

 

However, whilst this may be the case, one respondent (manager) emphatically stated, “Like I have mentioned before, we 

try to teach our clients that uhm, their health is their responsibility and we try to push them to go to clinics where it is closer 

to home than to use transport money. We don’t create dependency. So we teach them to know that you know, if you are 

going to have sex with somebody use a condom; you know that you are in a relationship with somebody that is HIV positive; 

this is the medication that you are supposed to have. So we don’t want to create something that we know that will be gone 

and now…cause our SR is not operating any more, now you don’t take your medication. So we try by all means to make 

them understand their health is their own responsibility. So, we don’t create dependency to say uhm, when I take you to a 

clinic, something…you know the next time, your next clinic date, you are going to be in the queue, you are going to wait for 

your name to be called. We are not going to baby sit you every time because there are other clients that we need to see”. 

 

Despite the manager’s emphatic statement, one peer educator reported, “I’ve changed that system of giving a client a 

referral form, what I do, I perform advocacy I go with them to the clinic. They will say ‘can you come with me to the clinic?’ 

and I will totally agree with that, that’s advocacy. Then I make sure I give the client to relevant person who will be initiating 

that part; I make sure that I get the stamp and fill referral form on site”. Others said, “okay, I’ve realized that giving them 

(clients) a referral form won’t work; they simply stay at home”.  

 

One peer educator responded, “People come with different perspectives, mostly those clients we already got, we did 

convince them to take them to the facilities and when we get to the facilities because we are known at the facilities they 

(nurses) do help them quickly and there’s nothing that we’ve seen that they can’t go there. Okay fine, but the problem is 

when they will go alone there. They still fear the nurses; they are not treated well at the facilities”.  

 

The practice on the ground with most SRs however, appears to contradict the very strong and bold statement made by the 

manager above. The peer educators seem to be determined to achieve their expected deliverables or targets at all costs; 
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they continue to hold their clients’ hands to the clinic, leaving the issue of dependency and sustainability in limbo and 

questionable.  

 

Because the queues at public health facilities remain long with long waiting times, some beneficiaries have recommended 

that SRs provide health services for them in their own separate facilities, offices and/or safe spaces. They further suggested 

that other health services could be added to this programme including screening and treatment for chronic diseases such 

as hypertension and diabetes. 

 

The linkage officer fast-tracks the initiation process so that MSM and TG clients do not wait for long. They keep record of 

initiated clients and do follow up of clients on treatment to monitor treatment adherence. The linkage officer is the one who 

has resources to call and do follow-up on these clients.  

 

Peer educators do not get resources to call and follow up on their clients, only the nurse, linkage officer and the 

social worker for psychosocial support – the SRs need to consider how this approach affects peer educator – 

beneficiary relationship especially those not on treatment, just to make sure they are still part of the intervention 

programme. How does a peer educator give for example, couple counselling for unassisted HSS if they are not 

provided with telephone resources? 

 

4.2.4.2 Enablers and barriers to accessing health care facilities service 

 

The following extract is the opinion of one key informant regarding population knowledge about HIV: “We can’t capacitate 

forever, people know. The issue is how we arm people and encourage them to do the right thing. What options are we 

giving them? What options are we making available to them? We are told those options are available, but these options 

come with the heavy duty that people are questioned about their sexuality; are questioned about who they sleep with; are 

questioned about who they love in public, and in private, and so forth. You are more likely to turn people away! They are 

not going to trust”. 

 

Considering the hard to reach nature of the MSM and TG people and the service delivery model that has been adopted by 

the implementers of this intervention, there is a need to examine the approaches that are currently used as well as their 

success and sustainability in the long term. Listed below are the barriers that hinder the client attendance to health facilities. 

 

Service related factors 

 

• Long waiting times at public health facilities 

• Service provider attitudes and discrimination 

• Stigma and discrimination by other facility users 

• Ablution facilities that are gender specific and do not cater for gender non-conforming populations 

• Lack of confidentiality 

• Lack of professional skill to deal with diversity 

• Health facility infrastructure and lack of privacy 

 

Client related factors: 

 

• The MSM and TG people self-stigmatization  

• The lack of IDs for some rural population and passports for non-SA. 

 

One beneficiary viewed withholding of information by not coming out or change the way people do things as a barrier; it 

causes problems because it puts other people’s lives in danger. He advocated for “continuous education to get people to 

be open, come out and clean their act. The beneficiary reported that it should first start with one’s self. He viewed some of 

the MSM people as making themselves victims and allowing the general community to use them. He reported that in rural 

areas, people are getting more open and doing thing openly and he feels that sometimes the MSM people are taken 
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advantage of by straight people because they want to explore and satisfy themselves. He believes that the LGBTI 

community wants to fit so much to the community that they sometimes end up being exploited and this is what this 

community has to guard against.  

 

The nature of the intervention programme had been to counter these barriers and come up with a workable, successful and 

sustainable model that will see the MSM and TG people changing behavior and utilising the public health facilities more for 

disease prevention and management. Because of these barriers, the intervention programme beneficiaries had made 

specific recommendations. Probably, an implementation model that takes some of these recommendations into 

consideration can be developed and/ or strengthened, these include:  

 

• SRs to establish LGBTI centres or clinics to provide health services to this population 

• Strengthen the community-based health services by implementing mobile health services to provide the service 

at community level 

• Expanding services of the current intervention programme to include other services such as for example, 

screening and management of chronic diseases (hypertension and diabetes mellitus) at community level 

• Expand the community based services to have treatment initiation done at community level rather than at the 

clinic 

• Expand the services provided by the peer educators/ navigators 

• There had been requests for the establishment of gender non-conforming or unisex ablution facilities in public 

health facilities 

• Provision of hormone therapy for transgender people in public health facilities 

• Availability and easy access to IEC material that gives information and educates about the MSM and TG issues 

• There had been an emphasis on history taking of patients, re-orienting service providers to ask the right questions 

to get relevant answers in order to provide relevant and proper service without directly asking one’s sexual 

orientation. This is regarded as being sensitive to client/ gender diversity. 

• Collaboration of NGO and public health sector staff in public facilities. 

 

The important question is how the intervention approaches that have been implemented assist in addressing the 

barriers mentioned above and ensuring sustainability in the long term.  

 

4.2.4.3 Preferential treatment  

 

Many peer educators reported taking their clients to the clinic for initiation, and some in project vehicles. The linking officers 

intercepts these clients, jump the queues and are attended in a short time. Reasons have been given to justify this practice, 

for example, clients either fail to go to the health facility with the referral letter/slip and/or take long to do so; the data for TB 

and STI screening support this as about one third and one quarter of clients referred to health facilities for treatment initiation 

never go (Tables 11 – 14). This results in the project failing to meet its targets on initiation whilst the condition of the client 

may be deteriorating. 

   

During one of the focus group sessions, one respondent cited the warning given by the health facility stating, “… one of the 

things that have come from the facilities with our PrEP implementation is, they don’t want to give preferential treatment to 

MSM because, they have also highlighted that what is going to happen when you no longer there? So for instance, before 

we started initiating PrEP during outreach we were taking our clients to the facilities ourselves so we would use our 

resources this is the motor vehicles and when we get to the facility we make them jump queues and take them to a different 

room so, the facility came back and said no, no, what is going to happen when you no longer in Mopani? These same 

clients are supposed to come and use their transport to get to the facilities and sit in the queue; if you making them do this 

now, what is going to happen when you no longer there? I think maybe between us and the facilities we just need to make 

sure that we have structures where I think having, ...this preferential treatment thing may not work because, you are kind of 

building some indirect stigma when you saying MSM go this way don’t come and queue here so, I think it goes back to 

those facilities they somehow need to see how to accommodate MSM without them necessarily saying MSM come 
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stand here but, see how they can speed up that process there without us necessarily having to always be there to 

make sure they speed up the process”.  

 

The implementation modelling again comes into play for purposes of sustainability. The implementation model which is 

currently implemented by the clinics is treating MSM & TG people like any other person irrespective of his/her sex 

orientation, on a first come, first serve basis whilst this group does not like long waiting times. 

 

• Service provider attitudes and discrimination 

• Stigma and discrimination by other facility users 

• Ablution facilities that are gender specific and do not cater for gender non-conforming populations 

• Lack of confidentiality 

• Lack of professional skill to deal with diversity 

 

Differentiation should be made however, between the preferential treatment cited above and systems put in place to 

promote treatment adherence of specific groups of people for example, employed clients, learners etc. 

 

4.2.4.4 Sensitizing health facilities service providers  

 

The MSM and TG people are reported to fear the health service providers as they are not treated well in facilities. One peer 

educator stated “…the reason they (MSM & TG people) don’t want to go to the clinics on their own is that they are being 

mocked, the nurses are rude; yes, the queues are long and you know what? This is a highly sensitive population, 

confidentiality is critical to them and truly they really don’t want what is happening there”.  

 

Respondents’ reports give an indication that the health facility staff were sensitized regarding the MSM and TG people. To 

note, in each health facility working with the SRs, there are some health care workers who are known and who work well 

with the peer educators and their clients. These reports however, show that the outcome of such trainings at times are less 

effective. The rapid staff turnover is one of the contributing factors as trained or sensitized staff may leave a facility, only to 

be replaced by one who is not trained. To address this the following was suggested: 

 

• The welcoming and positive attitude of the facility operational manager towards the MSM and TG people is a 

critical factor as it is anticipated that s/he will be able to influence the attitudes of the facility staff and continue 

reinforcing the positive values towards population diversity.  

• In their efforts to reduce stigma and discrimination, peer educators had sought the support of the SR management 

in addressing this matter 

• SRs to continue providing training and in-service training sessions to the health care providers 

• SR staff to make themselves visible (may be through constant visits) at public health facilities to build stronger 

working relationships with facility staff and to emphasize the common interest i.e the patient and good treatment 

outcomes; 

• Feature the clinics that best embrace population diversity (all groups) in SR newsletters and other health 

magazines to acknowledge and encourage them. Respondents admitted that they do not show appreciation when 

and where its due to the health care nurses.   

 

4.2.4.5 Promoting professional capability to deal with diversity 

 

During the interviews respondents acknowledged the strong clinical competency of the health care workers but poor 

competency in dealing with diversity particularly in the minority key populations. This was seen as not only relating to LGBTI 

population but could be people with disabilities, Youth etc. The poor competency was attributed to the “ideals” created by 

our society, for example the binary nature of the gender with the clinical training conforming to these ideals. The 

beneficiaries reported that they still find challenges with accessing health care facilities. One beneficiary said “If you were 

to go to the clinic and you are a transwoman but, you haven’t made your transition, but your gender ID is a woman you 

would have problems because they would say you look like a man; how come you say you are a woman? You would say 
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you are a woman but, what they see on the outside does not match on the gender identity that means we have to work 

shops with our health care workers for them to understand what sexual orientation is, what is gender identity, gender 

expressions.” It was considered important to re-orientate the health care workers to embrace diversity particularly through 

clinical processes without being blunt about it. 

 

The ability to acquire and apply knowledge and skills was considered the most critical. History taking from a patient, 

language and terminologies used were regarded as key to getting accurate information that will assist a health care worker 

to treat a patient without making assumptions.  The questions a health care provider asks from a patient/ client determines 

the kind of responses the health care provider gets from that patient. One of the key informant stated “…. it does not matter 

if one is heterosexual or homosexual. It does not matter! When you ask questions, ask questions that anybody, any of these 

orientations or identities must be able to give you intel. You can’t say if I’m walking in as a girl or as a woman and you 

asking me a question, and it says; when was your last time having sex with your husband? Who said I’m having sex with a 

husband or boyfriend?  But if I told you then when was the last time you had sex with your partner? you know! Has your 

partner tested? you know. That’s how you neutralise the language and the terminologies so that you can start gathering the 

right information”.  

 

Following this argument, the envisaged health care system that is embracing the key population groups (not only MSM and 

TG people) need; 

 

o well considered implementation models that are sustainable.  

o tailor made intervention models that are understanding of diversity.  

o a person-centred affirmative service  
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4.2.4.6 Dealing with internal stigma/ self-stigmatization  

 

Internal stigma is one of the major hinders of why people are not getting assistance. Internal stigma better known as self-

stigmatization refers to the shame and expectation of discrimination that prevents people from talking about their 

experiences and stops them seeking help. One of the respondents stated, “internal stigma is real; people sometimes do not 

access healthcare service not because healthcare service is not available; people do not access healthcare services 

because of internal stigma simple; because what if? what if? what if? So based on that, they are not sure because they are 

scared of the unknown (and probably the known e.g hate killings in KZN and beatings the MSM & TG people experience 

on a daily basis) so, internal stigma is real but then the question also might be, where do people get help if then a person 

has such fears and uncertainties? Do people know where to get help if they need that kind of an advice, be it assistance? 

In all these questions, the answer is yes and the answer is also no; it depends where you stay in the province and then if 

you are at EThekwini, then you are at an advantage because there’s a lesbian centre which is situated at the CBD of 

EThekwini then it’s a centre that supports almost the entire province.” 

   

4.2.4.7 Discrimination by other health care facility users 

 

The beneficiaries reported that they do not like going to the public facilities because of discrimination and stigma. They 

believe that sometimes they are laughed at by the nurses and the communities. One said “sometimes we feel discriminated 

going to public clinics because people are looking at you, like it’s almost a sin, like you don’t belong there, throughout the 

whole testing thing”. They indicated that they prefer that the SRs should be the one providing the service to them.  

 

Discrimination by other healthcare users was perceived as originating mainly from the communities. Similarly, discrimination 

and attitudes of the service providers were explained as originating from the same society they are coming from. Additional 

factors that were perceived as likely to perpetuate discrimination and stigmatization by other health facility users were: 

• Preferential treatment they get through the implementation of the HIV, STIs and TB programme 

• The use of ablution facilities, particularly with the transgender people 

• Labelling of the PrEP package was perceived as attracting attention of the non-users and less at-risk populations 

 

The issues of discrimination, violence and stigmatisation are basically the violation of human rights which is against the 

constitution of SA as it proclaimed equality as well as equal access to health care to its people irrespective of colour, gender, 

and social status. Should then be their incidents and/ or reports of human rights violation in health facilities, it means that 

“someone then is not doing his/her job; those who are in charge of the health facilities are not doing sufficient in terms of 

holding the staff accountable. But there is another challenge where you find that the LGBTI themselves, they do not report 

matters or, either they don’t even know how to report. There’s a difference between reporting the matter and also raising a 

concern; so people need to understand those things”.  

 

The AIDS Council in particular, emphasized the need for evidence, with the poor reporting of such incidents and/or cases 

cited as a major challenge and a gap that needs to be improved.  The need for information which specifies which health 

facility committed such acts against the minority populations (in this case the MSM & TG people); what, who, when and the 

action one took in terms of complaining and/or reporting the incident was emphasized. This information, which at present 

is not available, is needed for oversight purposes, for use when engaging with the relevant constituencies. Recommendation 

was made for the development of tools to monitor human rights violation incidents in the health sector. Collation of such 

information will inform course of action that is required to inform intervention strategies.  
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Please note:  

 
o A need to evaluate the functionality and effectiveness of the health systems in this regard 

was recommended in order to establish areas of improvement and to address those areas 
found not to be functional. 
 

o A need to develop the tools to monitor human rights violation incidents in the health sector 
was recommended.  
 

o Advocate for human rights; “…the National Health Act is only read by professionals yet 
National Health Act is a South African Act that is governing healthcare services of South 
Africa so therefore all of us, we should know what it says”. 

 

4.2.4.8 Establishment of separate health facilities for MSM and TG people  

 

Whilst there is an outcry for separate health facilities for MSM & TG people (as well as LGBTI group) some respondents 

argued that government resources and financial considerations need to be taken into account. One key informant argued, 

“The issue of implementing separate clinics for the MSM and TG people is against the South African constitution. There is 

a need to ensure that we integrate and do not deplete the scarce resources that are already depleted, that are always 

decreasing. Ours as government is integration not separation. I think that will be taking two steps backward if we have to 

separate; we need a fully integrated society where people live with everyone happily and if there are people who have 

discomfort living with others, those issues must be addressed, but TG, MSM and LGBTQI+ have equal rights like all of us 

to go to any health facility. We need to find a way on how to overcome challenges; it’s not a solution to create clinics that 

would only be for LGBTI because the next thing, you will have to have a clinic for only young people because they also 

suffer the very same fate; they are also not getting the best services in the healthcare service because, because, because…, 

so we can’t run away from challenges but we need to find a way on how to overcome these issues, not to run away from 

them”.  

 

An implementation model therefore that integrates and is inclusive of the minority groups and that takes their needs into 

consideration should be designed. The key informants blamed the programmers and implementation as the weakest link 

that needs to be strengthened since the government policies are strong and very clear on what must be done. 
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4.2.5 DEVELOPMENT AGENDA IN HEALTH CARE 

This must talk to the various models of intervention, taking into consideration that people (anyone) are at different levels of 

knowledge. Prevention model is focusing on changing behaviour. However, behaviour is coupled with many other factors 

(social determinants of health) including social and structural drivers, including biological drivers that puts people in 

vulnerable states. Intervention models need to consider the following points: 

o We live in an unequal society generally; our health system itself is unequal: The Constitution of South Africa

promises people that they will be equal. Immediate mainstreaming, and integration is good intention. “Our health

care providers are clinically competent. They are just incompetent for affirming equal services”. We therefore

need tailor made interventions that are designed to address diversity. It’s quite key to look at what kind of model

is in place.

o Repairing existing systems that have little consideration of minority groups: “In the case of repairing any

kind of system, you’re not saying set up an alternative. Yes, alternatives are set up to bridge the gap, but

alternatives are not sustainable, because not everywhere you’re going to set up Centres of Excellence”.

o A need for a sustainable service delivery model: Respondents advised of a need to develop and implement

as sustainable and tested model from all the experiences gained during the implementation going forward from.

An example of one of the service delivery model implemented elsewhere was given by one of the respondents as

follows:

“Our model is a sustainable model; when Global Fund comes, and goes we will be here, as a community,

continuing to serve the community. So, I’m just giving you a typical example of modelling. We are pushing, we

called for it by the way. We called for prevention options, we called for treatment options, we called for all these

interventions because we do advocacy, you know…. Because health is in the centre of having a healthy

population, a healthy nation in any way, because that’s the only way you’re going to have a healthy economy. So,

for me it is quite important that even Beyond Zero, an organisation such as Beyond Zero. When it negotiates on

behalf of its own partners…. The partners which are the PRs, SIO’s whatever they are in the case. The model of

implementation it’s a very important and critical issuel”.

o Centres of Excellence as a model for sustainability: With the limited resources that the country has, one can

never have centres of excellence everywhere but in certain areas as dictated by, for example, prevalence. That

means, one can only work with the limited resources one has, and maximise on that. Now, in those kinds of set

up, how does one make a service inclusive? “It’s adapting to inclusive languages and making it safe for

everybody. It’s building competency through a capacity, it’s labels, it’s messages that are visible that people can

trust, and believe in”.

Transgender people reported that Beyond Zero can benchmark the Centres of Excellence that exist elsewhere in

the country, for example, in Cape Town and Pretoria which are not accessible to the majority of MSM and TG
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people who are not close by those areas. Whilst catering for the MSM and TG population, these can be designed 

to provide specialized services to other marginalized groups including Youths. Besides the service attitudes of 

the health care providers, transgender people articulated what they needed, with the hormone therapy and other 

special treatments being on top of the list. Other services that may be provided at community and facility levels 

include provision of services for chronic diseases including hypertension and diabetes as well as management of 

TB and STIs. Examination of the health care service packages particularly at lower levels becomes critical on 

how these other requests could be accommodated within easy reach of the clients without overloading the 

secondary and tertiary levels of care. Considerations need to be given to strengthening mobile clinics at 

community level and establishing special clinics through outreach programme of district, secondary and tertiary 

levels of care. This approach would then ensure that the standalone special clinics that are requested can form 

part of the existing facility with the introduction of the special services in demand through outreach special clinics. 

They recommended that there should be more focus and resources dedicated to these facilities.   

 

o Provision of hormone therapy for trans people: The transgender people emphasized the need for the health 

facilities to provide the hormone therapy as it is only available in selected facilities which are far and hard to reach. 

 

o Establish gender non-conforming or unisex toilets: The public health facilities were set-up in a binary and 

heteronormative context. The issue of safety and violence in South Africa was raised as a serious problem. 

However, one respondent argued as follows’ “it doesn’t mean that when you have a women’s bathroom, and a 

men’s bathroom… that perpetrators can’t walk in and rape, even in women’s bathroom. They do that! So, for me, 

the bottom line is about the kind of culture you create”. The notion of unisex and what is key, is about the 

workspaces where safety principles that users can understand and behave towards.  

 

o Third gender: A similar discussion could be made regarding the issue of IDs for transgender people raised during 

these interviews. Transgender people reported concern with regards to their IDs that are not aligned to their sex 

change; these still carry the sex assigned at birth. This was regarded as the issue of the national policy, the 

proclamation and the national policy position on issue of trans-gendering of one sex to another sex. At present 

the issue of transgender people is not policy hence the challenge MSM and TG people are facing at health 

facilities. The design of the SA health facilities is not catering for the gender non-conforming individuals. This 

issue requires to be sorted at national policy decision-making level so that the country can start talking to the 

policy as proclaimed, but at present the policy is quiet.  

 

4.2.6 DISCUSSION 
 

Beyond Zero adopted a combination prevention model which is comprised of three main service delivery components i.e 

the behavioural, biomedical and the structural components. Under each component, several approaches and strategies are 

implemented to achieve the programme objectives; this is described under the project description in the introduction section 

of this report.  

 

Whilst there is acknowledgement that there is more that needs to be done, and there’s still a long way ahead, overall, there 

was general appreciation of the intervention project, at all levels. The beneficiaries expressed gratitude that the SRs are 

reaching out to educate them and provide some commodities including condoms and lubricants.  

 

Programme impact 

 

• People appreciate support from the programme and some of those who were not using health services are now 

attending; some are asking the programme staff to accompany them to the facilities. 

• Support and coaching by the programme has assisted some transgender people to come out and disclose their 

status to their families. 

• Positivity yield is very low; most of the people tested are negative. Most of the positive clients already know their 

status or would be on treatment and therefore are not tested again.  
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The intervention programme was viewed as having a positive impact to the beneficiaries. It was viewed as promoting the 

programme beneficiaries’ self-esteem and confidence, as well as encouraging them to practice healthier sexual activities. 

As one of its strengths, the programme was seen as helping MSM & TG people from the villages who can’t access proper 

sexual health care. The programme is praised for empowering the communities with information on sexual and reproductive 

health.  

 

The beneficiaries reported that the SRs have helped them a lot. They have learnt a lot about themselves, their HIV status, 

their gender and issues of discrimination. They are happy with the programme. Some reported that before they were 

introduced to the SRs, they were not testing or getting any support because of discrimination and stigma they were receiving 

from the public health facilities but thanks to the SRs, they have full support from the centres and Peer Educators.  The 

programme has helped to make the beneficiaries aware of who they are, as well as educating the communities and society. 

It has helped the MSM to gain more confidence about themselves, and to be free.  The beneficiaries reported that they 

used to be scared of walking around as transwomen, as taxi drivers and people around would discriminate them. Now they 

feel they can go anywhere because the communities are educated. Below are the direct quotes from respondents: 

 

o Peer educator: “people weren’t having the knowledge in terms of the sexual activities, it came with a difference 

now because, they know where they can get the information and good service”.  

o Peer educator: “I think it changes the lives of a lot of people because, they were not given information cause now 

they know how to play safe because, we give them the information in terms of preventing HIV and how to play 

safe sex and they know where they can get condoms and lubricants”. 

o Peer educator: “Clients understand the issue of positive lifestyles”. 

 

There was also appreciation that the SRs are facilitating the use of the public health facilities by the MSM and TG people. 

Whilst the programme is trying to integrate the MSM and TG people beneficiaries into the mainstream of the health sector, 

they are seen by the MSM and TG people as special service providers, that are only designed to address the needs of 

these population groups. Whilst this is good acknowledgement of the efforts of the SRs, there is an urgent and a strong 

need to re-orientate such thinking to integrate them into the SA health system as per the SA constitution and the Health 

ACT.   

One of the strategies that tend to be commonly used by most SRs and in chasing the programme targets, is to transport 

the beneficiaries who test positive to the health facilities for the treatment initiation process, to either ART for those tested 

positive for HIV or PrEP for those tested negative.   

 

1. Behavioural component 

 

Combination approaches to recruitment:  

 

The project is peer driven, with the peer educators in the centre of the project. They conduct outreach at community level, 

educating and recruiting the MSM clients to participate in the intervention project.   The concept regards the peer educators 

as having the knowledge of the MSM and TG people social networks, to know where to find their fellow peers as it is 

regarded easy to listen to a fellow peer. So, the model puts the peer educator at the centre of it all and therefore assumes 

a positive influence to the MSM and TG people recruitment process for the intervention project. The project also allows a 

ratio of 80% to 20% appointment of peer to non-peer educators, for the clients who would choose to consult with a non-

peer educator.  

 

The programme performance relating to the institutional arrangement was rated at 50% by some respondents; 

acknowledging elements of good institutional arrangement where this was applied against those that are regarded as poor, 

having used SRs that have little experience and knowledge of the territory. I support of this, the peer educators in this 

category admitted as well the difficulty they had when they started the programme, citing communities which thought the 

programme was a scam and were not from a formal organisation since they did not know about them. Since the reduction 

of HIV, STIs and TB incidence amongst this population is regarded as an urgent matter, leveraging on experienced and 

well tested SRs was recommended as a springboard for fast-tracking the pace of the intervention. Alternatively, the SRs 

need to ensure proper marketing strategies, starting with the organisation itself as well as the newly introduced projects for 
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acceptability by the communities. Furthermore, the SRs need to build rapport with the communities and get them to trust 

them. Respondents agreed that it’s not easy to get to a point where the organisation get trusted to be doing what it claims 

to be doing; it takes quite some time to reach such point. 

 

The MSM and TG population are known to be very secretive and difficult people, having a high regard of confidentiality. 

The trust issue and lack thereof, correlates very well with the wrong information some of the peer educators and particularly 

those SRs that were newly introduced in this territory. Respondents acknowledged that most people are still in the closet, 

they don’t want to speak about their sexuality so, it becomes a problem to engage with them because they fear that maybe 

somehow some where their sexual orientation is out there for everyone to know since the clients do not know them; this 

was seen as one of the SRs’ weaknesses because, approaching those that are in the closet can be very difficult, at the 

same time they can be very brutal sometimes. The peer educators recommended that better ways need to be found to deal 

with the clients in the closet.  

 

During the interviews, best practices on recruiting MSM and TG people were shared by peer educators that are seasoned 

in the territory and some of the enablers for better performance include; 

• Training of the peer educators: analysis of recruitment and training of the peer educators shows that whilst the 

peer educators report having received training in some components of the programme;  

o There is likelihood of employing/ recruiting experienced peer educators or people who have worked as 

peer educators before, regardless of the programme they were prior exposed to; 

o Based on the assumption that everyone had been a peer educator before, then the training tends to 

focus on some elements of the new intervention programme and not train on all the components, whilst 

others were never exposed before. The SRs had to take note of this, as the peer educators tend to 

observe and critique each other. 

o There was acknowledgement of the COVID 19 outbreak and that some of the trainings that were 

scheduled could not happen; the SRs have to find means and ways to conduct these trainings. 

o Cutting corners does not assist: Some respondents reported that some trainings for peer educators 

were scheduled for 10 days but were cut and offered in three days with peer educators expected to 

read through the bulk of the rest of the work that couldn’t be covered during the three days. They 

admitted that with the level of some peer educators’ education and the field they are working in, they 

would have benefitted and had been better off should they have been trained throughout the 10 days 

of the course. They got very little benefit from truncated course. 

 

• Linked to the inadequate and/or poor marketing strategy of the organisation, is the report of SRs that would prefer 

to work in town settings rather than those rural because of the difficulties and challenges that are experienced 

with the traditional leaders in accessing rural communities. The SR therefore need to market and introduce itself 

properly to be accepted and trusted. Mobilization of community leaders (including chiefs, headmen, councilors 

etc) need to be strengthened and done ahead of the MSM & TG people intervention campaigns. Failure to do this 

result in the programme implementation focus being mainly in towns and excluding those MSM & TGs in rural 

communities that may not reach towns. Some peer educators recommended appointment of community 

mobilisers to do ground work and prepare communities and their leaders ahead of the outreach for successful 

and effective campaigning. 

 

• Other best practices:  

o With a lot of MSM in the closet, and hard to know who is who, some SRs invite all men to the outreach, 

educate about MSM and invite them for one-on-one consultation for further queries, to seek clarity and 

/or HIV testing. It is during these sessions that affected men will be able to get clarity on their sexuality 

and sexual orientation where they ask questions, get guidance, coaching and support. 

 

o Recruiting through beneficiaries’ networks: new recruits are invited through the beneficiaries who are 

already registered or introduced to the programme; these are asked to bring/ introduce or refer their 

friends and associates to the programme or the peer educators. 
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o Index case contacts: Whilst some peer educators reported difficulty in accessing the index case 

contacts, regarding this as breach of confidentiality and citing the hostile nature of the contacts, one 

peer educator reported that for HIV positive contacts, he encourages his clients to use HIVSS with their 

associates. He coaches the client on how to go about the test with his associates, with the peer educator 

offering telephonic couple counselling in the process, once the associate is convinced and agrees to 

participate in testing. The peer educator sees this as a win – win situation as he gives support to the 

couple and in turn he gets to know the test results. Whilst HIVSS is known to increase HIV testing reach 

significantly however, the latest studies show that it decreases the linkage to treatment. As a result of 

such decrease, many SRs reported that they do not offer HIVSS kits for unassisted testing to clients. 

They believe that our population is not ready for the HIVSS; and whilst most clients request assisted 

HIVSS, they perform assisted HIVSS for mainly two reasons i.e  

 

▪ The programme is not certain how they will get the test results, particularly for those clients 

who test positive and need to be linked to care 

▪ They want to practice utmost control in anticipation of any psychological response should 

unexpected positive outcomes be received.  

 

• Because of the private and confidential nature of the MSM and TG people, respondents reported difficulty in 

having the MSM and TG people at one place for example, for conventional support groups; this is despite the 

programme delays caused by the outbreak of COVID 19. To facilitate and promote the gatherings of MSM and 

TG people where they can be easily reached, recommendations were made to establish: 

o Within the districts, more safe spaces where the MSM and TG people can comfortable use 

o MSM clubs and parks where they can mingle with each other. 

 

• Various approaches of reaching the MSM and TG people are reported in literature and include twilight service 

delivery in mobile clinics. After hours’ outreach had not featured much in this intervention as one of the strategy 

despite that mobile services are part of the initial service delivery plan. This discussion takes into account the 

COVID 19 outbreak and lockdown and some of the strategies may not have been implemented as planned.  

Whilst there is an expectation for the rights of the MSM and TG people to be observed and respected by the 

general population, on the other hand, it is equally important that this population and/or the programmes 

implemented come up with strategies that will:  

 

• deal with and significantly address the issues of internal / self-stigmatization; thus far from the beneficiaries’ 

reports, the programme has partly achieved this but still need to continue to avoid missing opportunities.  

• support their cause on the ground and promote availability of MSM and TG people information. There are 

respondents who admitted the visibility of gays and lesbians but expressed doubts in the existence of the 

other MSM population as they always see one or two MSM or TG people and being not sure who these 

people report or give feedback to, as well as how big this population is. 

 

• Peer educators emphasized the importance of building trust with one’s clients and also coming up with ways to 

verify the information given by the client, for example, when one is given a cell phone number by a client, to send 

him a message immediately, testing the validity of that number whilst he is still with you and check if he gets the 

message whilst together. This can be a message the SR agrees upon, for example, a thank you or welcoming 

message. Challenges associated with this approach however, is that some clients do not have cell phones; as a 

result, they give other people’s contact numbers and these cannot be verified immediately. Whilst they could 

phone the number to make sure that it’s valid, the programme does not provide peer educators with airtime to be 

able to contact their clients. To strengthen relationship between the clients and peer educators, peer educators 

need to be able to be there for their clients, contact, support and be able to check on them. 

 

One beneficiary from one SR reported beneficiaries not trusting the peer educators because they believed that 

some of the peer educators were gay. On analysis of the beneficiary’s statement, it appears the corner stone of 

the intervention model i.e the “peer approach” and the structural issue of the 80/20 principle is not well articulated 
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and probably, this needs further investigation as this can be a winning card. Brain storming sessions amongst the 

peers need to be conducted to establish how the peer educators can build trust with their clients. 

 

IEC material: pamphlets that carry information about the MSM and TG people were recommended to be developed, printed 

in various SA languages and distributed particularly in the rural areas where people do not have adequate resources to do 

their own searches. To address this, joint collaboration with the DOH in designing and developing the IEC materials and 

standardised messages was recommended as well as to review and consider the MeFirst materials already available for 

use rather than reinventing the wheel. To embrace diversity and ensure inclusivity of MSM and TG people in our public 

health facilities, IEC material carrying information about MSM and TG people need to be distributed from these health 

facilities as well. The Service Level Agreement between the PR, the SRs and the districts should carry clauses to this effect. 

The SRs regarded Beyond Zero as responsible for availing the budget for the development and printing of the IEC materials.   

 

Various communication strategies which could be considered for information sharing over and above the pamphlets include 

social media but taking into consideration those that do not have adequate resources to access these platforms, Radio and 

TV which most people have access to as well as organizing and/or collaborating in events that promote the plight of the 

MSM and TG people. This evaluation has shown that there’s very few events that the MSM and TG people get involved in, 

the main one being the beauty pageant. Not everyone is able to attend or could afford the central annual events that are 

usually held in big cities and therefore a build-up process towards the annual event starting with events held at district level 

were recommended.  

 

2. Biomedical component  

 

In addition to the normal HTS, the programme introduced HIV self-screening to expand and reach more clients for 

testing. The HIV self-screening test is more accepted than the normal HTS done through pricking with the beneficiaries 

appreciating doing away with the pricking. Various strategies to get clients to test and know their status have been 

discussed above. There are SRs who reported exhausting the population to test and who have to come up with other 

strategies to test more people, with one of these being expanding the programme to new areas. Considering this point, 

the SRs need to inculcate the culture of periodic testing; as they expect their clients to test after every three months; 

the tracking and follow-up of the negative clients to test as scheduled need to be encouraged. This will also ensure 

that the programme does not lose its beneficiaries. 

 

Throughout this evaluation there had been a continuous call for the establishment of more safe spaces at district level. 

The programme beneficiaries requested HIV, STI and TB screening services to be conducted by the SRs in these safe 

spaces, in mobile clinics or at the SR offices. Increasing the number of safe spaces will surely encourage more MSM 

and TG people to access these services. Additional requests were to expand the SR service delivery to include: 

 

• Screening for chronic diseases 

• Treatment initiation at the SR sites 

 

While the appreciation of the SR services is high among this population, the issue of the intended integration need not be 

forgotten. Requests made are clearly demonstrating that men do want to get the health services; the key barriers are the 

long queues in health facilities, the long waiting times and the service provider attitudes. These barriers to access health 

care services in health facilities are well documented in literature; similar barriers were cited by the respondents during this 

evaluation. Staff attitudes towards MSM and TG people vary between individuals, with some beneficiaries reporting that 

some staff are receptive and have no problems with them whilst other beneficiaries could not bear the attitudes of some 

staff, describing them as “rude”. To sustain the good practice in health seeking behaviours and promote access to health 

facilities by the intervention target population, the SRs are addressing the latter through sensitization and training 

workshops, however, the long queues and long waiting times cannot be addressed by the SRs. The staff shortages in health 

facilities is the key contributing factor to long queues and long waiting times and men are known to hate sitting in long 

queues. This is the reason why other men that are non-MSM were also reported to enjoy the services of this intervention. 

This is the point where the implementation model as emphasized by some respondents need to be strongly considered. 

What is it that will be effective and sustainable in a long term that this intervention can demonstrate to the SA government? 
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Surely, the strategy of holding the hands of beneficiaries, take them to the health facilities and make them jump the queues 

is no solution; it’s temporal and really unfair to those people waiting in the long queues. As soon as the intervention 

programme stops, all those clients will stop accessing health facilities as they won’t have anyone to advocate for them. 

 

As reported earlier in this discussion, the issue of the use of mobile clinics which are already part of the SA government 

health service delivery strategy need serious consideration. There has been implementation of health posts as part of 

government strategy as well; these are all the strategies the intervention programme need to test and strengthen; these are 

an extension of and attached to our public health facilities. The policy oriented key informants in line with the SA constitution 

and policies had made it very clear that the route of having separate health facilities for MSM and TG people is a definite 

no, no; it can’t happen, it’s like taking so many steps backwards when the country has made such strides forward.  

 

There had been recommendation of establishing Centres of Excellence to close the gap within existing facilities, for 

example, special clinics that are implemented in specified health facilities e.g CHCs, big clinics and district hospitals to 

provide specialised services to these populations. Referral could be directly from the mobile clinic to the Centre of 

Excellence, depending what model would Beyond Zero come up with. One respondent had urged BZ to benchmark existing 

models relating to service provision to the MSM and TG people and that may not necessarily be targeting solely this 

population. Respondents urged BZ to strongly advocate to both SA government and Global Fund for a model they believe 

in, that will address these issues and therefore influence policy change. 

 

The programme is mainly implementing assisted HIVSS which is well received as long as it is not involving “pricking” that 

the clients fear. The beneficiaries reported that using the unassisted HSS helps them to take it home, test with the partner 

and whatever the outcome, they are able to share and go the journey together without having to disclose at a later stage. 

The main objective of the intervention programme is to increase the number of people testing for HIV and therefore strong 

effort to promote unassisted HIV self-testing need to be prioritised, and strategies need to be developed towards achieving 

this objective. The programme needs to strike a balance between not missing opportunities and a strong drive to achieve 

the targets set for the programme and achieving the programme objectives as well as sustaining it in a long term.  

Telephonic couple counselling had been cited as one of the strategies to use which is beneficial to both the programme in 

terms of addressing the concerns raised in the findings i.e lack of support and getting the test results; this will allow the 

counsellor to know the couple status and guide the way forward whilst at the same time giving support. On the other hand, 

this will address the challenge the programme is facing in contacting the contacts of the index case. Other strategies need 

to be developed for example, the peer educators need to practice the approach to transfer the testing skills; after the 

counselling session the peer educator needs to demonstrate and always allow the client to do the test themselves under 

supervision first and coach on how to read the test results, thereafter, allow the clients to do it on their own. In promoting 

the unassisted testing requires peer educators to be resourced as well, proper recording and tracking of all the test kits that 

were issued. They need to be provided with means to be able to call and check their clients and provide counselling should 

it be necessary.  

 

The following recommendations were made as part of the strategy to track results during unassisted HIV self-screening: 

 

o When a positive MSM is willing to disclose to his partner, advise him to do couple testing unassisted in the privacy 

of their home 

o Ask the client for his WhatsApp or phone number to get results; exchange contact details and send immediately 

before you part a “hi” to test if you are given the correct number. 

o Offer the client a HSS test kit to take home. 

o Agree that you will call to offer a post-test couple counselling as soon as the partners have tested; scheduled time 

to call. 

o Through a phone speaker, give them full post-test couple counselling whilst taking notes regarding their results.  

 

o Follow all the necessary steps or processes following testing i.e linkage if anyone is positive, offering PrEP for 

those negative. 

 

Creating PrEP demand 
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All those who test negative for HIV are offered PrEP. PrEP uptake had been slow at the beginning of the intervention 

programme and has been slowly picking up from 10% at the end of year one to 25% by end of September 2021. The impact 

of COVID 19 cannot be underestimated as well as the procurement challenges that the programme faced at the beginning 

of the implementation period. By the time of evaluation, these challenges had been addressed and the programme running 

smoothly. The beneficiaries were educated on the importance and the benefit of using PrEP. Over and above being a 

preventive measure for HIV, beneficiaries expressed the feeling of being in control in their relationship, particularly where 

there are trust issues. This can be seen in two ways, some partners interpreted use of PrEP as the other partner being not 

trustworthy and probably being promiscuous. Beneficiaries in this category tend to hide use of PrEP from their partners and 

this is considered as one of the benefits. 

 

There had been recommendations made to promote use of PrEP and these include: 

 

Making PrEP available to everyone who want to use it to remove stigma of PrEP being associated with the MSM and TG 

people. They want the label PrEP to appear on the treatment labelling as it is mistaken by their partners for ART, and 

therefore the issues of trust one’s HIV status gets questionable. The national policy stipulates the expansion of PrEP and 

is clear to expand PrEP for all the young women, LGBTI, sex workers and all other people who are at high risk of contracting 

HIV infection. The SA policy on use of PrEP stipulates that, “Ideally, PrEP and T&T should be fully integrated into the 

primary healthcare package at all the entry points of the public health system (primary healthcare (PHC) clinics, HTS, 

antenatal care (ANC), sexual and reproductive health (SRH) services, contraception and fertility services, voluntary medical 

male circumcision (VMMC) services, sexually-transmitted infections (STIs) and TB screening, termination of pregnancy 

(ToP) services, post-rape care services, etc.)” It also emphasizes the point that should this be done, it will mitigate against 

stigmatisation when trying to obtain HTS and PrEP services.  

 

Whilst the policy at another level allows for the expansion and availability of PrEP in PHC facilities, beneficiaries reported 

only receiving the PrEP from their SRs through the project, although they are initiated at the clinics. Shortage of staff to 

initiate clients had been cited as a challenge, and again as the facilities sees this as the issue of SRs with only the SR nurse 

initiating clients. The beneficiaries recommended this service to be provided to MSM and TG people from the SR facilities, 

e,g safe spaces or their offices. There had been reports that only one or two SRs had permission to initiate PrEP from their 

safe spaces. With the roll out of PrEP nationally since late in 2019 and the bulk of the training done in late 2020, the PrEP 

availability in public health facilities is likely to increase significantly. Respondents reported that whilst this may be the case 

in relation to the policy, it’s implementation is confined into particular districts and clinics (those with SRs) not widely 

available to all other districts which is a problem.  

 

There is a general feeling that the education about the use of PrEP and the extent of prevention needs to continue amongst 

the general population to reduce the stigma that is likely to be attached on it if it is only offered to high risk populations. 

Some peer educators reported positive and increased uptake after educating the PHC facility users as they in turn tend to 

encourage PrEP use by their family members and partners.  

 

The SA policy on use PrEP to prevent HIV stipulates that PrEP should be promoted as an additional prevention and “in 

conjunction with other appropriate prevention methods”. Whilst the type of this evaluation study couldn’t establish the 

percentage of responds that use PrEP concomitantly with other methods, the indication is that these methods are used 

separately and individually. For example, some beneficiaries, whilst appreciating the project for introducing PrEP, they were 

clear about their choice, to use the condoms and lubricants; just as a matter of choice, they are used to these and quite 

comfortable with their use. However, whilst clients are marveling and still excited about the introduction of PrEP, probably 

the concept of dual protection with regards to HIV and STIs prevention need to be emphasized.   

 

Taking the pill on a daily basis was considered as the down side of PrEP. Beneficiaries reported that they challenged by 

taking the pill on a daily basis and recommended availability of PrEP in a long acting and injectable form. Whilst the 

injectable form of PrEP is still in its infancy stages, what strategies can the intervention programme come up with to 

encourage the clients to use PrEP. Consistent and educational messages and other information including regarding PrEP 

should be developed and distributed to educate and increase knowledge about this new method. 
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There is a general feeling that educating about the use and extent of prevention needs to continue. The beneficiaries 

welcome the introduction and availability of PrEP especially from the SR centres. With effective education regarding PrEP, 

they regard PrEP as the best method to prevent HIV infection when involved with partners who have trust issues and who 

refuse to use the condoms.  However, there are beneficiaries that reported choosing to use the condom over the pill as they 

are used to condoms and had been using them for a long time.   

 

Positive clients: So, once they know their status it is either one is HIV negative or HIV positive. Once that happens if one is 

HIV positive then the team will ensure that that person is linked to the nearest health facility for them to be initiated on ART.  

 

When it comes to someone who is negative but at risk of contracting, we refer that person for Prep (which is Pre-exposure 

Prophylaxes), so on that case we also initiate our clients on Pre-exposure Prophylaxes within facilities, but we also have 

got one or two facilities like (I can tell you right now) in Bojanala, North West, we have been given permission to initiate on 

our site what we call Safe Spaces and then I think we will be doing the same for Limpopo but for now this is the only site 

where we can do the initiations.  

 

The rest of the initiations are done within the health facilities. So, that is what the program emphasises that we should have 

an MOU with NDOH because it is a collaborative project because if we are to embed this program in public health it needs 

to talk to (it needs to be sustainable) fit into the DOH implementation plans. So, yes under the biomedical we are doing 

PreP, we are doing ART, we are also doing condoms and lubricants. We make sure that we avail condoms and lubricants, 

so that’s a biomedical method and the decision to use a condom is a behavioural issue. (So, yah that’s what happens). 

 

Proposed solutions to the PrEP challenges 

 

• Educating health facility users have seen the increased acceptability of PrEP with family members being able 

to convince each other to use the pill. As a result, some peer educators reported receiving enquiries from women 

and how they can get the PrEP for HIV prevention purposes as well. The peer educators, whilst aware about their 

focus areas and the need for the MSM and TG people prevention programme, also understand that heterosexual 

women that have sexual relations with MSM are at risk of contraction HIV infection as well when not using a 

condom. 

 

• Further training of peer educators on PrEP: There seem to be lack of information about PrEP and further 

training of peer educators was recommended; this was expressed by one respondent, “And I think a lot of our 

clients are not well informed, uhm, also I thought of uhm maybe having a refresher training for peer educators for 

the issues of PrEP. Uhm, I don’t think you can ever have more, or enough information on PrEP, because like HIV, 

it changes every day. So I think a lot of them are not familiar with maybe the symptoms of maybe being on PrEP 

or maybe of 2 months on being on PrEP, they get sick. But how do I explain that to a client, you understand?” 

 

• Use of IEC material: was highly recommended to get information out there about MSM and TG people’s health 

and PrEP, it was seen as the best approach/ strategy to promote PrEP uptake.  

 

• Standardizing the messages posted in pamphlets is critical so that people have a common understanding and 

knowledge; for example, one of the peer educators recommended that to promote PrEP uptake, “one of the 

powerful things that we can do, we really need to alert them (the clients) that you can quit it if you don’t or if you 

lost interest or if you are tired of it; you can even take a break on it”. 

 

• To further promote the uptake of PrEP it was suggested that “we get maybe ambassadors, maybe a celebrity 

or somebody to help us market or sell PrEP to our clients”. 

 

Linkage to HIV care 
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Clients testing positive for HIV are initiated on ART at health facilities with peer educators and the linkage officers facilitating 

this process, with the linkage officers following the clients up post initiation to ensure adherence to treatment and to avoid 

loss to follow up. 

 

STIs, TB and COVID 19:  

 

Whilst the screening of STIs and TB is implemented very well, the management of the treatment process of those testing 

positive need to be strengthened particularly in districts with high number of clients that need treatment. The peer educators 

emphasized the need for training as well as to have trained nurses to perform processes beyond the screening at the 

community level. During one-on-one consultation, peer educators expressed lack of knowledge of some STIs that are 

reported by their clients and which are not included on the screening form, which make them feel inadequate to do the job. 

Strengthening and collaborating with the mobile clinic services might be a reasonable consideration to address this 

challenge for sustainability.  An additional request was for training of peer educators on COVID 19. 

 

2.1 Support systems 

 

COVID 19 pandemic significantly impacted this component of the intervention programme. Some SRs had not started 

implementing the traditional support groups however, various support systems to support the programme beneficiaries were 

implemented. The benefits of implementing a support group is to provide an opportunity for people to share personal 

experiences and feelings, coping strategies, or first-hand information about diseases or treatments. Possible risks cited by 

Mayo Clinic staff however, include:  

• Disruptive group members 

• Conversation dominated by griping 

• Lack of confidentiality 

• Emotional entanglement, group tension or interpersonal conflicts 

 

The MSM & TG population the programme is working with, are highly confidential, private, sensitive and many of them are 

in the closet. Getting the MSM and TG people at one place is viewed as difficult, incidents of fighting amongst themselves 

had been cited during this evaluation.  The issue of support groups to be implemented need serious considerations and its 

design to be well crafted considering the risks cited above. Whilst some of the SRs admitted not having started with 

traditional support groups as planned for the programme, their beneficiaries indicated that they would appreciate having 

such support as well as safe places, where they can feel accepted, not judged and comfortable. They need such support 

to cope more with many issues, some are not accepted by their families, depression, so they envisage a safe space as a 

place that will allow them to talk about their issues. One beneficiary reported that the benefit of having a support group is 

that you can go with your partner, someone that gives one support and which one is comfortable with.   

 

Social workers were reported to give the major support to the beneficiaries in terms of one-on-one counselling as well as 

facilitating WhatsApp group sessions. However, the SRs have only one social worker in their structures and putting 

counselling load on one person may prove a challenge for the programme to achieve what they purport to achieve. The 

peer educators have expressed inadequacy in providing these services and requested the programmes to increase their 

capacity in this area.  

 

On this note, the social workers are regarded highly in the programme and there need to be role clarification with clear 

boundaries defined and drawn. Some peer educators reported favouritism by either their social worker or professional 

nurses. Whilst doing a critical and very important job, the social workers need to be careful not to undermine the role of 

their peer educators. Some beneficiaries reported being very comfortable in having special relationship with the social 

workers. When this happen, those beneficiaries tend to bypass the peer educators and work directly with the social worker. 

The intervention programme implementation should be a team effort, respecting and re-enforcing each 

others’ role so that the entire programme can be respected and be trusted by the clients and also the other employees in 

general.  
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4.2.6 CONCLUSIONS AND RECOMMENDATIONS 
 

REACH indicator: At mid-term, most districts performed well on the REACH and HIV testing indicators. On average, the 

programme achieved 87% of the midterm target. Five districts exceeded their mid-term target with one district Bojanala 

performing below 40%.   

 

Studies have suggested areas where more MSM clients can be reached including MSM and TG clubs, safe spaces as well 

as providing mobile services after hours. This goes with the strengthening of index contacts tracing and recruitment 

particularly through promotion and implementation of the unassisted HSS. The efforts of educating the MSM and TG people 

regarding health issues were applauded and appreciated by all the participants in this evaluation, and in particular by the 

beneficiaries themselves; respondents recommended that greater and equitable coverage to reach more MSM and TG 

people.  

 

Linked with client recruitment, the review of the REACH form was recommended to save time and eliminate duplication. 

Over and above the existing strategies currently used, additional strategies and innovations need to be devised to reach 

every MSM. Workshop with peer educators was recommended to document and put into plan various innovations that were 

cited during this evaluation and to get these from other peer educators as well; some peer educators proved to be quite 

resourceful.  

 

HIV testing indicator: The programme achieved on average 130% against the HIV testing target. All but two districts, 

(Bojanala and Ugu with six and 38 percent against their targets respectively), exceeded their mid-term targets. HIV positivity 

rate was low, on average being 4% ranging from one percent in Mopani district to 16% at Bojanala, which can also be due 

to the low numbers tested. Mangaung had the second highest prevalence of 13% with all the other districts achieving 4% 

or below. In line with other reports, HIV self-screening (HSS) test plays an important role in the achievement of this target.  

 

The model implemented by beyond Zero and SRs is entrenched in promoting both assisted and unassisted HSS. The SRs 

take serious precautions in introducing unassisted HSS, citing clients that are not yet ready to perform these tests on their 

own without supervision. The two key challenges the SRs are faced with are getting back the results to link those who would 

require linkage as well as the psychological effects of testing without supervision. The issue of poor linkage with unassisted 

HSS is recorded elsewhere and again, strategies to address this challenge has to be developed. Over and above the 

outreach campaigns conducted at communities, some other means have to be established to promote counselling amongst 

these populations and these would include telephonic, group, couple and family counselling strategies. The programme 

can as well start building the capacity of those interested among the MSM and provide short courses so that they can start 

counselling each other, as well as increasing safe spaces as recommended earlier.  

 

Consistent quarterly retesting amongst HIV negative clients has been reported to reduce risky sexual behaviours probably 

due to continuous counselling during testing 

 

Linkage on ART: In line with the 90 90 90 strategy, 90% of clients testing positive for HIV need to be initiated on ART. At 

mid-term, the linkage rate was 66% ranging between 8% and 89%. The rate of initiation ranged increased from 58% by the 

end of the first year of the programme implementation to 72% by end of quarter 6. Mopani and Capricorn achieved 88% 

and 89% respectively and were almost at 90% by end of September 2020 whilst six districts performed below 55% of the 

targets. 

 

The programme needs to find a balance between screening and testing the clients as well as linking them on treatment. 

Whilst the model has set its own strategies to facilitate linkage through project nurses and linkage officers, accompanying 

and holding the hands of the MSM and TG people who need to use the health facilities on the other hand risk achievement 

of the other outreach based indicators and raises serious questions around sustainability of such practices. The question 

raised by beneficiaries or recommendation by the beneficiaries are mobile health facilities that are equipped with a 

professional nurse for UTT. This will not only save the MSM and TG people who tells in no uncertain terms that they do not 

like the long queues and long waiting times in clinics. Can therefore the mobile clinics coupled with UTT and attached to 

clinics and other Centres of Excellence be a solution to the long queues and long waiting hours to increase linkage rate? 
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PrEP use: There had been gradual increase in PrEP use over the implementation period with overall 27% against target, 

using PrEP. As PrEP availability posed a challenge at the beginning of the programme implementation due to procurement 

challenges, however, increase in uptake was observed as it became available from 13% during the first month of 

implementation (i.e qrt 2) to 35% during qrt 6. No MSM clients were using (initiated on??)  PrEP in Bojanala by end of 

September 2020 with Ugu and Uthukela districts having lowest percentages against targets, probably due to late start in 

this programme. With low prevalence recorded during the mid-term, recruitment and registering negative MSM on PrEP as 

HIV prevention strategy becomes urgent. 

 

The level of PrEP uptake and its use shown by data during the 18 months of implementation does not correlate with the 

appreciation of PrEP expressed through the in-depth interviews and FGDs. The barriers to use of PrEP are cited under the 

findings and discussion sections and therefore more work need to be done to address and strengthen the cited barriers. 

The use of combination strategies need to be emphasized and promoted. Some beneficiaries reported choosing between 

PrEP and condom use to prevent infection by both HIV and STIs.  

 

The onset of the COVID 19 pandemic and subsequent lockdown has resulted in a number of innovations to reach these 

populations during lockdown through various platforms including social media, IEC material, radio etc. Increasing availability 

of IEC materials designed and developed by both DOH and SRs was recommended for distribution in rural communities 

since the virtual platforms can be expensive. However, in observing equitable distribution of resources, some respondents 

recommended that the BZ model include more safe spaces in every district and LGBTI centres as a resource accessible to 

all MSM and TG people. 

 

Availability of information and use: The NSP 2017-2022 stressed the need for evidence-based approaches and collection 

and availability of data around MSM and TG people. Respondents articulated this point as well emphasizing the urgency 

required to do this. The Provincial AIDS Councils emphasized the need of having evidence to be able to address what is 

termed “anecdotal reports” in the absence of such evidence. In this regard, good quality data is required; peer educators 

made some suggestions to improve the REACH form. There need to be systems to validate and verify the data provided 

by the beneficiaries as the peer educators at times are provided with incorrect data. The BSS component of this evaluation 

has proved this point beyond reasonable doubt; many beneficiaries could not be reached even by the SRs themselves. 

This also raises a question of how serious are the MSM and TG people taking this project or how serious are they taking 

their own health in relation to the programme that is trying to assist them. 

 

Training/ Capacity building: Recommendations to expand training of peer educators in the areas of STIs, TB, COVID 19 

and counselling was made. The beneficiaries also recommended that the SR nurses be trained and gain competency in all 

what the clinic nurses are doing so that they can expand their service provision to include other services e.g to cover 

screening, investigations and treatment of chronic diseases at community level.  
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4.3.1 LEADERSHIP AND GOVERNANCE 
 

This section of the report assessed the functionality of the organizations’ governance systems in implementing the MSM 

and TG people HIV & AIDS and TB intervention programme. These included the functional supervision mechanisms, 

monitoring and reporting systems, as well as administrative, management and planning capacity. The leadership role of 

various stakeholders including community, religious, and political leaders in supporting and facilitating was explored 

 

4.3.1.1 Organizational Capacity 

 

Planning  

 

There was an acknowledgement of the Global Fund (GF) Country Coordinating Mechanism (CCM), where some of the key 

informants (KI) were involved in the development of the pervious request for funding (RFF); consultations conducted in the 

provinces and districts was also acknowledged. Respondents expressed being comfortable because as part of CCM and 

part of those provincial processes, they had knowledge of what is happening in terms of the MSM & TG people intervention 

programme. As specific organisations however, e.g the provincial AIDS Council, they were not involved in the development 

of the plans after the award. The plans are monitored through quarterly meetings with all the Global Fund PRs where the 

intervention processes are reviewed with the province intervening and/or supporting where necessary. 

 

Some concerns were raised regarding the planning process including: 

  

• Low targets set: Amongst these were the low targets set for the program against the high prevalence of HIV that is 

cited amongst this population group of 16-19%. Considering the high prevalence, respondents believed that it’s of 

critical importance that accurate statistics of MSM and TG people be compiled and/or should this be true, then it is 

quite urgent that the program finds these people to make sure they get appropriate services.  

 

• Integrated planning: The LGBTI Action Plan 2017 – 2022 emphasizes a peer led approach and therefore the 

constituency consultation is expected to follow this approach with the MSM and TG group involved in the planning 

process to establish their community needs and priorities.  One respondent stated, “the integrated approach in planning 

need to involve those who are marginalised, those who are victims of circumstance into the room; you can’t be speaking 

about youth but there’s no youth in the room, you can’t be speaking about MSM, but there’s no MSM in the room. The 

problem with the MSM in South Africa though, is that we have a serious challenge. There’s no one that is just a MSM 

in South Africa, no one, it’s so bloody hard to know who’s MSM but it’s so easy to know who’s gay and who’s the 

lesbian and everyone is categorised under gay or lesbian yet, there are MSM; so we need them, in our planning we 

need to try to go deeper and go an extra mile on integrating those individuals so that they can actually say what they 

are expecting, what and how we can actually improve otherwise the system won’t change”. 

 

• Institutional arrangement: The institutional arrangement was viewed as an important component of the planning 

process. There was a question of a programme that is overloaded with peer navigators which is seen as making up 

for improper institutional arrangement. The institutional arrangement as it is at present, is seen as likely to delay the 

programme implementation as some implementers are still grappling and learning the territory rather than having 

implementers who had been in the game for a long time, who are skilled in this field. Programme implementation is 

likely to be slow and because of that, the country won’t reach the targets set in the NSP for 2022.  

 

• Need for evidence-based planning: The issue of statistics for MSM was regarded as questionable and was 

considered as a challenge which some respondents reported that although they did not have any evidence, the 

percentages that were cited, for example, of 2% and/or 5% of men in one of the Provinces, were refuted. One 

respondent stated, “Even though there is quite very bold statistics that are existing in the province, I don’t know if it’s 

the failure in their strategies to be able to identify and attract people to the program or if those people do not exist in 

the numbers that they said they exist; I know that Soul City started the same program in TVET colleges up until at the 

end of three years, they abandoned the program because the numbers were simply not enough so it’s one program 

that we’re trying to monitor because either the numbers are not right or our strategies are not right”. 
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The statistics learnt elsewhere, was cited as depicting the EC Province of SA as the most homophobic in the country. 

In this regard, the respondent’s point was that, “there is no statistics that is reported and available to the Provincial 

AIDS Council for example, to support these statements. The EC Province has not reported violent cases”. However, a 

counterpart in KZN for example, cited the “hate killings” as most concerning in that Province” based on the statistics 

they have. Respondent: “The point is, see, for the sex workers we did a size estimate which is more or less accurate; 

we need to do a size estimate for the MSM so that we can be able to compare apples with apples as well.” 

 

Following this argument, the respondent believed that the organizations working with MSM and TG people (cited 

Beyond Zero, SHE and HIV Care), all are struggling to meet the targets of the MSM & TG people; this is despite the 

initial belief that the set targets were low. 

 

4.3.1.2 Institution and Implementation Arrangement 

 

The geographical areas covered by the Global Fund MSM and TG intervention programme were considered to be 

inadequate. The sporadic implementation nature of the programme was viewed as a risk factors that could result in the 

country not achieving the NSP 2022 national targets for the MSM and TG people. Two schools of thoughts emerged;  

 

1. Some respondents were of the opinion that the selection criteria of the implementation areas should have considered 

prevalence of disease (HIV, STIs and TB) amongst the MSM & TG people (i.e is the prevalence approach). However, 

the issues of sparse data when it comes to this population was raised.  

 

2. The implementation of the intervention was described as sporadic, for example, in a Province with 11 districts, at 

most only three districts would implement the intervention programme with some sub-districts huge and not 

adequately covered at this stage; delayed further by both the outbreak of COVID 19 pandemic as well as inadequate 

staffing. The sporadic selection of the implementation areas was seen as unfair, as the coverage was not reaching 

everyone who needed the service; the coverage was seen as insufficient, with an element of favoritism thrown in the 

mix as well. One respondent from this school of thought stated, “considering the focus for impact, the programme is 

not making a huge difference at all”. 

 

The sporadic approach in selection of implementation districts was considered being not the right approach as the country 

has to prioritize, but also reaching more and more MSM & TG people. The MSM and TG people are considered as the SA 

citizens who have been marginalise for a long time because of prejudice, stigma and discrimination, hence the 

implementation of the HIV, STI and TB prevention programme amongst this group “can’t be treated as an ad hoc approach. 

The programme must be intentional in reaching out, mobilising and making sure that pairing the injustice of the past dealing 

with key population is not dealing with any ordinary person assuming they will walk in and so forth. You must intentionally 

dig deep, because these are communities who have been left behind. So, the sporadic approach will not work”.  

 

There was an acknowledgement however, that whilst this may be the case, there is an element of the sub-recipients that 

are implementing the programme. Leveraging on experience was cited as one of the implementation strategies required to 

maximize the programme gains. Reducing the disease incidence was seen as an urgent matter and therefore leaves no 

room for implementers who are learners in the MSM and TG territory.  Having analysed the implementation arrangement, 

respondents believed that the NSP targets will be difficult to meet by 2022 due to slow progress in response, perpetuated 

by poor institutional arrangement. “A population such as key population which is hard to reach, may only be reached through 

working with key population”. Hundred percent implementation coverage has not been reached in some districts with 

respondents citing, “we haven’t really covered the whole of Mopani district yet, because in some of the places you may find 

that maybe we not really familiar with the people that are staying there so it becomes a challenge to get the type of people 

we want in that specific area but, we working on that on reaching those places which is somehow difficult because, we are 

not aware who stays there who can we find we know that our target is the MSM population so, if you don’t know anyone in 

the place it will be difficult for us to target that area”.  

In this regard, the success of the programme was rated at 50%, something that is working because where the implementers 

had been tested with the right people, with the right community and with the right expertise, it’s working, results are showing. 

However, in other provinces where you get the high levels of prevalence, like Tshwane, Limpopo and other areas, they 
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don’t exactly have the right people to implement. So, the intervention programme was seen as having pockets of excellence 

that exists, but also extreme pockets of weaknesses which exist. So, there needs to be a balance of ethos, of implementation 

arrangement and institutional arrangements accordingly.  

 

Although expressing dissatisfaction with the programme arrangement, it is worth noting the element of deep appreciation 

that came from all the respondents interviewed from all categories including beneficiaries of the programme, peer educators, 

the managers and the key informants from various organisations. One respondent stated, “the coverage is not enough. …if 

you want us to talk about coverage, I don’t think we are pleased with coverage, but we are lucky we are one of the few 

provinces that have the MSM and TG people programme under Global Fund, so in that case we cannot complain much you 

know?”  

 

Recommendation 1: Modality of prioritising institutional and implementation arrangements in Provinces and priority 

districts for sustainability 

 

Recommendation 2: Appointed SRs to demonstrate compliance with the peer led approach; they actually should 

have demonstrated and be evaluated on programme expertise. 

 

Recommendation 3: Leverage on peer led organisations, who are skilled and have experience in doing this type 

of work. 

 

4.3.1.3 Policy guidelines and Standard Operating Procedures 

 

According to Beyond Zero, the programme description is available but at a higher level and it is intended to be just a guide. 

The SRs are given a leeway to develop and implement their plans according to respond to the dynamics of the area. What 

is important for BZ is that the goals are met, the how can be different for each district.  

 

One SR respondent reported that they were taken through the SOPs of the program, with the policies as well as code of 

conduct. Further reported that officials are taken through the policies and guidelines in their first week of employment during 

induction and whenever it is amended. 

There seems to be a lack of understanding by the PE about the institutional arrangements. They agreed that they knew the 

reporting structures, but there had no idea of clear standard operating procedures. There were guidelines provided but they 

don’t seem to be a standard way of implementation across the district. One PN said “Guideline were given to us but we 

were free to make changes as places are different; each area is different; we implement as we see it fit for our people” 

 

Issues of trust: Trust was raised as one to key challenges in some areas. There are beneficiaries that claim that they do 

not trust the Peer Educators. One of the reasons for the lack of trust is that, the PE are not disclosing their sexuality status, 

while they are advocating for other people to disclose. They feel that if they cannot lead by example, how are they going to 

trust everything they say.  

 

Data Credibility: One of the gaps that was identified by the KIs was the availability and credibility of data. Some 

respondents expressed a feeling of assumptions being made; that without credible statistics, there is a level of assumed 

change in the MSM and TG group rather than being realistic.  

 

Government must not make assumptions/ change must not be assumed: we plan without them in the room so have 

the LGBTI, have the MSM, have WSWU in the room and then let’s hear from the horse’s mouth what kind of change that 

they want, what kind of change that they are anticipating. 

 

4.3.1.4 Management and Supervision 

 

Generally, most peer educators reported that they have good working relations with the management and were getting 

good support and supervision however, there were districts that reported having challenges in certain areas. The 
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management and supervision practice may vary between SRs but the following factors that may impact programme 

performance were noted:  

 

Structural design 

 

The organizational structure was described as follows:  

 

The Peer Navigators report to the team leader who is normally placed in the district office. The team leader together with 

the enrolled nurse report to the professional nurse and then the professional nurse reports to the programme coordinator.  

 

• Peer educators form the core of the programme as they recruit, educate, screen clients, refer MSM and TG 

people to the health facilities for linkage and conduct community dialogues. Some SRs reported a need for more 

peer educator teams to reach the far to reach sub-districts and the broader districts as well as to open more SR 

offices throughout the Province to get closer to the people. 

 

A need was expressed for peer educators to be more open with their MSM and TG clients. Peer Educators “should 

at least be more open to people near them, I think in that way we will reach more people, more information will 

get to people, more people will be knowledgeable about everything that is happening, the peer educators need 

to talk to their clients to at least be more open and give out information to people who are close to them.” One 

beneficiary alluded to how the beneficiaries mistrust the peer educators as they themselves are not disclosing 

their own status. 

 

• Community mobilisers: Because little time is dedicated to the programme activities in some far to reach areas, 

recommendation was made to have community mobilizers in the SR organizational structure who will start 

preparing the communities ahead of the outreach and to give more time to conduct programme activities by the 

peer educators. 

 

• The linkage officer: The presence of the linkage officer in the structure was viewed as of great help to the 

programme; s/he fast tracks the clients and may have a special line for PrEP clients; and also bring the linking 

slips as evidence of the number of people linked/ initiated on treatment.  

 

• Social workers: were referred to as a greatest asset for the programme relating to the programme support 

systems, psych-social support and family dialogues. The psycho-social and the mental health strategy was 

reported not to be very clear and this was regarded to be critical for this intervention. Dealing with the psycho-

social and mental health issues of the beneficiaries was considered a stepping stone for promoting good health 

care practices amongst these population groups. 

 

Staff Turnover: There was a general view that some SRs have experienced high stuff turnover, and this creates challenges 

for continuity. Bojanala Platinum reported that they have problems with the management because they don’t have nurses 

and social workers and that peer educators were laid off from August 2020 to the time of these interviews i.e February 2021. 

In some instances, while the programme is only dedicated for one district, the demand for the services in other areas outside 

the district and in the rural areas results in the peer educators overloaded as they have to reach those areas that are outside 

the scope of the project. The need for additional support such as Media and Communication people was identified as critical. 

Communication is becoming a critical component for the programme as everyone feels that more platforms should be 

created to educate and advocate about the LGBTI.   

 

There had been a general view by the Peer Educators that some of the Health Facilities are short-staffed, limited knowledge 

of the Health Workers on how to use PreP which erodes the confidence of the beneficiaries on the Health Workers. 

Therefore, they suggested that the SR facilities should be capacitated with more staff to be able to increase their scope to 

provide ARTs, TB, and STIs services. This will also assist in reducing the discrimination and stigma to the key pops. 
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4.3.1.5 Provision of Transport 

 

• Some SRs reported having adequate transport/ vehicles for the project activities to the extent that they are able to 

transport their clients to the health facilities during outreach 

 

• The government regulations relating to the COVID 19 pandemic requires adequate distancing from each other and 

therefore there were peer educators that recommended bigger and spacious vehicles (e.g Quantum) to transport 

the outreach teams; recommendations were also made to get trailers to house tents and other project equipment 

to give the team more space.   

 

• Peer educators reported not having transport means to get to the clients who are available after hours. This point 

is coupled with Crime & violence which peer educators reported fear of going to certain areas because of crime 

and violence. “We make appointments to go and see clients but that certain area there’s a lot of violence, a lot of 

luckies and staff so we are sometimes very afraid to go into a certain area because of the crime and staff”. 

 

Other resources critical for the programme: Respondents expressed the need to migrate to electronic tools of 

trade such as tablets or laptops instead of manual forms they are using. The clients have raised concerns with 

time wasted feeling in the forms. The tablet would also save the management and capturing of the manual forms. 

They also requested work phones for all staff categories as staff get called by the clients on their private phones 

after hours and at times for non-work related issues. 

 

4.3.1.6 Leadership & Governance issues: Some Peer Navigators reported that they have good relations with their 

managers. One respondent said “our managers, they always there for us in terms of transport or whatever they always 

there for us so, it’s just that sometimes the work is difficult but for them in terms of support they are 100%”. While, in some 

district the Peer educators report some level of unhappiness to an extent that one respondent said that he would rather not 

comment when asked about the working relations with management.  

 

Some peer educators reported not having a free will to contact their managers when in need, they rather figure things out 

themselves. Respondent: “To be honest, to that question is, I don’t have the free will to contact managers; if I want to know 

something, I rather figure it out myself”. This respondent advised that “they must allow us to give our input (as peer 

educators) and make use of it because sometimes we input but nothing comes of it; so sometimes we feel a bit 

unappreciated that you can also allow our input on how to roll out the programs in certain areas, yes they must allow us to 

do that because sometimes you have lots of ideas you bring to the table but nothing comes out of it, so this is the thing I 

would really like to see happen.”  

 

Lack of Professionalism: Staff need to be treated equally and fairly to promote good work ethic and good performance. 

In some instances, the peer educators felt that there was no fairness, there was favouritism and the staff was not treated 

equally. Over and above, the management discussed confidential information with other staff members. This makes it 

difficult for staff to seek assistance and be open to their managers with their personal issues/ problems for the fear that they 

may spread their confidential issues.   

 

The peer navigators requested more attention from the management, to monitor and be alert regarding their health status.  

If someone is not feeling well, they should ask if they will be able to work. Sometimes it becomes heavy on the peer 

navigators; they get overwhelmed and find that they carry their clients’ problems, so if the social worker can regularly check 

up on them, counsel to motivate them again. The following recommendations were made to motivate and encourage staff 

to improve programme performance:  

 

• Strengthen the management of peer educators by supervisor, social worker and the PN 

• Debriefing sessions for peer educators and the nurse with the social worker are required as they are inundated 

and carry client burdens 

• Staff need to be treated equally; management need to stop favouritism; some people are favoured and listened 

to over others. 
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• management gossip (social worker) with the workers; this makes it difficult for other staff to seek assistance and 

be open to the social worker with their personal issues/ problems for the fear that she may spread their issue 

• Work boundaries to be drawn and be clearly articulated. 

 

4.3.1.7 Monitoring and Reporting systems 

 

The program in terms of the Global Fund M&E standards have set indicators that should be achieved, which Beyond Zero 

is implementing according. The four (4) set indicators are: 

• The number of MSM reached with a defined package of prevention services.  

• The number of MSM that have been tested for HIV and know their test results.  

• The number of MSM using PrEP  

• The number of MSM linked to ART 

 

In terms of planning, the SRs develop their quarterly targets, which are reviewed monthly and also submit 6 months’ targets 

to the PR. The SR programme coordinator meets with the team leaders on a weekly basis to review progress on targets.  

 

In terms of the M&E reporting structures, the peer navigators report to the M&E office and then from the M&E office we then 

generate a report to the programme coordinator and the programme coordinator then reports to the strategic team.  

 

The PNs have monthly targets which they divide into weekly and daily targets. These targets are monitored on a weekly 

basis through the development of weekly plans and targets.  Every Friday they reporting back on number reached, tested, 

referrals and submit forms to data captures for capturing. 

In terms of the Work Plan – Mondays at clinic, next 3 days is outreach, then Friday is SRs offices and normally on rainy 

days, the team would work in any clinic they were introduced to. 

 

Oversight: The beneficiaries reported that they are continuously being discriminated of their sexuality. One representative 

of the Aids Council reported that one of their responsibilities was to support the LGBTI community. Though sometimes they 

find it hard to intervene because there is lack of supporting evidence to back the claim.  One member of the Aids Council 

said ” we are extremely impatient of people who makes excuses whether they are nurses, whether they are teachers, 

whether they are policeman’s, when it comes to people complying with other people’s rights we are impatient so we are 

dealing here with specific issues I’ve said this to the sector; give us the clinics where those violations are happening so that 

we can go directly to the clinic, give us the school, give us exactly the police station, give us exactly the chief or the king so 

we cannot talk about people who are talking about things that are general because not be able to address those issues so 

we want an issue that is specific”.  
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4.3.2 ADOLESCENT AND YOUNG MSM  
 

Most of the SRs and their peer educators introduced the MSM and TG people intervention programme at tertiary level 

(Universities and Colleges). Many respondents were not implementing the programme with the learners at high school level; 

only one respondent reported promoting issues of diversity and talk about the LGBTI, sexual activities, how to use condoms 

at high school. Most respondents agreed that there is a need to introduce this programme at schools because from their 

own experience it would have been nice if they had received such support in their early school days. They feel they can 

also contribute by talking about their own testimonials. They recommended that the SRs should use them as beneficiaries 

to go to school and community meetings to support, where they could share their own experiences and testimonials about 

their own experiences.  

 

4.3.2.1 School health system and diversity teaching  

 

Stigmatisation, violence and discrimination experienced by the MSM and TG people, as well as the LGBTI in general and 

their fears to disclose is traced back to early age where they have suffered bullyism and embarrassment in the hands of 

their peers. A need was strongly expressed to deal with the root causes of discrimination and stigmatisation as these are 

likely to persist and follow people from young age to adulthood. So, investigating and knowing what the root causes are, in 

order to address them is critical as some of these are influenced by social institutions, religious fundamentalist, and even 

at the education level.  

 

Life Orientation (LO) is believed as the school subject that is supposed to introduce and teach learners about population 

diversity. However, it is perceived as having ignored to teach children about diversity, and not only on LGBTI issues. It was 

viewed as having ignored to teach learners about respect for families, respect for people as well as respect for human 

beings, as a result child don’t respect household that are mother or single parent headed despite these people (grannies) 

the wonderful job they had done bringing up loads of children. Whilst the nuclear family with mother, father and children is 

the ideal, single parent households are doing exceptionally well. This respondent stated, “we’ve got granny headed 

households. We’ve never really valued teaching the importance of a family of that nature and we think when we speak 

family, it’s nuclear family set up. This is the ideal world we are trying to promote, which is problematic. Whereas if we would 

show an ideal world which is inclusive, which is intersectional that means in this child’s eyes everybody they come across; 

binary, non-binary can be respected. We will have less problems in this world, we will have less violence in this world, we 

will have even less discrimination and stigma, if we teach it at a young age. Our teachings have lost humanity”. Both the 

Life Skills subject and the Integrated School Health Programme taught at schools are quite selective, these select what has 

evidently proven as a need for age appropriateness sexuality education. 

 

4.3.2.2 Educating young people regarding sex and sexuality 

 

Furthermore, while Life Orientation as a subject at school is supposed to address the issues of sex and sexuality, but is not 

sufficient and has gaps. There are young people who are out of school that would be excluded. There is an issue of parents 

and their role; and there is a gap between the parents and their children. The question raised was whether the parents are 

speaking sufficiently with their children to understand the sex and sexuality issues. This respondent believed that these are 

the issues that our society need to grapple with during the era of HIV. She believed that whilst in the past parents did not 

talk about sexuality issues, the HIV pandemic has changed things and forced the sex and sexuality matters to be discussed 

openly.  

 

The introduction of the Comprehensive Sexuality Education (CSE) programme was thought would be a game changer, 

would address the issues raised above and was quite disappointing to some that its implementation was stopped and could 

not materialise. 

 

The interviewees provided the following views:  

a) according to the monitoring and evaluation report, over 12% of the 15-19 population had interaction with the 

programme during a 6 months’ period.  
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b) The education and advocacy about the LGBTI and MSM community needs to be increased especially to parents, 

communities about their children, as this enable them to be able support their children even when they have to 

go to the Health Facilities.  

c) It was relieved that the rural communities have been welcoming and wanting to learn more about the programme, 

the experiences in some district and KZN and EC. There should be more programms directed to the rural 

communities  

 

4.3.3 STAKEHOLDER CO-ORDINATION  
 

4.3.3.1 Engaging traditional leaders in fighting HIV infection  

 

At higher levels, respondents reported good working relations amongst various sectors and organisations; however, the 

same cannot be said regarding lower and implementation level. One of the key activities of the intervention programme is 

to hold community dialogues to educate the communities about the MSM and TG people.  

 

The following comment was made by a KI regarding the approaches that are used by programmers regarding the LBTI 

issues, “it’s just that we need also to understand that in South Africa we are a very traditional kind of society, the society 

that also is entrenched on ethics and values in culture, but also which finds its expression in religion; so the shift that we 

are looking at is not going to happen overnight it’s not a radical change but is a gradual change and gradual change is 

permanent but radical change is not permanent. So we are looking at how then can we better entrench it; it must be 

systematic, a change that we need is persistent, …a change that is perpetual, that is not event driven”.  

 

First, is to recognise the culture itself as a custodian and recognising the people who have been driving this culture to its 

existence and where it is actually strive over years then you need to go deeper then understand how they have actually 

been, how the tradition has been accommodating the LGBTI community then build your argument and build your program 

based on that. The gay and lesbian phenomenon was acknowledged as an old and long existing practice that is well known 

to our communities and tradition. The challenge is how our programmes are approaching these matters, i.e in a Eurocentric 

manner which does not recognise the role of our own tradition, our own system.  “It’s like we are thrusting it down into 

people’s throat, as if these people never knew that there were gays, there were lesbians as if they are new into this; there’s 

nothing new here, it’s a question of, it’s the angle that we are using but it’s totally wrong we are missing the point”.  

 

The beneficiaries in OR Tambo acknowledges the rurality of the area and accept that there will always be cultural dynamics 

that need to the attended to. The programme has assisted to educate the communities about the key populations, 

acknowledging and emphasizing the existence of MSM. One beneficiary reported that “we had once attended community 

awareness and the community was sensitized you know as to say, we do have men who are having sex with other men in 

our communities but, the problem is that our areas are dominated by culture and values that act as a barrier for many people 

not to come out, because this it was done in secret hence it was not done in a correct way hence, they will be exposed to 

sexual transmitted infections like STI and HIV you know so, in turn it helps the community as to understand that we do have 

men who have sex with other men so, in order for you as a community to understand you need to be taught that they are 

here to stay”.  

 

If the programmes need to start to speak about the issues of sex and sexuality, starting to speak about the issues of MSM, 

starting to speak about these issues of gays and lesbians and the LGBTI community at large, this needs to be 

contextualised.  Whilst in the past, the existence of MSM in the communities was likely to be ignored and/or not 

acknowledged (with people turning a blind eye), the onset of HIV and its burden amongst these populations cannot be 

ignored. It is in this context that the traditional leadership need to understand the critical importance to engage and 

understand the MSM issues including the social determinants of their health. On the same breath, the programmes on the 

ground need to take the traditional leadership with to address this pandemic. Respondents called for better approaches that 

reason with both the community leaders as well as the communities at large.  One respondent stated, “the reason why the 

programmes are getting so much resistance is because we are thrusting it down to people, we are not reasoning with them. 

If you not reasoning with me definitely you going to get resisted because you not reasoning with me so if you getting 

resistance, you push me I push back, you push me I push back; that is the game that we are playing at the moment that is 
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why we are not making really, really huge strides into the larger community. We need then to converse until there is nothing 

to talk about and then we meet each other halfway we need to target the traditional leaders, the religious leaders to start to 

speak about it”.  

 

“Someone must take responsibility of championing that particular course on behalf of that 
particular person (LGBTI) because then if you are not the one that has been affected then you 
need to get someone that would speak on your behalf to reason with others who are also not 
part of the problem. You need to bring in people of different views, people that will question 
things until we start to develop equal understanding and then we start to champion the issue 
because for me this is a purely human right, it’s a human right issue the issue of equality if we 
believe in the constitution as the supreme law”. 

 

There were peer educators that reported that they get invited to address the community meetings when such meetings 

happen, but these were not many. The beneficiaries encouraged the programme highlighting the importance of speaking 

to and involving the community leaders to increase awareness about homosexuality. One respondent stated, “the 

communities listen to the community leaders; the community leaders will then be the ones to enforce communities and 

parents whenever there are outreaches and emphasize the importance of the parents to attend outreach campaigns and 

participate, to educate themselves about these issues”.  

 

There are peer educators that reported difficulty in accessing the communities through the traditional leaders. Respondents 

indicated that there’s still more to be done to strengthen relations with all stakeholders. There have been some efforts to 

meet with the leaders but (i) COVID-19 happened (ii) some of the stakeholders are just not responsive. Meetings are 

arranged without responses. Some peer educators reported that to counter this, they conduct outreach in towns and get 

these people when they go to towns. This put a lot of MSM from those communities at a disadvantage as they have to pay 

for transport to access the education and health services provided by the programme. 

 

4.3.3.2 Engaging Religious leaders in fighting HIV infections  

 

Whilst both beneficiaries and the peer educators reported getting attitude from the churches, most of the SRs reported 

having not had an opportunity to engage religious leaders. The onset of the COVID 19 pandemic could have been a 

contributing factor in this case. Another beneficiary said” religion plays an important role in the community so, I think they 

should use those spaces in the community to normalise homosexuality”. They admitted that they don’t know of any 

engagements between the religious leaders on this issue. 

 

In some areas the churches have shown interest to meet and listen to the LGBIT members 

 

4.3.3.3 Engaging Politicians in fighting HIV infections  

 

The beneficiaries reported they do not get any support from the politicians though they have LGBTI desks in their offices 

but they always avail themselves when it’s close to election time. They feel that the politicians need to be educated about 

the LGBTI and homosexuality. One of the beneficiaries said that “our political leaders are MSM also, but when you arrive 

they feel like their secrets will come out also as to being gay.   

 

4.3.4 COLLABORATION EFFORTS  
 

4.3.4.1 LGBTI Society and Allies:  

 

The LGBTI society reported having allies that they work with and have the belief that “by virtue of association of our own 

organisational model, that’s a best practice”. The society has association and engagements with traditional leaders through 

the house of traditional leaders. They also work with the religious leaders. They also pride themselves of giving guidance 
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to the NSP for HIV with respect to the LGBTI as well as advising on intervention approaches to be considered. The society 

believes that the pockets of excellence of changes that can be built overtime, will in a long term give results. 

 

4.3.4.2 Provincial AIDS council role in support of the intervention programme 

 

AIDS Council: The AIDS Council role is the coordination of the Provincial Implementation Plan and is comprised of various 

organs or organisations that are responsible for implementation of various programmes in the PIP including government 

departments, NGOs, Religious organizations and civic societies. It coordinates the HIV response at all levels of governance 

and make sure that they get timeous reports from all different districts and different organisations and the work they are 

actually doing, overseeing how far they’ve actually gone in responding to the PIP. Whilst not implementing as such, they 

support and conduct oversight processes, investigating and addressing PIP areas where the AIDS Council support is 

needed.  

 

Relative to the MSM, the AIDS Council ensures the implementation of the NSP goals, in this case, the one that speaks to 

reaching the key populations and ensuring that there are programs working toward reaching these key populations including 

the MSM and TG people. The AIDS council representative stated, “but also, there’s one goal that says all of the program’s 

interventions must be grounded in human rights, so we want to make sure that people have the right to become anyone 

they would like to become”. 

 

In support of reducing new HIV, STI and TB infections, an AC representative from one of the Provinces (EC) reported that 

their province is in a process of establishing LGBTQI+ centres.  They reported that they are working with the department of 

health to have MSM friendly facilities and acknowledged that during the past two years, they have done very well though 

they had not managed to achieve the performance levels they had planned for.   

 

Asked about the AIDS Council response to the perception of MSM and TG people bad experience in public health facilities, 

the AC representative responded as follows: “I am on record and I want to repeat that we are extremely impatient with 

people who make excuses, whether they are nurses, whether they are teachers, whether they are policemen; when it comes 

to people not complying with other people’s rights we are impatient. So we are dealing here with specific issues, I’ve said 

this to the sector; give us the clinics where those violations are happening so that we can go directly to the clinic, give us 

the school, give us exactly the police station, give us exactly the chief or the king. So, we cannot talk about people who are 

talking about things that are general because we won’t be able to address those issues so we want an issue that is specific, 

we want to deal with specific issues. I have not received the cases that you are talking about in the reports that we are 

getting; if we receive those issues directly, I am sure will be able to deal with them. We are not just talking about advocating, 

we want to deal with specific issues, so they get addressed permanently”. 

 

Oversight role: Below are some of the examples where the AC has intervened to reports of violation of human rights. The 

emphasis is on presentation of the evidence of the incidents which will assist the oversight processes.  

 

• “A month or so ago we went to a clinic here in BCM that was telling people not to get treatment if they are not tested 

for HIV; we went there with the MEC and we addressed that”. 

 

• Reports of discrimination and violence against the LGBTI+ were received by the AC from some areas in the Province. 

Following up through Provincial AIDS Council oversight however, there was no evidence provided to support these 

claims; Respondent: “well, we then said before we go there let’s get the actual cases so that when we go to mayors 

and all those people we have something documented; up until today those people are still forth coming because when 

I phoned the office of the mayors, they don’t know anything about that, and chiefs are saying no that’s not true and 

then we said to Rose (programme CEO) and others, give us those guys who are making those claims they must take 

us to the actual areas where these things had happened; up until today we never got, so we think people like to 

sensationalize without any evidence, when the evidence is required then we don’t get it.”  

 

• “I know for instance two years ago, there was a school in Mdantsane where kids were told that they must wear a girls’ 

uniform if they are girls, even if they are lesbians; they must wear boys uniform if they are boys, even if they are gays. 
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We went there with the Department of Education we addressed those issue with the SGB, we addressed the issue 

with the principal and all of us were fairly in agreement, that it is enshrined in their rights, to become whoever they 

want to become.  So, ours is to make sure that there is no human right violation. Immediately we know about it, we 

address it or find a way to address it and, as I said, we are supporting the program of MSM friendly facilities so that 

people are not turned away from getting their treatment as appropriate”. 

 

4.3.4.2 Strengthening Family Support 

 

The beneficiaries recommended the need for strengthening of the family oriented component of the intervention in addition 

to the community dialogues. They reported that it’s not sufficient to accept one’s self as MSM or TG person whilst one is 

not accepted by one’s family and cannot communicate with them. Peer educators reported that they were neither qualified 

nor skilled to conduct family dialogues which are conducted by social workers only, and would need training on how to 

conduct these.  

 

Further recommendations were made for the programme to hold workshops for the parents to guide and educate them on 

the MSM and TG issue, how they can assist their children as well as the intervention programme to succeed and meet its 

objective. They advised that the education and engagement with parents can also be taken to the radio stations once or 

two times a month. 

 

4.3.5 DISCUSSION 
 

Structural component 

 

The program focuses on Social Determinants of Health. What is it that happens within our communities or society that can 

actually make one to be susceptible to HIV? Transphobia and homophobia in communities can expose MSM and TG people 

to negative attitudes towards anyone non-gender conforming, who’s regarded as “abnormal” when it comes to sexuality. 

One can be ostracised or stigmatised because of their sexual orientation. So, the program’s objective is to engage the 

communities in to what is regarded as the norm, so the program now in that regard hosts community dialogues. It facilitates 

engagement with the health care workers as they are the front line workers and they are the ones who bring their attitudes 

from their community to the facility; they are sensitised so they know that at least when talking sexuality, there is diversity 

and they should be able to work, tolerate and address the health needs of the MSM and TG people.  

 

Youth considerations 

 

Youths that is non-gender conforming out of schools, those in schools and academic institutions were reported to be 

similarly experiencing stigmatisation, discrimination, are embarrassed and humiliated as well as their adult counterparts 

and to grow under such conditions with no mitigating factors. The Life Orientation (LO) and the Integrated School Health 

Programmes (ISHP) were seen as teacher and age selective as well as following the norms of the society.  There is 

disappointment in the failure of the take-off of the implementation of the Comprehensive Sexuality Programme designed by 

the National Department of Education that would educate about the issues of sexuality, sexual orientation and the sexual 

reproductive health. Most SRs are implementing the HIV, STIs and TB intervention programme post matric at Colleges and 

Universities, and again the impact of COVID 19 on reaching these settings was big as these closed down and these 

populations could be reached only virtually. 

 

Community dialogues 

 

Community dialogues as part of the structural component of the intervention programme aim to address the social 

determinants of health at a societal level. MSM and TG people form an integral part of the society in our communities and 

whilst may not be conforming to the “norm” they need to be respected. The community leadership becomes critical in this 

space as things may and may not happen should they were to take a different view from that prescribed and contained in 

the SA constitution. One of the respondents articulated the issue of diverse population very well, stating that the MSM and 

TG populations are no new phenomenon in our societies and communities. They had been long existing, and probably 
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ignored, and thus cannot be ignored anymore due to the contributing role these populations play in the transmission of HIV 

and STIs which in turn, is associated with TB. From the healthcare point of view, the community leadership in totality need 

to take cognisance of the social determinants of health as well as the resultant disease burden. They need to form part of 

the efforts to fight disease burden. The healthy status of the communities in turn, determines the healthy economic status 

thereof. Population diversity is something the community leadership need to start paying attention to and for them to start 

stepping out of their comfort zone.  Whilst this may be the case, some respondents had cautioned that such a change will 

not happen overnight, this may be viewed as a process, but ensure that it takes one step at a time towards the direction of 

inclusivity.  

 

Respondents recommended that first and foremost, the community leaders be educated about the LGBTI including MSM 

and TG people. Educating them about these population groups is different from simply informing them or requesting a 

meeting to address their communities. An indicator for effective education is the change of behaviour and therefore, once 

educated, a community leader will be able to articulate the diversity of his/her population and the individual needs for those 

populations and be able to advocate for them. The strength and benefit of educating the leaders first in this regard is that 

people listen and follow their leaders, as stated by one of the respondents.  

 

Some beneficiaries reported having been accepted by their communities; whether this is the case is another question still 

to be answered probably, through conducting knowledge, attitudes, and practise (KAP) surveys at community levels to 

establish the acceptability levels. Whilst sexual and sexuality issues are quite private and confidential matters for everyone, 

the way the MSM and TG people behaves by hiding in closet, and extremely hard to reach as reflected during this evaluation, 

does not reflect a high level of acceptability of their sexuality whether by themselves and/or by the society, hence we 

perceive this as a process but moving towards the right direction.  The intervention programme needs to invest time and 

money on educating the leadership first and influencing relevant policy changes that will lead to effective positive change 

towards inclusivity. Whilst advocating for such changes, the MSM and TG people on the other hand need to be able to 

articulate and pinpoint the areas they need to be addressed to facilitate such acceptance and inclusiveness. Reduction of 

new infections for HIV, STIs and TB is just one amongst the many, particularly with new emerging disease pandemics just 

only in the health sector; other sectors have their own issues as well. 

 

Because of the atrocities that are experienced by these populations, one can justify why these population groups hide 

themselves in closet. There were reports of hate killings in some provinces, something that is completely against the human 

rights and the SA constitution whilst other provinces reported getting anecdotal reports but have never really verified any 

statistics around these reports. Systems to collect human rights violation data at all possible levels need to be set up. 

Respondents admitted that at another level, it’s hard to support statements that lack evidence. Most organisations and their 

policies are implementing evidence-based approaches that influence and inform policy decision making. With the absence 

of supporting data, reports of incidents will always be regarded as anecdotal hence a strong recommendation was made to 

priorities data collection and avail data for action on LGBTI including MSM and TG people. It is only after the community 

leadership throw their weight behind the activists and the community programmes that will bring the significant and expected 

change. It is also when the community leadership is able to acknowledge and know who to request assistance from to 

address the issues in their communities. This need to be coupled with the well-crafted messages in IEC materials and the 

involvement of the media in highlighting specific and critical issues on the ground relating to these matters. 

 

The issue of the appropriate language used and how to apply this in various situations was raised particularly for the health 

facility setting for treating patients accurately, informed by relevant information. The same principle can be applied in our 

communities, tweaking and changing language here and there a bit, will go a long way addressing some of these matters; 

even the COVID 19 at times infects and may kill both partners (heterosexual, homosexual, transsexual) due to social 

behaviour and not only husband and wives. Increasing community events to engage and educate communities need to be 

considered. 

 

Family dialogues  

 

Throughout the interviews, a gap was identified regarding the implementation of family dialogues. Peer educators admitted 

that they were not skilled to conduct family dialogues and addressing the parents with only the social workers skilled to do 
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this. Approaching the family members and educating them concurrently but separately from the community leaders would 

probably be one of the strategies. Family members who have accepted the sexual orientation of their children would re-

enforce the community leaders’ efforts to educate and promote respect for the MSM and TG population in the community. 

Whilst the MSM and TG issue is not new, parents tend to have expectations about their children and therefore educating 

and cautioning them about the non-gender conforming issues, giving them the diagnostics can assist many parents to 

observe, protect and guide their children during the early years of development.  

 

4.3.5 CONCLUSIONS AND RECOMMENDATIONS 
 

SA policy framework is regarded as good; however, the policy implementation is problematic. The SA constitution is clear 

regarding different sexualities, however, the country needs to enforce the implementation of the existing policies. Also, 

emphasis was made to include both the MSM and TG people during planning of programme activities at lower levels. It was 

reiterated that to reach everyone as per the NSP, programme coverage must be extended 

 

• It is believed that the roll out and the implementation of the Comprehensive Sexuality programme would be a 

game changer for the Sexual Reproductive Health in our schools. 

• Increasing the safe spaces to reach the MSM and TG people  

• Whatever component of the Global Fund programme, there is a need for campaigns that will educate about the 

human rights issues. This should be intentional in every district to promote awareness and reduce violations. 

 

Health systems were cited that assist users in health facilities to address issues of quality assurance and 

that users need to know as the: 

• Complaints system and 

• Suggestion box 
 

More work needs to be directed towards the structural component of this intervention which has been impacted the most 

by the COVID 19 lockdown. It is acknowledged that the programme needs to capacitate the community leaders so that they 

can support and articulate the programme objectives, what the programme is meant to achieve in their communities in their 

own words; they need to be the ones advocating for the health of their communities, which in turn will promote the socio-

economic status. They need to be able to identify the social determinants of health and be the one to invite programmes 

into their spaces.  

 

In addition to the community dialogues, the beneficiaries recommended family dialogues to be conducted in support of the 

MSM with families who refuse to accept them. The peer educators admitted that they lack the skill to communicate with the 

families. The issue of capacitating around family dialogues needs to be coupled with those of the youths programmes in 

and out of school, the content of their health education and tying these with the issues of diversity. 

 

Implementation of programmes to build staff capacity in selected Department of Health (DoH) facilities across 

selected 8 priority districts to provide MSM competent and LGBTI effective HIV-related services.  

 

A. One of the benefits positives has been the “Linking Officer” in the districts. These officials are a contact between 

the Peer Educators and Health Facilities. They arrange for the appointments and well-being of the beneficiaries. 

The Peer Educators indicated that this has helped them a lot and the beneficiaries don’t have a problem going to 

the health facilities.   

B. Training and mentoring of Department of Health staff to be able to deliver MSM, PrEP, LGBTI component needs 

to be strengthened. Some districts have built good relations with the SRs/Peer Educators, there is still a need to 

increase this to other district especially in the peri-urban areas.  

C. One of the conditions of the programme by Global Fund, is to ensure that the programme is synergized on the 

Department of Health. One of the strategies is to ensure the signing of MOU between DoH. 

D. There has been a general view by the Peer Educators that some of the Health Facilities are short-staffed, limited 

knowledge of the Health Workers on how to use PrEP and the confidence of the beneficiaries on the Health 
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Workers. Therefore, suggesting that the SR facilities should be capacitated with more staff to be able to increase 

their scope to provide ARTs, TB, and STIs services. This will also assist in reducing the discrimination and stigma 

to the key pops. 
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5.   OVERALL RECOMMENDATIONS 
 

1. Multi-sectoral collaboration efforts.  

 

2. Building solidarity, because that’s why we’re doing this work to respond to prevention, and treatment, we are doing it 

to build solidarity with the population. 

 

3. Treat health status of MSM and TG people as an urgent matter, the urgency of prioritising, putting people first must 

take centre, everything else can follow  

 

4. Integrated planning: when we do integrated planning, we need to also involve those who are marginalised, those who 

are victims of circumstance; those who are victims of (inaudible) into the room you can’t be speaking about youth but 

there’s no youth in the room, you can’t be speaking about MSM, but there’s no MSM in the room the problem with the 

MSM in South Africa is that we have a serious challenge. There’s no one that is just a MSM in South Africa no one it’s 

so bloody hard to know who’s MSM but it’s so easy to know who’s gay and who’s the lesbian and everyone is so 

quantify under gay or lesbian yet there are MSM so we need them to, in our planning we need to try to go deeper and 

go extra mile on integrating those individuals then so that they can actually say and expected what and how we can 

actually improve otherwise the system won’t change. 

 

5. Government must not make assumptions/ change must not be assumed: we plan without them in the room so have 

the LGBTI, have the MSM, have WSWU in the room and then let’s hear from the horse’s mouth what kind of change 

that they want, what kind of change that they are anticipating.  

 

6. Based on experience from European countries, there are ways in which people of MSM get attracted into programs; 

there are bars where they meet, there are groupings where they meet, there are certain parks where they meet and 

so on. The first thing we need to explore; how do you make sure, I mean even for those economic development issue 

you were talking about we went to Hannover, last year in Germany. The LGBTQI+ people, groups, organisations 

they’ve got gay bars get people go there, gay people get money, gay salons, and so on gay people can go there, gay 

people get money there they’ve got areas where people during the day can go and address programmatic issue at 

night it gets converted into a bar. So, those are the things we need to look at because people find comfort in place 

where they go people of people who are like them, so we need to make sure that we look at those kinds of interventions.  

 

7. Embark again on re-introducing the sensation program so that people in leadership continue to talk to other leaders 

about this issues that people in your communities such as this people live in your communities, please be 

accommodative. 

 

8. To implement the Comprehensive Sexuality Education (CSE) programme was thought would be a game changer; now 

where do we stand with this programme?  

 

9. Modality of prioritizing institutional and implementation arrangements in Provinces and priority districts for sustainability 

 

10. Appointed SRs to demonstrate compliance with the peer led approach; they should have demonstrated and be 

evaluated on programme expertise. 

 

11. On “safe spaces” the beneficiary reported that there should be more safe spaces created in the districts. The ones that 

are currently available on Facebook are not enough. He feels there is a need to have more safe spaces even if it’s 

within the facilities where people can just go get more information, get advice and counselling. 

 

12. Leverage on peer led organizations, who are skilled and have experience in doing this type of work. 

 

13. Education should start with the LGBTI community, make themselves aware that they are still humans they need to 

take care of themselves, emotionally, mentally, physically and they also need to know their worth; they need to know 
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that they are not any less worthy than the straight people, they just need to know what their worth is, they just can’t 

give themselves to anyone, I mean if you are a person of value also the people will value you, if you have accepted 

yourself. 

 

14. If we can be given maybe some letter of authority when we get to the health clinics; if we can only be able to go straight 

to the nurse’s offices or nurses room instead of queuing with all those patients, because at some point we chasing 

time and leaving our clients there is not really a good thing, because we don’t know how they will be treated at the end 

of the day but if we are there with them at least they can give them proper treatment if we can be able to show them 

that we are here to bring someone who must be initiated for ART it’s going to be simpler that way instead of standing 

long queues standing there the whole day and at the end of the day you don’t get to reach your target. 

 

15. Each and every year people must go check themselves more especially the MSM because, we do anal sex and you 

should get checked and all that. Therefore, recommendation that the MSM should conduct annual tests from the 

doctors. The benefit with the doctor is that they conduct full body tests, educate about the diseases related to doing 

anal sex as well as to how to look for symptoms.  

 

16. Increase visibility of the programme more in both rural and urban settings.  

 

17. The recommendation is that there should be a system designed to assist (i) those that are afraid to go fetch their 

medication at the clinics because they are scared of discrimination (ii) to also be able to trace the ones that discontinue 

their medication to ensure that they continue using their medication and counselling.   

 

18. There’s recommendation that there needs to be more education about the PrEP and other services that can help them, 

because if he had known what he knowns now maybe things would have been different.  

 

19. During the implementation of the programme, there has been some unforeseen challenges that have impacted on the 

implementation of the project: 

 

- The COVID-19 and its implications on the implementation of the programme. There have been huge challenges 

for the Peer Educators to be able to reach the beneficiaries for follow-up and also conduct their outreach 

programmes.   

- The availability and procurement of PrEP has also been identified as a challenge. The issue of prices between 

government and private suppliers  

- There’s high staff turnover for some of the Sub-Recipients, this creates challenges for continuity  

- The interviewees recommended that the programme should be extended to women, lesbians including the 

partners of the MSM. The experience indicates that because they don’t know about these problems leads to loss 

of trust amongst the partners. 

20. The programme together with the clinic to set systems for employed clients.  

 

21. Develop joint IEC material with government to standardise information given out regarding MSM and TG people 

 

22. To ensure that the pamphlets or any other information is translated and printed in all languages to reach all population 

groups; considerations also to be made for the illerate members  

 

23. More SR offices or satellite offices to be opened throughout the Province  

 

24. Transport issues: If they had the car a quantum (taxi) because there is too many of us, maybe we have a quantum 

and have a place to put all of our equipment at the back in trailer and tents too because other times we squeeze each 

other as you see covid19 doesn’t want to end you become scared when someone comes next to you and think that 

what if you’ll get covid19 although we can work together and do all the covid19 process but if it was up to me we 

should’ve having a quantum and a trailer so that we can sit comfortably. 
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25. Peer educators advised the need for periodic debriefing sessions with their social workers 

 

26. I would like as we are dealing with MSM we should include women to women sex because there are women to women 

sex but their service is not there as we dealing people we should also include them because they fall under LGBTQI+. 

 

27. Am talking for everyone, I wish linkage people can have cell phones on the side and with a number that is not private 

because they end up being called by people asking them out, you know how people are. 

 

28. Ambassadors: The SHE programme has established ambassadors in sub-districts who know and talk to their friends 

about the programme. When visiting an area, they come and bring their friends with for further discussions and 

engagement. 

 

29. KZN: Project to appoint mobilisers to do groundwork at communities ahead of the outreach team arrival 

 

30. Strengthen tracing of contacts for STI infected clients 
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ANNEXURE 1: INTERVIEW GUIDE 1 
 

Qualitative focus group discussions (or in-depth interviews) with MSM and TG programme service users  

Objective 1: To describe how services are being delivered  

Process evaluation – evaluating effectiveness of implementing the intervention 

What is implemented? Provide strengths, weaknesses and challenges of the intervention programme as 

experienced on the ground 

• Program design: are you aware of the BZ and the relevant SR (Name SR - SHE) programme they are 

implementing to promote utilization of HIV, STI and TB services in order to prevent new HIV infections? 

• What services/ benefits have you received since this programme was implemented?  

• How have these services impacted your well-being?  

Exploring design: Do you believe that the MSM and/TG programme(s) as it is being implemented on the 

ground TODAY is of sufficient scope, quality, and coverage to reach the goal of reaching NSP goals by 2022? 

Why or why not?  

What gaps, if any, do you feel still exist in the range of services being provided to MSM and TG under the BZ 

Programme as it is being implemented on the ground TODAY?  

• What services would you add?  

• What services would you eliminate?  

• What would you change?  

• Anything thing else? 

How is the intervention delivered? Considering the programme implementation, how would you improve 

service delivery?  

• Training 

• Support 

• Communication  

• Virtual platforms 

• Management structures – how these structures interact with implementers’ attitudes & circumstances to 

shape the intervention 

• Investigate Reach/ coverage – whether the intended audience comes into contact with the intervention and 

how? 

Mechanism of impact 

What mechanisms of the intervention/ service delivery do you believe have brought change so far? (effects of the 

intervention)  

What information about MSM and/TG programming do you feel that you still lack in order to adequately 

understand how the BZ Programme as a whole is performing?  

 

Objective 2: Context: To document barriers and facilitators to implementation/ intervention efforts (including accessing 

health services for MSM and TG people as well as the larger structural influences on sexual and health seeking behaviours 

such as stigma and discrimination).  

 

What are the barriers/ facilitators to the successful and effective implementation or efforts of the MSM and TG 
people intervention? Can you advise on how the barriers can be addressed?  

 

a) Facilitators 

 

b) Barriers 

 

c) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 
to health service factors, what other, largely external) 

 

d) Can you give suggestions on how the barriers you mentioned can be addressed? 
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What are the barriers/ facilitators to accessing health services by MSM and TG people?    

 

a) Facilitators 

 

b) Barriers 

 

c) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 
to health service factors, what other, largely external) 

 

d) Can you give suggestions on how the barriers you mentioned can be addressed? 

 

 

Any other thing you could think of that can facilitate access to health facilities? 

 

Objective 4: To document efforts to increase stakeholder and organizational coordination and to address social, cultural, 

religious, political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 

 

Do you know of any efforts underway to increase stakeholder and organizational co-ordination?  

Consider the legal, political, religious, cultural and social spheres in South Africa. 

• At present, with and guided by the current legislative framework, what has been their role in influencing, shaping 

and supporting the effective and successful implementation of BZ MSM & TG HIV prevention program? 

 

• Thus far, do you believe their efforts are adequate? What changes do you believe should be made in these spheres 

to support effective and successful implementation of the BZ prevention programme?  

• What changes do you feel are the most pressing priorities?  

• What obstacles or opportunities do you see for getting these changes in place? 

 

Do you believe that the SA government is doing enough to promote the MSM & TG programme 

 

Is there anything else you would like to tell us about the performance of the MSM and/TG programme(s)? Any 

other gaps or strengths in the programme you would like to mention? Any recommendations for ways you 

would like to see the programme improve? 

 

 

 

Thank you for sharing your valuable feedback on this interview; your opinions and views are most appreciated, 

Good-Bye 
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ANNEXURE 2: BENEFICIARIES SATISFACTION SURVEY QUESTIONNAIRE 
 

Field Question Answer 

Welcome 

introduction Welcome! This feedback form is implemented by Beyond 

Zero to collect client feedback on the services they 

received from sub-recipients. 

 

Objectives: 

 

1. Establish beneficiaries’ satisfaction with health service 

delivery 

2. Establish factors that would influence health seeking 

behaviors. 

 

name (required) Who is completing this form? (Provide name and 

surname of interviewer) 

 

consent Virtual: Read the respondent information and consent 

form to the respondent 

 

1. Beneficiary demographic information 

prov (required) In which province does the beneficiary reside? (select 

one) 

 1 Eastern Cape 

 2 Free State 

 3 Gauteng 

 4 KwaZulu-Natal 

 5 Limpopo 

 6 Mpumalanga 

 7 Northern Cape 

 8 North West 

 9 Western Cape 

district (required) In which district did the beneficiary receive services? 

(select one) 

 1 Bojanala Platinum 

 2 Carpricorn 

 3 Garden Route 

 4 Gert Sibande 

 5 King Cetshwayo 

 6 Mangaung 

 7 Mopane 

 8 OR Tambo 

 9 Ugu 

 10 uThukela 

SR (required) Type out the name of the sub-recipient working in the 

district (the beneficiary may not know this, use the list 

provided) 

 

setting_res (required) What type of setting do you consider you live in? (select 

one) 

 1 Rural 

 2 Peri-urban 

 3 Urban 

 4 Don't know 

age_yrs (required) How old are you? (age in years at last birthday)  

sex (required) What sex were you assigned at birth?  1 ♂ Male 

 2 ♀ Female 

 3 ♀♂ Intersex 

 4 ❌ Prefer not to say 
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Field Question Answer 

 5 Other (specify) 

other_sex (required) Please specify other sex assigned at birth 

Question relevant when: selected( ${sex} , '5') 

 

sub-populations Are you a member of any of these populations? Select all 

that apply. 

 1 Person living with HIV 

 2 Gay man or other man 

who 

has sex with men 

 3 Sex worker 

 4 Person who paid for sex 

recently 

 5 Persons who injects 

drugs 

 6 Transgender person 

2. Service Satisfaction 

serv_12months 

(required) 

Which healthcare services did you seek in the past 12 

months? (Tick all that apply) 

 1 HIV testing 

 2 HIV self-screening 

(HIVSS) 

 3 HIV treatment (ART) 

 4 HIV Pre-Exposure 

Prophylaxis (PrEP) 

 5 Sexual and reproductive 

health services including 

sexaully transmited 

infection 

(STI) services 

 6 TB services 

 7 Outreach education or 

counselling 

 8 Mental health services 

 99 Other (please specify): 

 

Field 

 

Question 

 

Answer 

other_he (required) What other healthcare services did you seek? 

Question relevant when: selected( ${serv_12months} , 

'99') 

 

all_facilities_used_12 

(required) 

Which facilities did you use for the healthcare services 

above in the past 12 months? (select all that apply) 

 1 Government facility 

 2 Private health facility 

 3 Drop-in centre OR 

outreach 

services provided by a 

Global Fund sub-

recipient 

 4 Government outreach 

or mobile services (not 

in a 

facility) 

 5 Other (specify) 

served_by_SR 

(required) 

Have you received any services from [SR] in the past 12 

months? 

 1 Yes 

 0 No 

3. Service Satisfaction > We would like you to rate the services provided by the facility where you 
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Field Question Answer 

usually receive services from, including services provided by [SR] (Global Fund sub-recipient). 

serv (required) Which facility do you usually seek health care services 

from? (select one) 

 1 Government facility 

 2 Private health facility 

 3 Drop-in centre OR 

outreach 

services provided by a 

Global Fund sub-

recipient 

 4 Government outreach 

or mobile services (not 

in a 

facility) 

 5 Other (specify) 

gov_facility 

(required) 

Please specify type of government facility 

Question relevant when: selected( ${serv} , '1') 

 1 Clinic 

 2 Hospital 

pvt (required) If private health facility, please specify type 

Question relevant when: selected( ${serv} , '2') 

 1 General Practitioner 

(GP) 

 2 Clinic 

 3 Hospital 

like (required) What did you like about this facility/ service? (choose the 

best 2) 

Response constrained to: count-selected(.) <= 2 

 1 Location 

 2 Operating hours 

 3 Cleanliness 

 4 Privacy 

 5 Wait time 

 6 Availability of services 

 7 Confidentiality of health 

info 

 8 Staff friendliness and 

professionalism 

 9 Staff knowledge and 

skills 

 999 Other (please specify): 

dislike (required) What did you not like about this facility/ service? (choose 

worst 2) 

Response constrained to: count-selected(.) <= 2 

 1 Location 

 2 Operating hours 

 3 Cleanliness 

 4 Privacy 

 5 Wait time 

 6 Availability of services 

 7 Confidentiality of health 

info 

 8 Staff friendliness and 

professionalism 

 9 Staff knowledge and 

skills 

 999 Other (please specify): 

return_likelihood 

(required) 

How likely is it that you would return to this same service 

for your future sexual health or HIV service needs? 

 1 Likely 

 2 Not sure 

 3 Not likely 

serv_rec (required) How likely is it that you would recommend this facility/  0 0 - not likely at all 
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Field Question Answer 

service to a friend or colleague  1 1 

 2 2 

 3 3 

 4 4 

 5 5 

 6 6 

 7 7 

 8 8 

 9 9 

 10 10 - extremely likely 

4. Open Feedback & Demographics 

 

Field 

 

Question 

 

Answer 

general_feedback 

(required) 

In general, are you happy with the service you get from 

your usual facility/service in relation to your sexual health 

and/or HIV service needs? 

 1 I am happy with the 

service 

 2 I am somewhat happy 

 3 I am not happy at all 

Promoters If happy with the service, there is always room for 

improvement. What would you recommend to improve 

sexual health and/or HIV service [Open response, capture 

the whole narrative] 

Question relevant when: selected( ${general_feedback} 

, '1') 

 

Unsatisfied If somewhat or not happy, what would you recommend 

be done to improve sexual health and/or HIV service 

[Open response, capture the whole narrative] 

Question relevant when: selected( ${general_feedback} 

, '2') or selected( ${general_feedback} , '3') 

 

gen_rating (required) On a scale 1 – 5, with 1 the worst and 5 the best, how 

would you rate your satisfaction levels? [Choose only one 

response] 

 1 1 (the worst) 

 2 2 

 3 3 

 4 4 

 5 5 (the best) 

complaint (required) Do you want to submit a complaint for this service? 

Question relevant when: selected( ${serv_rec} , '0') or 

selected( ${serv_rec} , '1') or selected( ${serv_rec} , '2') 

or selected( ${serv_rec} , '3') or selected( ${serv_rec} , 

'4') or selected( ${serv_rec} , '5') or selected( 

${serv_rec} , '6') 

 1 Yes 

 0 No 

 

5. Client Complaint Form  

Group relevant when: selected( ${complaint} , '1') 

intro_complaint Instructions: You have the right to receive services that 

respect your needs as a person and that are free of 

discrimination. If you feel like your rights have not been 

respected or that you received inadequate health 

services, we ask that you 

complete this form so that we can improve our services. 

 

Neg_exp (required) Which negative experience did you have? Select all that 

apply or explain under “other”. 

 1 I was prevented from 

accessing treatment or 

other services 
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Field Question Answer 

 2 I was forced to disclose 

personal information 

 3 I was asked for 

sensitive information 

without my 

consent 

 4 I was stigmatized by 

providers or other staff 

 5 My medical or personal 

information was shared 

with 

others 

 999 Other (please specify): 

other_neg_exp 

(required) 

Please tell us in detail about what happened: 

Question relevant when: selected( ${Neg_exp} , '999') 

 

complaint_submitted 

(required) 

Did you submit a complaint regarding the incident?  1 Yes 

 0 No 

complaints_sub 

(required) 

If yes, how did you submit your complaint? 

Question relevant when: selected( ${complaint 

submitted} , '1') 

 1 I reported the incident 

to the 

facility manager 

 2 I reported the incident 

to a peer educator/ or 

their 

supervisor 

 3 I reported the incident 

to our 

clinic committee 

member 

 4 I put my written 

complaint in 

the facility complaints’ 

box 

 5 I called & reported to 

the Provincial 

Department of 

Health call centre 

 6 I called & reported to 

the 

Presidential complaints 

line 

 99 Other (please specify) 

redress (required) Was your complaint addressed and concluded 

(redressed)? 

Question relevant when: selected( 

${complaint_submitted} , '1') 

 1 Yes 

 0 No 

Complaint_no 

(required) 

If no, why did you not submit a complaint about the 

incident? (Open response, capture the whole narrative) 

Question relevant when: selected( 

${complaint_submitted} , '0') 

 

6. Follow Up for Missed Services 
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Field Question Answer 

 missed_appointment 

(required) 

In the past 12 months, did you miss an appointment with 

your service provider? 

 1 Yes 

 0 No 

appointments 

(required) 

If yes, what appoint was it? 

Question relevant when: selected( 

${missed_appointment} , '1') 

 1 To get my treatment/ 

medicines 

 2 To get my test results 

 3 I was scheduled for 

counselling 

 99 Other (please specify) 

 
Field Question Answer 

other_app (required) What other appointment did you miss? 

Question relevant when: selected( ${appointments} , '99') 

 

reason_LTFU (required) Any reasons you did not make it in for services? Select all 

that apply. 

Question relevant when: selected( ${missed_appointment} 

, '1') 

 1 Could not find clinic 

 2 Clinic location 

inconvenient 

 3 Opening hours 

inconvenient 

 4 Worried other people 

will see 

me there 

 5 I was too busy or 

something 

came up 

 6 I was too nervous 

about 

knowing by HIV 

status 

 7 Worried about the 

confidentiality or 

friendliness 

of clinic staff 

 99 Prefer not to say 

 999 Other (please 

specify): 

end_note Thank you for sharing your valuable information with us; 

your opinions, views and advice are highly appreciated 

and will 

surely contribute towards improving BZ intervention 

programme. Good-Bye 

 

109



 

 

ANNEXURE 3: INTERVIEW GUIDE 2: SURVEY INTERVIEWS WITH PEER EDUCATORS 
 
Objective 1: To describe how services are being delivered  
 

Process evaluation – evaluating effectiveness of implementing the intervention 

What is implemented? Provide strengths, weaknesses and challenges of the intervention programme as 
experienced on the ground 

• Program design  

• Actual implementation – what is delivered in practice? 

• Fidelity – is intervention implemented as intended? (check tailoring, adaptations to fit different 
settings/context and changes against fidelity 

Exploring design: Do you believe that the MSM and/TG programme(s) as it is being implemented on the 
ground TODAY is of sufficient scope, quality, and coverage to reach the goal of reaching NSP goals by 2022? 
Why or why not?  

What gaps, if any, do you feel still exist in the range of services being provided to MSM and TG under the BZ 
Programme as it is being implemented on the ground TODAY?  

• What services would you add?  

• What services would you eliminate?  

• What would you change?  

• Anything else? 
 

How is the intervention delivered? Considering the programme implementation, how would you improve 
service delivery?  

• Training 

• Support 

• Communication  

• Virtual platforms 

• Management structures – how these structures interact with implementers’ attitudes & circumstances to 
shape the intervention 

• Investigate Reach/ coverage – whether the intended audience comes into contact with the intervention and 
how? 

Mechanism of impact 
What mechanisms of the intervention/ service delivery do you believe have brought change so far? (Effects of the 
intervention)  

What information about MSM and/TG programming do you feel that you still lack in order to adequately 
understand how the BZ Programme as a whole is performing?  

 
Objective 2: Context: To document barriers and facilitators to implementation/ intervention efforts (including accessing 
health services for MSM and TG people as well as the larger structural influences on sexual and health seeking behaviors 
such as stigma and discrimination). 
  

What are the barriers/ facilitators to the successful and effective implementation or efforts of the MSM and TG 
people intervention? Can you advise on how the barriers can be addressed?  

e) Facilitators 

f) Barriers 

g) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 
to health service factors, what other, largely external) 

h) Can you give suggestions on how the barriers you mentioned can be addressed? 
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What are the barriers/ facilitators to accessing health services by MSM and TG people?    

e) Facilitators 

f) Barriers 

g) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 
to health service factors, what other, largely external) 

h) Can you give suggestions on how the barriers you mentioned can be addressed? 

Any other thing you could think of that can facilitate acces 
s to health facilities? 

 
Objective 3: To assess whether organizations directly providing services to MSM and TG people have standard operating 
procedures, functional supervision mechanisms, monitoring and reporting systems, and administrative, management, and 
planning capacity. 
 

What guides service delivery to MSM and TG people in your organization? Please probe the adequacy and 
functionality of the components below: (may need submission of evidence) 

1. Policy guidelines/ SOPs 

2. Supervision mechanisms  

3. Monitoring and Reporting systems 

4. Leadership & Governance issues (Admin & Mx) 

5. Planning capacity 

6. To strengthen service delivery, which components needs strengthening and/or to be added? 

 
Objective 4: To document efforts to increase stakeholder and organizational coordination and to address social, cultural, 
religious, political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 
 

Do you know of any efforts underway to increase stakeholder and organizational co-ordination?  

Consider the legal, political, religious, cultural and social spheres in South Africa. 

• At present, with and guided by the current legislative framework, what has been their role in influencing, shaping 
and supporting the effective and successful implementation of BZ MSM & TG HIV prevention program? 
 

• Thus far, do you believe their efforts are adequate? What changes do you believe should be made in these spheres 
to support effective and successful implementation of the BZ prevention programme?  

• What changes do you feel are the most pressing priorities?  

• What obstacles or opportunities do you see for getting these changes in place? 

 

 

Is there anything else you would like to tell us about the performance of the MSM and/TG programme(s)? Any 
other gaps or strengths in the programme you would like to mention? Any recommendations for ways you 
would like to see the programme improve? 

 
 

 
Thank you for sharing your valuable feedback on this interview; your opinions and views are most appreciated, 
Good-Bye 
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ANNEXURE 4: INTERVIEW GUIDE 3: INTERVIEWS WITH PROGRAMME MANAGERS 

 

Objective 1: To describe how services are being delivered  

 

Process evaluation – evaluating effectiveness of implementing the intervention 

What is implemented? Provide strengths, weaknesses and challenges of the intervention programme as 

experienced on the ground 

• Program design  

• Actual implementation – what is delivered in practice? 

• Fidelity – is intervention implemented as intended? (check tailoring, adaptations to fit different 

settings/context and changes against fidelity 

Exploring design: Do you believe that the MSM and/TG programme(s) as it is being implemented on the 

ground TODAY is of sufficient scope, quality, and coverage to reach the goal of reaching NSP goals by 2022? 

Why or why not?  

What gaps, if any, do you feel still exist in the range of services being provided to MSM and TG under the BZ 

Programme as it is being implemented on the ground TODAY?  

• What services would you add?  

• What services would you eliminate?  

• What would you change?  

• Anything else? 

How is the intervention delivered? Considering the programme implementation, how would you improve 

service delivery?  

• Training 

• Support 

• Communication  

• Virtual platforms 

• Management structures – how these structures interact with implementers’ attitudes & circumstances to 

shape the intervention 

• Investigate Reach/ coverage – whether the intended audience comes into contact with the intervention and 

how? 

Mechanism of impact 

What mechanisms of the intervention/ service delivery do you believe have brought change so far? (effects of the 

intervention)  

What information about MSM and/TG programming do you feel that you still lack in order to adequately 

understand how the BZ Programme as a whole is performing?  

 

Objective 2: Context: To document barriers and facilitators to implementation/ intervention efforts (including accessing 

health services for MSM and TG people as well as the larger structural influences on sexual and health seeking behaviors 

such as stigma and discrimination). 

  

What are the barriers/ facilitators to the successful and effective implementation or efforts of the MSM and TG 

people intervention? Can you advise on how the barriers can be addressed?  

 

i) Facilitators 

 

j) Barriers 

 

k) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 

to health service factors, what other, largely external) 

 

l) Can you give suggestions on how the barriers you mentioned can be addressed? 
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What are the barriers/ facilitators to accessing health services by MSM and TG people?    

i) Facilitators 

j) Barriers 

k) Structural influences on sexual and health seeking behaviours (e.g stigma & discrimination – in addition 

to health service factors, what other, largely external) 

l) Can you give suggestions on how the barriers you mentioned can be addressed? 

Any other thing you could think of that can facilitate access to health facilities? 

 

Objective 3: To assess whether organizations directly providing services to MSM and TG people have standard operating 

procedures, functional supervision mechanisms, monitoring and reporting systems, and administrative, management, and 

planning capacity. 

 

What guides service delivery to MSM and TG people in your organization? Please probe the adequacy and 

functionality of the components below: (may need submission of evidence) 

7. Policy guidelines/ SOPs 

8. Supervision mechanisms  

9. Monitoring and Reporting systems 

10. Leadership & Governance issues (Admin & Mx) 

11. Planning capacity 

12. To strengthen service delivery, which components needs strengthening and/or to be added? 

 

Objective 4: To document efforts to increase stakeholder and organizational coordination and to address social, cultural, 

religious, political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 

 

Do you know of any efforts underway to increase stakeholder and organizational co-ordination?  

Consider the legal, political, religious, cultural and social spheres in South Africa. 

• At present, with and guided by the current legislative framework, what has been their role in influencing, shaping 

and supporting the effective and successful implementation of BZ MSM & TG HIV prevention program? 

 

• Thus far, do you believe their efforts are adequate? What changes do you believe should be made in these spheres 

to support effective and successful implementation of the BZ prevention programme?  

• What changes do you feel are the most pressing priorities?  

• What obstacles or opportunities do you see for getting these changes in place? 

 

Is there anything else you would like to tell us about the performance of the MSM and/TG programme(s)? Any 

other gaps or strengths in the programme you would like to mention? Any recommendations for ways you 

would like to see the programme improve? 

 

 

Thank you for sharing your valuable feedback on this interview; your opinions and views are most appreciated, 

Good-Bye 
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ANNEXURE 5: INTERVIEW GUIDE 4: INTERVIEWS WITH KEY INFORMANTS 

 

Objective 1: To describe how services are being delivered  

 

Process evaluation – evaluating effectiveness of implementing the intervention 

Exploring design: Do you believe that the MSM and/TG programme(s) as it is being implemented on the ground TODAY is 

of sufficient scope, quality, and coverage to reach the NSP goals by 2022? Why or why not?  

Response: 

What would you say are the strengths, weaknesses and challenges/ barriers of the intervention programme as is currently 

being implemented considering the current regulatory framework and any other policies known to you? Would you say the 

regulatory framework is adequately addressed through implementation of this intervention? Does the intervention in turn, 

addresses the task at hand well? In implementing this intervention therefore: 

 

• How can it be improved; what can be added? 

• What can be done differently? 

• What can be changed? 

Response: 

 

 

What do you think is the biggest barrier to achieving the goal of reaching NSP goals for MSM and TG in South Africa with 

HIV prevention services by 2022? Do you think this barrier can be overcome? How?  

Response 
 
 

What do you think are the biggest opportunities for the BZ MSM and TG programmes in working towards their goal of 

reaching the NSP targets for MSM and TG by 2020? Do you think those opportunities are being fully exploited? Why or 

why not? How can the programme take better advantage of these opportunities? 

Response 
 

 

Mechanism of impact 

What mechanisms of the intervention/ service delivery do you believe have brought change so far? (effects of the intervention)  

 

Objective 4: To document efforts to increase stakeholder and organizational coordination and to address social, cultural, religious, 

political, and legal barriers to HIV prevention efforts among MSM and TG people. (SRs) 

 

Can you take us through the efforts you know that are underway to increase stakeholder and organizational co-ordination 

in strengthening implementation of the MSM and TG intervention programme  

Considering the legal, political, religious, cultural and social spheres in South Africa;  

• At present, with and guided by the current legislative framework, what has been their role in influencing, shaping and supporting 

the effective and successful implementation of BZ MSM & TG HIV prevention program? 

 

• Thus far, do you believe their efforts are adequate? What changes do you believe should be made in these spheres to support 

effective and successful implementation of the BZ prevention programme?  

• What changes do you feel are the most pressing priorities?  

• What obstacles or opportunities do you see for getting these changes in place? 

 

 

Is there anything else you would like to tell us about the performance of the MSM and/TG programme(s)? Any other gaps 

or strengths in the programme you would like to mention? Any recommendations for ways you would like to see the 

programme improve? 

 

 

 

Thank you for sharing your valuable feedback on this interview; your opinions and views are most appreciated, Good-Bye 
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Do you think any changes could or should be made in the legal, political, and social  
spheres in South Africa to supplement the services being provided directly to MSM and TG by the BZ Prevention 
Programmes for MSM and TG? What changes do you feel are the most pressing priorities? What obstacles or 
opportunities do you see for getting these changes in place? 

Response 
 
 
 

What gaps, if any, do you feel still exist in the range of services being provided to MSM and TG under the BZ Programme 
as it is being implemented on the ground TODAY? What services would you add? What services would you delete? Would 
you change recruitment, client data collection, or geographic coverage? Anything else about the range of services as 
offered today that you would like to see change in an “ideal” scenario? 

Response 
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PO Box 786, Irene, 0062, Gauteng, Republic of South Africa • 123 Amkor Road, Lyttelton Manor Ext 3, Centurion, 0157

Tel: +27 12 664 8690/0219 • Fax: +27 087 230 8460 • E-mail: marzelle@pharma-ethics.co.za

Website: www.pharma-ethics.co.za

Pharma-Ethics (Pty) Ltd, Registration no. 99/13868/07

Chairperson: CSJ Duvenage (MBChB, MMed, FCP(SA))

Managing Director: M Haskins (BLC, LLB)

 Republic of South Afric  123 Amkor Road, Lyttelt Man Ext

20 April 2021 EMAILED

Dr R Chimatira
Beyond Zero
110 Moore Street
Quigney
East London
5201

Fax:

Dear Dr Chimatira,

PROTOCOL: 1

ROUTINE REPORTING AND SYSTEMATIC ASSESSMENT ACTIVITIES RELATED TO ADOLESCENT GIRLS

AND YOUNG WOMEN, COMMUNITY RESPONSE SYSTEMS, MEN WHO HAVE SEX WITH MEN AND 

TRANSGENDER PROGRAMMATIC DATA BY BEYOND ZERO

ETHICS REFERENCE NO: 210223835

RE : ETHICS COMMITTEE APPROVAL

The above-mentioned Protocol was reviewed by the Pharma-Ethics Independent Research Ethics Committee 
Members on 17 February 2021, and CONDITIONAL APPROVAL was given for the Investigators to participate. 
This letter certifies that all conditions were met to the satisfaction of the committee and constitutes the FINAL 
Ethics approval. Please refer to the attached schedule for a list of documents reviewed and investigators 
approved.

The Study has been accepted as complying to the Ethics Standards for Clinical Research with a new drug in
participants, based on FDA, ICH GCP and the Declaration of Helsinki guidelines. The Ethics Committee (IRB)
granting this APPROVAL is in compliance with the Guidelines for Good Practice in the Conduct of Clinical Trials
in Human Participants in South Africa (2000), ICH Harmonised Tripartite Guidelines E6: Note: for the Guidance
in Good Clinical Practice (CPMP/ICH/135/95) and FDA Code of Federal Regulation Part 50, 56 and 312.

This approval is valid for a period of ONE YEAR. The Ethics Committee is to be supplied with a STATUS 
REPORT on the progress of the study at least ONCE A YEAR after which the study will be reviewed for annual 
re-approval. The FINAL REPORT on the outcome of the Study must be submitted upon study completion.

Please refer to Pharma-Ethics Standard Operating Procedures for more information regarding applications, 
amendments, annual re-approval, SAE reporting etc.

The above has been noted for the Ethics Committee information and records.

Regards,

MRS MARZELLE HASKINS

For and on behalf of Pharma-Ethics

Marzelle Haskins 

cn=Marzelle Haskins, o=Pharma-

Ethics, email=marzelle@pharma-

ethics.co.za, c=ZA 

I attest to the accuracy and integrity of 

this document 

Centurion 

2021.04.20 11:18:02 +02'00'

ANNEXTURE 8: ETHICS APPROVAL LETTER 

116



 

 

ANNEXURE 7: PARTICIPANT INFORMATION AND CONSENT FORM 
 

Good day ____________________ (name), please confirm if the participant’s name is correct and s/he would like to use 

that name during this interview. If not, please ask how s/he would like to be addressed during the session.  

 

My name is ____________________; I have been appointed by Beyond Zero to assist them with the evaluation of the MSM 

& TG people intervention programme they are implementing.  

 

Beyond Zero, is an NGO that has its Head Office in East London in the Eastern Cape Province, was awarded grant to 

implement the HIV prevention programme in 10 districts from seven Provinces in the country. The MSM & TG people 

intervention programme is funded by Global Fund, a funder that is assisting the SA government to put systems in place to 

reduce the transmission of HIV, STIs and TB amongst this population group. We were then appointed to establish and 

report if this intervention programme is working the way it’s supposed to and is achieving what it was set out to achieve.  

 

You have been selected as one on the participants because Beyond Zero is implementing this intervention programme in 

your Province and District. Due to your exposure to the programme and as a user, you are a beneficiary of this intervention, 

implementer and/ or a stakeholder who has major interest in shaping the programme and seeing that it bears the intended 

outcomes.  It is therefore important for us to hear your opinion, observations and thoughts as well as to give your advice in 

shaping this programme. Your opinions are very important and are highly respected by our team. We’ll be asking you 

questions that you will respond to. We also ask for your permission to record this interview for us to be able to capture and 

write everything that was said later. 

 

Having received the information above, would you like to continue participating in this evaluation? Your participation is 

highly appreciated and we thank you for agreeing to share your thoughts with us on this matter. Please let us know should 

you feel uncomfortable at any time with some of the questions we’ll be asking so that we can move on to others you feel 

more comfortable with. 

 

Participant consent 

 

I have read and/or the information given above about the evaluation was read to me; I understand its intent and purpose. I 

am aware that I have a right not to participate should I choose to. Should I choose not to participate, I shall not be 

disadvantaged in any form. Therefore, 

1. Yes, I agree and choose to participate in this evaluation 

 

___________________________________(signature of participant) 

 

___________________________________(Signature of interviewer) 

 

___________________________________(Signature of a witness) 

 

2. No, I do not give consent; I shall not be participating in this evaluation 

If the response is 2 (I do not give consent), then thank the participant for his/her time and bid him/her farewell 
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ANNEXURE 8: REACH FORM 

 
MSM -TG REACH FORM 

Outreach Staff Member to complete:                                                                    Client ID/ Passport #: 

Today’s Date (dd/mm/yyyy) : dd mm yyyy Outreach Team Implementing this Event: 

Place where Outreach Activity is 
being held: 

 Activity 
Name/Type 
(e.g. Safe 
Space 
Testing): 

 Is this the 
first time 
you are 
attending 
our 
Outreach 
activity? 

Circle correct 
option 

Address where Outreach Event is 
being held: 

 Yes No 

A. Demographic Information of Clients 

Unique Identifier of Client (Initials, Date of Birth, Last 3 Letters of Surname) (Please complete in the blocks below) 

Put UIC below as follows: last 3 letters of 
surname 

Age of 
Client in 
years: 

  

Initials date of birth (ddmmyyyy) 

  d d m m y y y y     

Who mobilised you to this 
activity/event? 

 Client 
Name 

 Surname  

B. Information on Gender and Sexual Identity of Clients 

What sex were you assigned at 
birth? 

3. Male ☐ Female ☐ Intersex Have you ever had sexual pleasure or any sexual experiences with 
someone of the same sex as 

you? ☐Yes ☐No Please share which describes your gender and sexual 
identity 

☐ Fem-to-Male(TransM)               OR                  ☐Male-to-

Fem(TransF) 
☐ I do not see myself as male or female (Gender Non-Conforming) 
☐ A different category (please specify): 

Do you think of yourself as:      HMSM☐      Bisexual  ☐      Gay ☐      

Peer linked ☐ 

I Prefer not to share (Non-Disclosure) ☐ 

A different category (please specify):....................................................... 

RISK ASSESSMENT EDUCATION 

RISK FACTORS (Tick Yes/No) for the following questions: EDUCATION (Tick Yes/No) for the following questions: 

Questions Yes No Questions Yes No Comment 

Knows Own HIV status   Know how to use Male & Female 
condoms 

   

Has had unprotected sex   Know how to use lubricants    

Uses lubrication during sex   Know about STIs    

Engages Transactional sex   Know about HIV    

Previous history of STIs   Know about PREP    

Concurrent multiple partners   Know about substance use    

Alcohol & substance use   Know about addressing stigma    

Knows risks associated with different sexual 
activities 

  Knows about Finger cots    

Other (Specify): Knows about Dental dams    

Other (Specify): 

TB Screening and Referral STI Screening and Referral 

Known TB Patient Y N When was the last time you were treated for a sexually transmitted 
infection (STI)? 

☐ In the past three months              ☐ In the past month          ☐ I can’t 

rememb☐ Never Are you currently 

(If No, proceed with screening questions) 

TB symptom screening 
Have you had a cough for > 2 weeks? 
If HIV+, have you had a continuous cough > 24hrs 
Have you recently had continuous weight loss? 
Have you had night sweats for > 2 weeks? 
Have you had a recurrent fever for > 2 weeks? 

Yes No 

  STI symptom screening 
Do you have any burning/pain when passing urine? Do 
you have a discharge with an odour? 
Have you had any genital/anus blisters, sores, spots or 
lumps? 
Have you recently had unprotected sex with more than 
one sexual partner? 

Yes No 

    

    

    

    

If the response is “Yes” to one or more of the above TB 
screening questions, then the client is a TB suspect. 

If the response is “yes” to one or more of the above STI screening 
questions, then the client is a STI suspect. 

If Presumptive TB: 
Refer for clinical management                Y                N 

If STI suspect: 
Refer for clinical management                  Y                  N 

Facility Name   Facility 
Name 

  

Circle Prevention Commodities Provided to Client (please document the total number of each commodity given to 

client in the space provided)eg :            Lube 
2  

Max 
Condoms 

 Max 
Lubricant 

 Male 
Condoms 

 IEC 
Material 

 PrEP 
IEC 

 Femidoms  Finger 
cots 

 Dental 
Dams 

  

BZ Co-
Packs 

 Lube   

Information on HIV Status of Clients 

1. Have you had an HIV Test Before? ☐Yes ☐No (*If no, skip to question 7) 

2. If Yes, when was your last HIV Test? ☐ Less than 3 months ago ☐ 3 to 6 months ago ☐ More than 6 months ago 
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Please provide the date of your last test (DDMMYYYY)                                                                                                                                                            

3. If Yes, what was your status at your last HIV Test? ☐ Known Positive ☐ Known Negative (*If Known Negative, please skip to question 7) 

4. If you are Known HIV+ve, are you linked to care? ☐Yes ☐No 5. If yes, which clinic?                                                                                                

6. If no, please allow our outreach programme to assist you to access care (outreach staff member to provide the client with a referral letter to 
the clinic of their preference and document the name of the clinic here                                                                                                                                     

7. Would you like to have an HIV test today? ☐Yes ☐No If no, what is your reason?                                                                                                                                                                                       

8. If yes, proceed to the consent process with the outreach staff member (client to complete consent process and sign the consent form. 

ASSESSMENT for PrEP Psychosocial Assesment 

Does the client know about PrEP?☐ Yes ☐ No       If No, provide 

PreP Education: Y N 

If clients answers yes to any three of the questions below, then do not 
issue an HIVSS kit for his/her sexual partner. Provide client with additional 
informartion of where further assistance can be sought (give IEC material 
related to social 
harm and provide referral information ) 

Questions Yes No Questions Yes No Refused 
to 
answer 

Have you engaged in the following activities:   Can you discuss health related matters with your 
Partner? 

   

Had sex with a partner(s) who are HIV-positive?   Has your intimate partner/s ever threatened to 
harm or kill him /herself or you 

   

 
Had sex with a partner with unknown HIV status? 

  Has your intimate partner ever used or attempted 
physical violance ( for example 
beat, choked, stranggled or suffocated ) againt 
you 

   

Have you had unprotected sex within the last 
month? 

  Has your intimate partner ever before threatened 
to or assaulted you or your 
children with a weapon ( including knives and or 
any other object) 

   

Are you currently on PrEP?   Has your intimate partner ever harmed or killed a 
family Pet or threatened to do so 

   

 
If No, would you like to be put on PrEP? 

  Has your intimate patner ever acted jealousy 
towards or even attempted controlling you in 
any way?(for example control your finances or 
health seeking behavious ) 

   

If No, PrEP IEC Materials given to client?   Does your intimate partner have any substance 
abuse problems (alcohol/ drugs) 

   

Was a  client offered PrEP? ☐ Yes ☐ No  Client Accepted PrEP? ☐ 

Yes ☐ No 

Refer for PrEP initation? ☐ Yes ☐ No  Facility Name: 

Has your intimate partner ever been diagnosed 
with or reportedly ever suffered 
from any mental health problems ? 

   

HTS SERVICES AND CLIENTS 

HIV Testing Services                                  HIV Test Results 

Counselled and tested for HIV☐                                    ☐ HIV +ve 

Counselled and declined to test for HIV☐                       ☐ HIV -ve 

☐ Inconclusive 

Our organisation woud like to contact you for future activities and provide further support to access health services. Please indicate and add 
your signature below whether you agree that 
one of our staff members may contact you: 

☐ Yes, I hereby give my permission for the Organisation to contact me to follow up on activities and my access to health services 

Contact Number: 

Alternative Contact Number: 

Email Address 

☐ No,I do not give my permission for the Organization to contact me to follow up on activities and my access to health services 

Client Signature: Date: Interventionist Name: Signature: Date: 

V 2.0 
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