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ABSTRACT
Background: Retention of patients in HIV care is a critical barrier to reaching the UNAIDS 90– 
90-90 goals in South Africa. In January 2019, Anova Health Institute launched a campaign to 
encourage patients who had interrupted antiretroviral therapy to return to care. The 
Welcome Back campaign included training of health care workers and implementation of 
Médecins Sans Frontiers Welcome Services principles.
Objective: The aim of this study was to explore the experiences of healthcare workers 
managing patients reinitiating antiretroviral therapy following training, including barriers 
and facilitators to implementation.
Methods: Data were collected from six clinics. This study consisted of three components: 1) 
surveys; 2) semi-structured interviews and 3) reflexive feedback sessions. Each component covered 
staff attitudes and facility management of patients reinitiating antiretroviral therapy. A descriptive 
analysis was conducted of survey responses. A thematic approach was used to analyze interviews.
Results: Thirty-six healthcare workers completed the survey and interview. Following analysis, 
feedback sessions were conducted with 99 healthcare workers. Twenty-two (61%) partici
pants were lay counsellors. The majority of healthcare workers reported managing patients 
returning to care appropriately. However, barriers persisted: 9 (25%) responded that patients 
were sent to the back of the queue and that service providers continued to insist on transfer 
letters. Twenty-five (69%) responded they had seen/heard other healthcare workers act 
poorly towards returning patients after training. Many poor behaviours from healthcare 
workers stemmed from frustration with the clinical flow and their overburdened work 
environment. Many participants (78%) believed that the Welcome Back approach helped 
improve client-provider relationships.
Conclusions: The Welcome Back approach supported healthcare workers to improve service 
provision for patients reinitiating antiretroviral therapy. Further support is needed to help 
providers consistently deliver services in line with the Welcome Back approach. Institutional 
level changes are required to implement patient-centred and trust-based models of care.
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Background

The South African antiretroviral therapy (ART) pro
gramme is the largest in the world [1,2]. In 2019, 
UNAIDS reported there were 7 500,000 people living 
with human immunodeficiency virus (HIV) in South 
Africa, of which 92% (6 900,000) had been diagnosed 
with HIV, 70% (5 200,000) were on ART and 92% (4 
800,000) were virally suppressed [2]. In Gauteng pro
vince, 87% were diagnosed with HIV, 61% were on 
ART and 88% were virally suppressed [3]. According 
to a 2018 review, in South Africa only 63% of patients 
who initiated ART remained in care after four years 
[2,4]. As the South African ART programme has 
rapidly expanded over recent years, there has been 
a strong focus on achieving high initiation rates. 
However, a crucial need to focus on long-term 

retention remains. If the second 90 (90% of those 
who know their HIV status should be on sustained 
ART) is to be achieved, greater effort is needed to 
understand and tackle barriers to retention and 
return to treatment following interruptions. This 
will allow the development of effective interventions 
to re-engage people who have interrupted treatment 
[1–4].

Evidence shows that retention of patients within the 
South Africa HIV programme has been compromised 
by organizational and behavioural challenges that 
impact negatively on the delivery of quality services 
[4–6]. These challenges impact negatively on the way 
patients experience services and on their subsequent 
retention or re-engagement. Elements of service deliv
ery that need to be improved to, support the retention 
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and re-engagement of patients, include the clinic flow 
and service efficiency, drug availability and tolerability, 
and health care providers’ attitudes and behaviours 
towards service users.

Barriers and facilitators influencing retention in 
care

Retention in care is defined as remaining connected 
to and engaged with medical care after initial access 
[6,7]. This is critical for optimal clinical outcomes 
[6,7]. However, significant losses occur at each stage 
of the continuum due to contextual, social and struc
tural factors. Studies have explored multi-level bar
riers and facilitators influencing entry into, 
engagement in, and retention along the continuum 
of care [7]. Key individual barriers include factors 
such as reluctance to engage in HIV services while 
healthy, alternative healing systems, income, and dis
tance to health facilities [6–8]. Health system factors 
often operate at a facility level, and include: rigid 
clinic policies; stock-outs of medication; stigma and 
discrimination, and negative patient-provider rela
tionships [5–8].

Service providers are the backbone of the ART 
programme and an important contributor to some 
patients disengaging from care. Trust is key to build
ing good interpersonal relationships between patients 
and providers. However high staff turnover, con
gested clinics, lack of continuity of care and pressured 
targets, create an environment where fostering this 
trust becomes difficult. A lack of trust can negatively 
affect retention in care and an individual’s likelihood 
of re-engaging with care after an interruption [1]. 
Patients’ care experiences at clinics can be affected 
by all cadres of clinical and non-clinical staff, includ
ing administrative staff and security [5]. Retention 
can also be compromised by insufficient numbers of 
skilled and trained staff [7]. Lack of empathy, psy
chological burnout, bias or discrimination, and dis
respectful treatment can also be key factors in 
disrupting care [1,5,8]. Furthermore, studies have 
suggested that some patients distrust healthcare pro
viders and the larger healthcare system in South 
Africa due to poor quality service delivery, long 
queues, drug stock-outs, poor attitudes and commu
nication from staff, and lack of leadership [5–9].

Coming back to a clinic after a break in treatment 
can be overwhelming, and patients might anticipate 
or actually experience negative reactions from clinic 
staff; this serves as a further reason to remain disen
gaged from care [1,9]. Treatment interruptions are 
often part of the treatment journey for patients with 
chronic conditions. The onus is on healthcare work
ers (HCWs) to understand the challenges that each 
individual may face and accept these in a non- 
judgemental manner. Often, the organizational 

culture remains punitive, generating fear amongst 
patients, which pushes them towards remaining out 
of care for longer and more damaging periods of 
time [1,8,9].

Addressing the gap in the healthcare system

Healthcare workers’ (HCWs’) attitudes and behaviour 
are an amenable and cost-effective opportunity for 
change in healthcare systems, where constraints due 
to limited physical resources are not easy to change 
[9–11]. HCWs’ behaviour can shift and it is worth 
investing in ways to change behaviour. By targeting 
low-cost behavioural interventions to specifically 
address HCWs-related barriers, the country may be 
able to strengthen quality of care [9,10]. HCWs can 
be encouraged to behave well towards their patients 
and normalize their ART treatment journeys. Research 
has suggested that behavioural interventions can be 
cost effective when including educational outreach, 
health reminders, and feedback sessions, as part of 
the overall intervention [9]. Combinations of interven
tions are most likely to change behaviour [9–11].

The welcome back campaign intervention

Anova Health Institute is a non-governmental orga
nization and United States Agency for International 
Development (USAID) funded supporting partner to 
the Department of Health (DoH) in five districts of 
South Africa. In January 2019, Anova launched 
a Welcome Back (WB) campaign to encourage ART 
patients who had interrupted treatment to return to 
care. The campaign consisted of training HCWs and 
non-clinical facility staff, using training modules 
developed by Médecins Sans Frontiers (MSF), and 
mobilising patients to return to care through mass 
media messaging [11]. HCWs were trained on the 
WB approach components. Following an introduc
tory section about the frequency and common causes 
of patients disengaging from and returning to care, 
HCWs were introduced to the ‘Welcome Back 
Handshake’ developed by MSF [12]. This handshake 
introduced HCWs to five key client-centred beha
viours to perform when interacting with a returning 
client. They included: 1) Welcome: welcoming the 
patient to the service and making them feel valued; 2) 
Normalize: normalizing the struggle that many indi
viduals have with remaining on treatment and redu
cing patient guilt for having previously disengaged; 3) 
Acknowledge: acknowledging in a positive way that 
patients had taken the decision to return to care and 
build upon that achievement; 4) Support: providing 
individualized support to the patient to remain 
adherent to their treatment in the future and; 5) 
Empower: empowering patients to take ownership 

2 M. A. BISNAUTH ET AL.



of their treatment and care journey going for
ward [11].

All staff, across all cadres, were invited to attend 
a once-off training session that was repeated on mul
tiple days to enable as many staff as possible to 
attend. Training was provided by either an experi
enced HIV clinician and public health specialist or 
clinical trainers, who had previously been trained. 
Ongoing site supervision was undertaken after the 
training to monitor implementation. Of our study 
participants, 35 out of 36 had attended the training, 
indicating high coverage. All cadres were invited to 
the training including clinicians, enrolled nurses, 
counsellors and administrative staff. Data review 
meetings were held at participating facilities, which 
incorporated reflexive feedback sessions. Ongoing site 
supervision was undertaken by management teams 
after the training to monitor implementation.

As part of an evaluation of the campaign, we 
interviewed HCWs that provided services to patients 
returning to care, after training and implementation 
of the WB campaign in public sector clinics in South 
Africa. The aim of this study was to explore the 
experiences of healthcare workers managing patients 
reinitiating antiretroviral therapy following training, 
including barriers and facilitators to implementation.

Methods

Study site

The study was conducted in six clinics in one admin
istrative region of Johannesburg, Region E. This area, 
including Alexandra township, makes up about 14% 
of Johannesburg’s population, with approximately 
700,000 inhabitants [13]. There are nine clinics in 
the region, including one community health centre 
that provides a wider range of services. Six of the 
clinics, that serve over 28,000 ART patients, began 
implementation of the WB approach in January 2019.

Study design

Data were collected eleven months after implemen
tation of the WB approach (November 2019). This 
mixed methods study consisted of three compo
nents; 1) Surveys were completed by HCWs, cover
ing their own and their facility’s management of 
patients reinitiating ART; 2) Semi-structured inter
views were conducted with HCWs that had com
pleted the survey. Interviews covered staff attitudes 
and facility management of patients reinitiating 
ART in more depth and; 3) Reflexive feedback ses
sions were conducted to gain further insight into the 
study findings.

Study participants were recruited from six clinics, 
aiming to achieve representation across all cadres of 

HCWs. All HCWs, employed by Anova 18 years or 
older, who were involved in reinitiating ART were 
eligible for inclusion.

All eligible HCWs were invited to participate on 
a voluntary basis, and the names and contact details 
of those who agreed were shared with the research 
team.

Healthcare worker surveys

Survey data was captured anonymously into 
a REDCap (Research Electronic Data Capture) data
base [14]. The tool had both check box answers 
where the participant could choose multiple 
responses (e.g. Can you describe what happens when 
a visitor comes to the clinic for treatment?), and free 
text responses which included HCWs’ attitudes and 
practices towards patients after treatment interrup
tion (e.g. Are there any parts of the welcome back 
campaign that are more difficult to implement?).

Qualitative: semi-structured healthcare worker 
interviews

The qualitative component aimed to investigate 
HCWs’ perceptions in more depth, to understand 
their attitudes and behaviours towards patients that 
had disengaged from care [15]. The semi-structured 
interviews explored contextual factors that could not 
be fully explored in the surveys.

Reflexive feedback sessions

All HCWs from Anova and DoH at the six facilities 
were invited to participate in a voluntary feedback 
session to communicate and discuss findings from 
both the survey and interviews. The reflexive sessions 
served as a way to collect data about what HCWs 
thought about the findings. Participants were 
informed that the discussion would be recorded and 
the research team would take notes to add to the 
study. Participants signed an attendance register.

Ethical approval

Ethical approval for the study was granted by the 
Human Sciences Research Council, Research Ethics 
Committee (HREC) (approval HREC Number: REC 
3/22/08/18). Written consent was obtained for 
interviews.

Data collection & management

Participants who completed the survey were invited 
to a face-to-face in-depth interview. All participants 
consented and were interviewed.
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An interview guide was used that covered partici
pants’ experiences including: 1) understanding and 
awareness of the purpose, aim and importance of 
the WB approach; 2) attitudes and behaviour toward 
patients after treatment interruption, and; 3) clinical 
practices, and experiences with reinitiating patients.

All interviews were audio recorded and tran
scribed following participant consent. Memos and 
journaling were used to maintain a process log, cap
ture any observations and maintain a record of ana
lytic decisions throughout data collection and 
analysis. Transcripts, demographic information, 
observations of participant behaviour and journal 
memos were entered into NVivo 12.0 (QSR 
International Pty Ltd., 2018). In order to explore 
any preconceived notions from the research team, 
reflective journaling was used.

Analysis

The descriptive surveys and semi-structured inter
views were analyzed separately. A descriptive analysis 
was conducted of the survey responses. We reported 
frequencies and percentages for each response.

A thematic approach was used to analyze inter
views. The process of analysis began with open cod
ing directly from the data. Codes were grouped into 
categories. Three researchers in the team coded indi
vidually. Consensus between two researchers in the 
team was reached at the third version of the coding 
scheme. The categories were reduced to identify key 
themes and any commonalities and differences 
between cadres of HCWs were noted.

Results

Thirty-six (84%) of 43 HCWs employed by Anova at 
the six facilities participated and completed the sur
vey and interview. The duration of interviews ranged 
from 30 to 45 minutes. A total of 99 participants 
across the six clinics, from both Anova and DoH, 
attended the reflexive feedback sessions.

Twenty-two (61%) participants were lay counsel
lors. The lay counsellors were heavily represented 
because they perform a key function in the WB 
approach. Lay counsellors are often the first point of 
contact for returning patients, assisting them with 
navigation of the clinic system, linking them to 
other relevant clinical and non-clinical staff, and 

providing enhanced adherence counselling and fol
low-up support (Table 1).

Thirty-five (97%) participants had had training on 
the WB approach and were familiar with WB 
components.

Facility set-up of services

Twenty-eight (78%) participants responded that there 
is a specific person, such as a lay counsellor, desig
nated to help patients navigate the facility and pro
cesses when returning to care. Twenty-seven (75%) 
participants reported changes to clinical flow, with 
facilities identifying one clinician to reinitiate all 
patients.

Provider practices

The majority of HCWs responded that patients 
returning to care were managed appropriately. The 
most common responses included: 29 (81%) said they 
welcomed, 27 (75%) said they encouraged those that 
returned, 26 (72%) said they offered adherence sup
port, and 19 (54%) said they empowered patients. 
However, only 6 (17%) of participants reported that 
they normalized the struggle with remaining on treat
ment and reduced patient guilt for having previously 
disengaged. Participants further demonstrated, fol
lowing training, high levels of awareness by identify
ing unhelpful behaviours when asked, ‘can you 
provide any examples of negative practices when peo
ple return to care?’ The following incorrect actions 
were correctly identified as negative practices: 26 
(72%) HCWs selected sending a patient to the back 
of the queue, 26 (72%) selected criticize/judge/punish 
the returning client, and 23 (64%) selected insisting 
on a transfer letter.

Interviews revealed that most understood that 
patients face many difficulties accessing care, and 
empathized with their challenges. Responses also 
indicated that many supported returning patients by 
providing education about the risks of developing 
treatment resistance and the importance of viral 
load suppression.

However, some poor practices still persisted. Nine 
(25%) HCWs reported they still insisted on a transfer 
letter. Participant responses revealed returning 
patients still waited longer to be serviced by health
care providers, ‘Staff members [still] shout at patients 
for refusing treatment and make them wait longer to 
be helped’ [IDI 4].

Influences on provider practices

HCWs attending reflexive sessions thought there 
were many patients that move between facilities or 
‘shop around’ when accessing ART which leads to 

Table 1. Occupation of participants in the welcome back 
campaign evaluation.

Variable Sub-category Frequency

Occupation 
(36)

Lay counsellors 22
Data Capturer 4
Administrative Clerk 2
Nurses 8
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distrust from HCWs. Many poor behaviours and 
attitudes stemmed from frustration with the clinical 
flow and feeling that the WB approach added to their 
overburdened work environment. ‘The WB messaging 
promises clients that when they come back they don’t 
have to wait; they can fast track through but our 
resources have not changed. We are still busy and 
hope that they understand we welcome them but they 
need to be patient with us too’ [IDI 12].

Participants were frustrated when patients without 
appointments disrupted their workflow, leading to 
increased waiting times for patients adhering to set 
appointments. This disruption led to patients becom
ing impatient and leaving the facility without receiv
ing care, and HCWs subsequently feeling resentment 
toward returning patients. Participants said, they 
informed patients if they will miss an appointment 
to ‘arrange [beforehand] with their appointment card 
and have someone that they trust, pick up the medica
tion before they leave’ [IDI 14] to avoid future treat
ment interruptions.

Although HCWs understood what the appropriate 
practices are, they struggled to adopt all the compo
nents of the WB approach due to the operational and 
organizational culture of the facility as a whole: 25%, 
nine participants, from three facilities, responded that 
patients were still being sent to the back of the queue 
and service providers continued to insist on transfer 
letters.

Twenty-five (69%) HCWs responded that they had 
seen or heard other HCWs act poorly towards return
ing patients, even after training was conducted, which 
demonstrated difficulty in shifting provider beha
viour. Attitudes and behaviours discussed included 
lecturing and judging, and refusing patients ART if 
previous treatment could not be proven, ‘Yes, default
ing patients from ART treatment are refused treatment 
and [are] told to go back to their clinic where they 
started their treatment’ [IDI 16]. Many participants 
expressed that these poor attitudes and behaviours 
resulted from working within highly demanding and 
rigid work environments.

Provider attitudes toward returning patients

Interviews with lay counsellors across all six facilities 
revealed that they aimed to ensure all patients were 
easily accessing treatment without blame. A lay coun
sellor expressed her belief that patients deserve to be 
treated with dignity, respect and integrity: ‘To ensure 
all HIV patients are easily accessing treatment without 
blame, giving a second chance, allowing them to come 
back to [the] facility without judgment’ [IDI 12].

Participants highlighted the importance of 
encouraging patients to voice their adherence chal
lenges to enable the provision of support to overcome 
these barriers. A lay counsellor expressed the 

importance of understanding patients’ stories when 
managing their care, not making them feel guilty and 
explaining processes to them: ‘Allow them to tell us 
their challenges with taking treatment and how can we 
change that to overcome those challenges’ [IDI 9]. 
A professional nurse stated: ‘It is braveness on its 
own to have insight and come for their medication 
all over again. You may not know what caused them 
to stop’ [IDI 12].

Communication between lay counsellors and data 
capturers needed to be strengthened when it came to 
checking the medical history of patients, including 
what treatment they were on, where they initiated 
treatment, and how many times have they inter
rupted treatment. Participants suggested that stream
lining communication lines for counsellors would 
increase the amount of time they spent with their 
patients. Some lay counsellors felt, ‘I am repeating 
the clients’ story multiple times instead of spending 
time counselling. There is a need to feel part of the 
team and I feel scared to report when a patient does 
not reinitiate and leaves’ [IDI 13] which demon
strated the counsellors fear to speak up about her 
challenges.

A lack of political will was noted in researchers’ 
notes from reflexive sessions that alluded to the 
HCWs’ need for better support and direction when 
implementing WB. Communication challenges 
between levels of staff seemed to interrupt the ability 
to strengthen the clinical flow.

Reflexive sessions revealed similarities between 
HCWs and support staff, both often felt blamed due 
to a lack of understanding from their patients. 
Participants expressed that patients often expected 
to be seen right away, even though they had missed 
their appointment date. An administrative clerk sta
ted, ‘They don’t want to queue though we tell them 
with the counsellor they have to. They still expect to go 
straight to the room’ [IDI 28].

Changes over time: Improvements with training

Some participants indicated a reduction in poor prac
tices following implementation of WB. Both nurses 
and lay counsellors expressed how important it is that 
patients be empowered to take responsibility for their 
own health.

Twenty-eight participants (78%) believed that the 
WB approach helped to improve client-provider rela
tionships. After implementation of the WB compo
nents, 27 (75%) HCWs’ believed patient experiences 
had improved and 26 participants (72%) believed 
staff treatment of patients had improved. Many 
HCWs felt that it should be continued as a practice 
within facilities: ‘The welcome back should be ongoing 
as this makes [it] easy for patients to communicate 
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freely without having fear of being treated badly’ 
[IDI 9].

Discussion

This study highlights key barriers that influence how 
HCWs support ART patients who have interrupted 
treatment, and explores how these are negotiated by 
service providers. The study findings could assist in 
developing better support systems for HCWs to foster 
positive interactions with patients who return to HIV 
care. The way that health systems and facilities are 
organized can influence provider behaviours, contri
buting to poor patterns of service delivery [8,15]. 
Even within complex health systems and resource 
constrained facilities, HCWs’ behaviour can be amen
able to change, as seen amongst the participants of 
this study.

However, it is evident that poor attitudes and 
practices persisted after a comprehensive training 
intervention, despite HCWs displaying an under
standing of their impact. For example, 25% of parti
cipants reported that re-engaging patients are sent to 
the back of the queue and the majority reported 
having seen patients treated badly by other HCWs. 
Insisting that relocating patients provide a clinic 
transfer letter before ‘allowing’ them to re-engage in 
care also remained a common damaging practice. 
Participants from three clinics continued to practice 
these counter-productive behaviours. A shift in orga
nizational culture, driven by strong leadership, is 
needed to support staff to make sustainable changes 
to their behaviours in support of more client-centred 
care. Buy-in is needed from both frontline workers 
and management level staff if longstanding shifts in 
behaviour are to be achieved. There is a need for 
institutional level change to address the underlying 
organizational culture which continues to support 
punitive attitudes and behaviours towards patients 
who interrupt treatment [16]. There needs to be sup
port for the principles of the WB campaign at all 
levels, and accountability, to maintain the shifts in 
provider behaviour over the longer-term. There 
remains a lack of political will to actively change the 
organizational culture to one of trust-based, patient- 
centred care. Functional clinic committees where 
patients can be involved in how facilities operate, 
and positive reinforcement for facilities where 
patient-provider relationships are good, should be 
encouraged.

The majority of participants felt that people reini
tiating ART were treated better since the onset of the 
campaign. Additional support can be offered to 
encourage re-engaging patients through task-shifting 
of re-engagement processes to other cadres of staff. 
Decreasing the number of patient interactions 

required for clinical staff may improve staff attitudes 
and decrease punitive responses.

Patients need to be made aware of their rights in 
terms of accessing healthcare services and re- 
engaging in care. Potential patients need to be 
empowered to insist on access to treatment where 
barriers are put in their way by unhelpful clinical or 
non-clinical staff. Education needs to be framed 
within positive language and not create conflict 
within client-provider partnerships, so that it does 
not perpetuate the culture of fear and blame that 
still predominates in many facilities. Messaging 
should stress the importance of working as a team. 
Whilst patients are empowered to know their rights, 
they should also be encouraged to be understanding 
of staff working in difficult and busy environments so 
that realistic expectations can be created.

Many poor attitudes and behaviours from HCWs 
stem from frustration with the clinical flow and addi
tional services added to their overburdened work 
environment. It is important to find a balance 
between the information provided to patients and 
what the facilities can execute. A once-off training 
intervention is insufficient to shift entrenched HCWs’ 
attitude of resentment about their working environ
ment. More work is needed to persuade HCWs that 
positive patient-provider relationships will result in 
a lower work burden because more patients will be 
stable, effectively retained in care, and thus become 
eligible for the decongesting options of multi-month 
dispensing and differentiated care models [18].

Research has suggested that differentiated services 
are highly acceptable and have good outcomes [15]. 
Differentiated care can serve as a tool for stable 
patients, decentralising care and reducing clinic 
attendance burden for healthy individuals adhering 
to ART [15]. When individuals disengage from care, 
they are no longer eligible for differentiated services 
because of being defined as not stable on treatment. 
Eligibility for access to differentiated care, which in 
turn supports retention and decongestion of facilities, 
should be used as a motivator to support patients to 
stay in care [15]. HCWs also need to acknowledge 
their role and power in supporting patients to access 
these decongesting options by providing quality and 
non-punitive care from the outset [16]. With fewer 
negative patient experiences, more patients would 
attain viral suppression, easing up the strained work
ing environment. Further research is needed to 
explore the different rates of differentiated care enrol
ment in facilities with poor and good client-provider 
relationships – establishing a convincing evidence 
base to show that building trust and treating patients 
well actually reduces workload.

The WB approach should be integrated into all 
healthcare facilities including messaging around why 
patients disengage, to better identify barriers to 
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retention and normalize treatment interruptions so 
that punitive attitudes are replaced by understanding 
and support. Without political will and managerial 
buy-in around shifting HCWs’ attitudes, there is little 
onus on providers to change their behaviour – the 
punitive approaches that are still prevalent need to be 
addressed by senior authorities in a positive manner. 
The system needs to be responsive to patients and 
ensure that frustrations are addressed in a time and 
behaviour sensitive manner, to reduce future 
disengagements.

In light of these findings, we recommend clinic 
managers and policy makers focus on ensuring 
a supportive environment for both HCWs and their 
re-engaging clients. This includes clear messaging to 
HCWs that punitive responses will not be tolerated, 
and HCWs will be held accountable for their treat
ment of clients. This should be accompanied by 
ongoing education about why clients disengage, how 
to support re-engagement, that more positive client- 
provider relationships lead to better retention, and 
subsequently lower burden in the long run. 
Processes should be set up that allow re-engaging 
clients to be managed efficiently, without disrupting 
workflows. In Johannesburg, we recommend that the 
WB approach be continued, and emphasis placed on 
integration into existing systems.

Limitations

Potential reporting bias should be acknowledged as 
a risk in this study because participants knew what 
they should have been practicing and may have 
feared judgment if they reported negative behaviours. 
However, some questions were intended to try and 
get around this (e.g. have you seen people acting 
negatively towards patients restarting ART?). In addi
tion, surveys and interviews were not conducted prior 
to the intervention to see if trends had changed.

A limitation of the study was that only Anova- 
funded staff were formally surveyed, although DoH 
staff did engage in the reflexive feedback sessions, 
adding breadth to the overall data. For the quantita
tive survey, a limitation was that 84% of Anova staff 
took the survey and this may have caused selection 
bias, as there is a possibility those who took on the 
WB philosophy were more likely to choose to com
plete the survey. A limitation of the qualitative work 
is that the team did not engage one cadre of informal 
gate keepers, security guards. Security staff are often 
the patients’ first initial contact when re-engaging 
with care at facilities in Johannesburg. Though 
administrative clerks were included, we recommend 
further exploration of the behaviours and practices of 
informal gate keepers including security, who have 
a large impact on patients’ initial experiences when 
re-engaging in care.

Conclusion

In conclusion, the WB approach did support HCWs 
to improve their service provision to patients reini
tiating ART, however, further support is needed for 
providers to help them consistently deliver good 
quality services. There needs to be institutional level 
change in order to implement truly patient-centred 
and trust-based models of care. Greater political will 
is needed to permanently engrain these shifts within 
South Africa’s health system.
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Paper context

Re-engaging clients who previously disengaged from 
HIV treatment programmes is critical. Certain health 
care workers’ attitudes and behaviours impact on the 
likelihood of retention and re-engagement. After train
ing health care workers on positive re-engagement 
approaches, we found healthcare workers need ongoing 
support. Management should focus on creating an 
enabling environment for clients and healthcare 
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workers, improving accountability and communication, 
fostering positive client-provider relationships and 
establishing clear client re-engagement processes that 
avoid disrupting existing workflows.
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