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POLICY BRIEF

Background
Timely linkage to care and treatment by HIV-positive individuals can lead to 

significant decreases in morbidity and mortality as well as increases in life 

expectancy and quality of life.1, 2. Further, there are significant prevention benefits 

as early initiation on antiretroviral treatment (ART) can significantly reduce HIV 

transmission to uninfected partners.3, 4 Modeling exercises also suggest that 

universal HIV testing coupled with immediate treatment could decrease HIV 

incidence and virtually eliminate the HIV/AIDS pandemic. To achieve this, the 

rate of linkage to care must be 100%.5 This underscores the importance of 

understanding and addressing barriers to linkage. Little is known about such 

barriers, particularly for newer community-based models of testing such as 

home-based HIV counseling and testing (HBHCT). Current evidence suggests 

that HBHCT is acceptable and effective in raising HIV awareness.6, 7 Thus the 

mandate for scale up is strong, and the next step is to ensure that appropriate 

measures are put in place to maximize the benefits of timely linkage.  

Study Methods 
This study employed a mixed methods approach to: 1) determine rates 

of linkage from HBHCT to the first point of contact with the health system 

– defined as obtaining a CD4 count; and 2) identify predisposing and other 

factors that may hinder or facilitate timely linkage. The study was conducted in 

the Umzimkhulu municipality, a poor rural area in Kwazulu-Natal, South Africa. 

It comprised a predominantly female sample of 492 HIV-positive HBHCT 

clients.   

 

Key Findings
Linkage to care
•	 62.1% of HBHCT clients linked to care within 3 months, which is a rate 

comparable to what is found in facility-based settings8 
•	 The median CD4 count for those who linked to care was 340.5 cells/mm3, 

indicating that over half were immediately eligible for treatment

Factors influencing linkage
Client experiences following HBHCT are complex and barriers to linkage 

occur at all levels: individual, relationships, community, and health system 

(Figure 1). Delayed care seeking is more likely when clients respond poorly 

to the diagnosis; have difficulty with disclosure and limited social support; 

lack time, opportunity, and financial resources; and have internalized negative 

experiences with the health system. For example: 

•	 Clients who did not believe their results had a 52% lower incidence of linkage
•	 Clients who reported that finding time to seek health is a problem had a 60% 

lower incidence of linkage 
•	 Clients who believed that drugs/supplies are generally available at the local 

clinic had a 78% greater incidence of linkage 

The qualitative analysis offered deeper insight about the interrelatedness of 

these findings and the mechanisms through which they may affect the linkage 

to care. In particular, the qualitative findings highlight the influential role of 

interpersonal relationships, psychosocial factors, and the subtle impact of 

stigma. Importantly, youth may be particularly vulnerable to each of these 

barriers and subsequent delays in care seeking. Clients aged 16-24 years had 

a 50% lower incidence of linkage to care compared to their older counterparts. 
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Client Voices 
•	 What made me not to believe [my results]…is that…my husband passed 

away in 2004…and I have never had sex with any man…does it mean that I 
got it from my husband because this thing hides in one’s blood? Does it mean 
that he was infected before he died? No sister, I don’t believe it…where did I 
get it because I’m a widow and I don’t go around taking other women’s men. - 
Female, 47 years, had not linked to care at the last point of contact (231 days) 

•	 I will indeed go [to the clinic] but I’m still waiting for my husband and we will 
go together… I won’t say anything on the phone. Things like this you can’t 
just say it anyhow….I will wait for him. I’m not saying I will not go but when 
the time is right and I feel it’s time for me to move on with my life…my stand 
is we need to go together. For now I won’t do anything, I’m waiting for him… 
- Female, 32 years, had not linked to care at last point of contact (542 days)

•	 …I’ve been staying with my grandmother the whole day….my mother gets 
off only on Saturdays, she works from Monday to Saturday. On Saturday she 
knocks off at 3pm and clinics don’t operate on Sundays. That’s the thing that 
has been making me not be able to go to the clinic.  – Female, 20 years, had 
not linked to care at last point of contact (146 days)

•	 I haven’t done anything with [the referral letter]…because staff at the local 
clinic don’t have confidentiality…I’ve heard them talking about other people…I 
have to use money to go to the clinic that I like but then I don’t have money yet.  
– Female, 22 years, had not linked at last point of contact (192 days)

Figure 1. Socio-ecological factors influencing the linkage to care

Recommendations  
To promote a supportive infrastructure for HBHCT and linkage:
•	 Add HBHCT and facilitation of linkage to CHW scope of work
•	 Engage communities to reduce stigma and normalize HIV/AIDS

To address psychosocial barriers to linkage: 
•	 Encourage couples counseling and testing to facilitate partner support
•	 Conduct short-term intensive community-based support groups
•	 Implement a brief disclosure intervention
•	 Offer a repeat test when needed to quickly avert disbelief of results
•	 Offer tailored counseling to address common concerns 

To overcome access barriers to linkage:   
•	 Offer community-based point-of-care CD4 counts 
•	 Pilot and evaluate community-based nurse-initiated treatment 

To address the unique needs and concerns of youth:
•	 Partner with the school health team and youth-focused organizations
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•	 Refusal to believe the test results
•	 Apathy regarding the diagnosis and care 

seeking 
•	 Difficulty coping and accepting the results
•	 Lack of interest or motivation to seek care

•	 Difficulty with disclosure
Lack of support or negative reactions from: 

•	 Intimate partners 
•	 Household members
•	 Other family, friends, and community 

members

•	 Stigma
•	 Poverty (i.e. lack of finances for transport)

Factors leading to lack of time and opportunity:

•	 Living with numerous people to whom the 
client has not disclosed

•	 Employment or other livelihood activities
•	 Caregiving responsibilities 

Poor perceptions of the healthcare system based 

on negative past experiences including: 

•	 Lack of drugs/supplies
•	 Demeaning treatment
•	 Lack of discretion or confidentiality
•	 Unavailability of staff  


