
Problem statement 1: Coalface issues 
 
The rapid response to COVID-19 and failure to adequately mobilise a community response has 
resulted in ineffective utilization of resources to combat the COVID-19 pandemic: rushed 
encounters with patients, and therefore problems in referrals and access to Quarantine and 
Isolation facilities is a serious concern. 
 
Observed poor linkage to care for COVID-19 likely contributes to difficulties in combatting the 
pandemic; this can be partly offset by active engagement of communities in the response. 
 

Scenario 1:  
Members of a Taxi Association in a Province were tested for COVID-19 and 10 of these members 
were found to be COVID-19 positive. The doctor who tested the members then phoned the local 
Quarantine centre to ask that they be quarantined there as they had no means to do it at their 
homes.  The doctor was told by the centre management that it is meant for public patients only. 
The matter has been escalated and it is hoped that it will be resolved soon.  
 
Scenario 2: 
A youth assisting with advocacy and education reaches out for help. He lives in one of the 
townships with his aunt and 5 other people. Seven people in a house with three bedrooms and a 
common bathroom. Aunt was found positive and told on Saturday by her employer. She was 
tested in private a week before due to another colleague testing positive. No counselling and 
assessment on ability to isolate was done. No offer of admission to a Quarantine facility while 
waiting for results was done. 
 
Scenario 3: 
A patient lives in a flat with three other people. Uses a common bathroom and kitchen. They run 
a supermarket in in the CBD. No self-isolation. No offer for admission to state isolation facility. 
 
Scenario 4:  
Negotiations entered into with 39 patients admitted in an Isolation facility at riotous state in the 
facility because of the admission process into the facility. The complaints from the patients is 
that their employers are called with their test results before them as patients know their results. 
They are picked up by isolation ambulances, ostracised by their families and communities 
because of being picked up by the isolation ambulance. An opportunity for counselling and 
clinical assessment of disease severity is lost. Fear and discrimination is experienced. 
 
Scenario 5: 
General Practitioners are left to do damage control after patients have been informed via 
telephone by the laboratory of their diagnosis with no form of counselling provided. 
 
Scenario 6: 
Personal Protective coveralls is seen warn by individuals in the public space. 
 
Scenario 7: 
Patients refusing to get admitted for isolation because they have dependents that nobody can 
look after. 
 
Scenario 8: 
Patients not disclosing their positive test results to family because of fear of getting ostracised.  
 



An inability to address challenges such as highlighted above are contributing to slow progress in 
containing the SARS-CoV-2 pandemic. Proactive strategies are urgently needed at community level if 
we are to contain the COVID-19 pandemic. 
 
Evidence: 

WHO Role of Community Engagement in situations of extensive community transmission of COVID-
19: Meaningfully engage community leaders, influencers and members in decision-making dialogues 
on COVID-19 matters to include community perspectives into decisions. Invite community leaders and 
influencers to partake in dialogues on matters that affect their communities, particularly within 
vulnerable population groups. Advise them to take into consideration gender and equity such that 
women and men are equitably represented. Listen carefully to their comments. 
 
Existing risk communication and community engagement health promotion or social mobilization 
networks, including population-specific networks (women’s rights, migrants, people living with 
disabilities, youth, older adults, students, etc.), networks for the response to humanitarian crises and 
networks for other diseases (malaria, HIV, poliomyelitis, tuberculosis, etc.).1 

   

Adapting counselling to enable rapid ART initiation is feasible and has the potential to reduce losses to 
care prior to ART initiation without increasing short-term losses thereafter or compromising patient 
adherence.2 These lessons need to be leveraged in the fight against COVID-19. 

 

The experience of HIV has taught us the importance of early engagement and inclusion of the 
communities most affected by the epidemic at all stages of the response. Community participatory 
methods and working on engagement, mobilisation and community entry is key. 
 
Early community engagement and mobilisation can reduce fear, stigma and improve access and 
coverage.  
  
Lessons learnt from the HIV experience of mobilising civil society, i.e. war rooms, traditional leaders, 
faith-based leaders, traditional health practitioners, unions, etc. can be leveraged to help lead the 
delivery and adaptation of the COVID response at community level. There are many types of 
community strategies that will need to be tailored and made flexible to each setting. 
 
HIV counselling and testing remains a corner stone in the management of HIV. The strategy evolved 
into a holistic program addressing the individual social and medical needs of patients whilst 
simultaneously addressing the rampant social stigma and denial attached to the diagnosis. Again, 
these lessons can be leveraged in the fight against COVID-19. 

 
 

RECOMMENDATIONS: 
 

1. A process of community mobilisation and engagement to ensure that everyone understands the following 
processes of becoming diagnosed with COVID and entering the health system. This allows the guidelines 
to be adapted to the locality (including local buy-in and support)  

2. Mapping the existing CBOs that are working in each area and creating synergies that enhance the 
response.  

3. Pre- and Post-test counseling strategy for the management of COVID-19 is imperative to achieve a 
preventative cost-effective approach. Embark on campaigns to reinforce hygiene practices, social 
distancing and appropriate health seeking behaviors whilst concomitantly dispelling misbeliefs and 
stigma within communities. The campaign to focus on what to do when a person experiences 
symptoms and highlighting the role of quarantine and how to present to a health facility. 

4. Linkage to care through leveraging community mobilization, engagement and counseling of individuals. 



 
Patients of all socio-demographic backgrounds will enter the health system through the following: 
 
1. Self-referral to a health facility route.  

a. Admission to a quarantine or isolation facility in a public sector will be allowed for all 
who need it. 

 
2. Surveillance screening and testing route: utilising all potential community-based service providers 

including Community Health Workers 
a. Pre-test counselling about the disease, disease prevention, management and address 
any concerns.  
b. Advice on Quarantine – self/ public facility according to need 
c. Post-test counselling with results and clinical staging by the health care workers who 
conducted the test or at the nearest health care facility. [ISOLATION] 
d. Once clinical assessment has been completed, patient must be referred to the 
appropriate facility for isolation. Clinician referring patient to isolation facility responsible 
for decision on type of isolation facility the patient is referred to, with a referral letter and 
SARS-CoV-2 results. 

i. Supervised isolation at public facility outside of hospital  
ii. Hospital based Isolation  

iii. Dedicated ambulances for PUI or COVID-19 confirmed patients 
e. Provision to be made for dependents of patient who must get admitted for isolation where patient 

is unable to get admitted because they are a care-giver or sole provider. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Figure 1: Entry into Health System 

 
 
Patients of all socio-demographic backgrounds must be educated on the following: 

1. Understanding of where the virus comes from and what a pandemic is. 

2. Imported infections and community transmissions (this might explain myths around why 

some people think the disease does not affect certain socio-economic classes and ethnic 

groups) 

3. Why is the burden of COVID-19 currently higher in certain communities than others 

4. How is the virus transmitted (droplet/airborne) 

5. How does COVID-19 relate to seasonal influenza 

6. Why do we have to wear masks, how do we handle these and what type of mask for who 

7. Why are we greeting with elbows and not shaking hands  

8. Why do we have to wash hands and not touch our faces 

9. Why do we have to clean surfaces regularly 

10. Why 70% alcohol in sanitizers 

11. How to handle money/ doors/packages etc. 

12. Why stay at home/ social distance 

13. Cooking and washing dishes when family member gets infected 

14. How to stay safe in public transport 

15. What are the clinical manifestations of the disease/ disease course 

16. What are the symptoms to look out for and what are the danger signs, in a language 

understandable by all  

17. COVID-19 Pre-test and Post-test counselling 

High risk patients via 

telephone to be 
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WBOT, General 

Practitioners for 

Clinical severity for 

those unable to self-
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18. Why is it important to get a clinical assessment with the COVID-19 test  

19. What is quarantine, what is isolation. Why quarantine, why isolate. 

20. Addressing challenges associated with quarantine/isolation: who looks after children/family 

21. Remedies/vaccines/uMhlonyane and other traditional remedies 

22. Role of prednisone/steroids and precautions 

23. Staying on treatment for other conditions: Hypertension, diabetes, HIV, TB, getting 

childhood immunizations 

24. Clinical and laboratory monitoring of other conditions like hypertension, diabetes, HIV, TB 

25. Consolidated response to COVID-19, hypertension, diabetes, HIV, TB, Gender based 

violence, mental health etc. 

26. Bereavement: How to handle the body 

27. Reducing risk of transmission at funerals: Develop a protocol for funeral services including 

catering at gatherings 

28. Increasing deaths during the pandemic (due to COVID-19 and other non-COVID causes) 

29. Counselling 

30. Non-health impacts of COVID-19: job losses, education, gender-based violence 

31. Stigma and Discrimination reduction activities. 
 

 
Problem 2: 

 
South Africa’s response to COVID-19 is constrained by laboratory capacity. The inability to test more than 

currently possible impacts on efforts both upstream (clinical care) and downstream (contact tracing and 

limiting spread).  

If we were living in the pre-technology era, the response to this pandemic would have focused more 

heavily on quarantine based on symptoms rather than on laboratory testing.  

A tool that has been used to find patients that may have COVID-19 or at risk of poor outcomes is Oxygen 

pulse oximetry.3,4  

The prioritization of laboratory specimens strategy has been accompanied by different approaches to testing 

in different areas. A role of symptom-based quarantine as a strategic response to COVID-19 could bridge 

the gap between those that are prioritized for testing and those that do not meet priority criteria, where 

testing capacity is limited. The consequence of continued laboratory testing where capacity is limited results 

in the following: 

1. Tests collected from individuals that will never make a clinical difference as the turn-around time (TAT) 

exceeds the time for making clinical decisions on the results.  

2. The human resource and administrative demands on the system both for testing and handling of 

specimens, associated with risk for transmission. 

3. The massive backlogs imply a potential for priority specimens to be missed (real-time data from most 

under-resourced areas, furthest from testing laboratory to serve as guide). 

4. Peripheral sites without support may be having difficulty with managing prioritization of specimens and 

adhering to the protocols (has training on the prioritization been received throughout?). 

Evidence: 

Despite differences in worldwide prehospital emergency medical services, pulse oximetry is an 
accessible tool that prehospital healthcare providers can easily use. Prehospital pulse oximetry might 
be used as a red flag for early detection of “silent hypoxemia” in COVID-19 patients.3 From home to 
ICUs, innovations in pulse oximetry go beyond the remote monitoring of SpO2 (Fig. 1) and are 



susceptible to improve quality of care in patients developing acute respiratory failure, particularly 
those with COVID-19.4 

 

Figure 2: 

 

 
 

Innovations in pulse oximetry may help to treat COVID-19 patients from home to the intensive care unit (ICU). PVI pleth 
variability index; PI perfusion index4 

 
Recommendation: 

1. Patient education on symptoms in languages and clarity understandable by all cultural groups and socio-

demographic profiles 

2. Combination of symptom screening with pulse oximetry 

3. Where laboratory turn-around-time does not influence clinical decision making, an alternative strategy 

must be adopted to advise on quarantine 

4. A firm decision on managing spread of infection in the community needs to entail different strategies, 

dictated by the capacity for laboratory testing: 

a. Symptom based screening accompanied by testing using Oxygen Pulse Oximetry should be 

undertaken 

b. Counselling and education on quarantine should replace testing, where laboratory capacity is 

limited. Quarantine could be at home if social circumstances allow or in public institutions if this 

cannot be achieved at home. 

c. Mass screening, testing and education should be led by Provincial leadership and cascaded all 

the way through leadership of communities. The testing strategy should include a clinical 



assessment plus Pulse Oximetry, appropriate infection prevention measures and packaged with 

education on disease prevention and early detection of clinical danger signs. 
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