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‘Assisted’  Self-­management
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Refers  to  the  taking  of  
responsibility for  one's  own  
behaviour and  well-­being

What  is  self-­management?
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‘Assisted’  Self-­management

Utilise the  PHC  Ward  Based  
Outreach  Team  to  support  and  

capacitate  patients  and  
communities  to  take  responsibility  

for  their  own  health
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Activated and  informed
patient  that’s  takes  

responsibility  for  their  
own  health

Principles/objectives
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Role  of  the  community  health  worker  (CHW)
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•The  community  health  worker  CHW  is  part  of  the  
Ward  Based  PHC  Outreach  Team  (WBPHCOT)

•The  CHW  will  serve  as  a  link  between  the  facility  and  the  community
•The  CHW  will  provide    with  respect  to  reducing  the  risk  factors  of  chronic  
diseases  as  well  as  preventing  complications.  This  will  include  but  not    be  
limited  to:

ü Healthy  eating  habits  

ü Active  living  through  appropriate  exercising

ü Reduction  in  tobacco  and  snuff  use

ü Decrease  in  alcohol  intake
ü Reduction  in  salt  intake

•The  CHW  will  offer  for  at  risk  clients  during  the  home  visits.  This  will  include:
üHousehold  assessments  – social  services
ü Blood  pressure  measurements

üWaist  circumference  measurement

ü Body  mass  index  calculations

ü Blood  sugar  screening

ü Symptoms  screening  for  tuberculosis
ü Voluntary  counselling  for  HIV



Who  should  be  referred  to  the  Ward  Based  PHC  
Outreach  Teams  (WBPHCOT)?

• A  patient  who  defaults  his/her  appointment  
• A  stable  chronic  patient  for  follow  up,  support  
and  medication  delivery  if  necessary
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A  patient  is  classified  as  stable  if:
• Patient  has  been  adherent  to  appointment  
schedules  for  3  months

• All  vital  signs  over  the  3  months  have  been  
normal

• No  evidence  of  deterioration  in  condition  or  
complications



Central  Chronic  Medicines  Dispensing  and  
Distribution  (CCMDD)
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• The    CCMDD  programme has  been  
implemented  to  improve  patient  access  to  
required  medicines  for  chronic  conditions as  
well  as  to  assist  in  decongesting  public  clinics

• This  means  that  facilities  are  not  inundated  with  
chronic  stable  conditions    

• The  programme has  two    components  i.e.  the  
actual  central  dispensing  where  this  occurs  off-­
site  at  a  central  location  by  a  service  
provider  and  Pick-­Up  Points  (PuPs)  which  
may  include  the  facility  or  be  in  communities.  
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Central  Chronic  Medicines  Dispensing  and  
Distribution  (CCMDD)

The diagram below highlights the process from identification
of patients to the distribution and collection of medication.



Adherence  clubs
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Adherence  clubs
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Functioning  of  adherence  clubs



Monitoring  and  evaluation  of  adherence  clubs
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Population  Health  
Awareness  &  Screening
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Population  Health  Awareness  and  
Screening



Population  health  promotion

• The  Ward  Based  Primary  Health  Care  Outreach  Teams  (WBPHCOT)  should  play  
a  critical  role  in  raising  the  level  of  awareness  of  healthy  lifestyles  and  good  
health at  a  population  level
• Primary  prevention  is  most  successful  if  it  is  conducted  at  a  population  level  to  
increase  awareness  about  the  social  determinants  of  health and  their  direct  
impact  on  the  development  of  chronic  diseases
• This  can  only  be  achieved  through  the  participation  of  the  WBPHCOTs  in  
awareness  campaigns  that  may  be  organised  to  coincide  with  specific  events  
within  the  health  calendar.  
• Social  marketing  should  be  used  at  sports  and  religious  events  to  raise  
awareness  about  chronic  conditions
• Screening  services  should  be  provided  during  special  events  or  at  strategic  
points  to  identify  asymptomatic  patients  or  to  identify  at  risk  individuals  and  refer  
them  appropriately
• Integrated  School  Health  Teams  will  primarily  conduct  health  education  and  
awareness  campaigns  at  school  level  and  provide  screening  services  to  assist  
with  the  early  detection  of  chronic  diseases  and  the  appropriate  referral  of  these  
high-­risk  patients 17
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Universal  Test  and  Treat  (UTT)

Overall  goal
• To  reduce  the  incidence  of  HIV  infection  in  
South  Africa  through  the  provision  of  expanded  
prevention  and  treatment  options  

• All  HIV  positive  children,  adolescents  and  
adults  regardless  of  CD4  count  will  be  offered  
ART  treatment,  prioritizing  those  with  CD4  ≤350.

• Patients  in  the  pre-­ART  and  wellness  programme  
shall  be  considered  for  UTT.
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Universal  Test  and  Treat  (UTT)  is  a  strategy  in  
which  all  HIV  infected  individuals  receive  
treatment whether  in  need  or  not.  



Integrated  School  Health  Team

The  Integrated  School  Health  Team  will  
provide  preventive  and  promotive  services  
for  all  leaners  at  school  and  refer  the  
learners  for  further  investigation  and  
management  should  the  need  arise
• Roles  and  responsibilities
• Referral  loops
• Linkages  with  community  health  workers
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Roles  and  responsibilities

• The  DOH is  responsible  for  provision  
of  the  package  of  school  health  
services

• The  DBE plays  a  key  role  in  creating  
an  enabling  environment  for  the  
provision  of  the  ISHP.  This  includes  
planning,  managing  and  monitoring  of  
the  programme,  facilitating  access  to  
schools  and  services,  and  liaising  with  
other  role-­players  at  all  levels  of  the  
system
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Services  at  school
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Services  at  school
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