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Lionel Faull 

I
t’s long before dawn in the 
thorny scrublands of northern 
Kenya. A recalcitrant camel 
grunts as nurse Pauline Nunu 
fastens the wooden boxes filled 

with medical supplies. 
Her small team is used to working 

fast and in the dark: breaking camp 
and loading the bulky boxes on to 
the backs of their eight camels. They 
have to get to the next settlement 
while the morning is still cool. The 
terrain ahead is rough and full of 
dangers.

“Distances are so long,” says Nunu, 
who is in her mid-40s. “Sometimes 
you have to walk between four and 
six hours.”

The area is underdeveloped, 
remote and vast. When Nunu com-
pleted her training in HIV coun-
seling and testing, she never thought 
she would end up depending on 
camel handlers’ bush tracking skills 
to avoid stumbling into a herd of 
elephants. 

Or, as she says with a shudder, 
nearly step on a deadly puff adder 
snake sunning itself in a path. 

The seminomadic communities 
here are peppered across 30 000 
square kilometres of arid bush. 
They sorely need medicine and care.  
But there is only one doctor for every 
63 000 people in the Laikipia and 
Samburu counties, according to gov-
ernment revenue allocation data. 
More than two-thirds of the popu-
lation live below the poverty line  
and nearly a quarter of children 

In rural Kenya, camel     clinics bring care to those in need
Healthcare for Kenya’s seminomadic 
communities comes in the unlikely form 
of camels, which carry medicine to the 
country’s most remote villages

younger than five are at risk of 
malnutrition. 

“You find that the men make all 
the decisions,” Nunu says. “Women 
still have no say.”

In these communities, Nunu’s 
camel mobile clinic is often the 
only health service people access 
in months. She is a veteran of the 
Communities Health Africa Trust 
(Chat), which brings mobile health 
services to the remotest areas. They 
focus on family planning and basic 
reproductive services, but also raise 
ecological awareness. 

The fragile ecosystem here is 
buckling under alternate droughts 
and floods. This is exacerbated 
by environmental degradation, 
caused in part by a rapidly growing 
population. 

“Right now there are floods,” Nunu 
says, “The rivers are swollen all over. 
We have to wait for the water to go 
down before we can cross.”

Intense competition among pasto-
ralist communities for ever-scarcer 
grazing land has led to “tribal clashes 
and insecurity”, Nunu explains.

Her colleague Violet Otieno says 
clinic staff is sometimes caught 

between warring communities: 
“Most of the time the people we are 
serving shield and protect us. But 
we stay close to the chiefs’ houses 
or police posts for security, and 
the injured then come to us for 
treatment.”

Chat was started 15 years ago 
by Sharon Wreford-Smith, who 
was born in Kenya and has lived in 
Laikipia most of her life. 

The camel mobile clinic operates 
in the remotest areas, but a purpose-
built Landrover mobile clinic criss-
crosses wherever it can, in an area 
where more than 90% of the roads 
are untarred. 

HIV testing on two wheels
The organisation has also developed 
a network of “community own-
resource persons” (Corps) who pre-
pare people in advance of the clinic’s 
arrival. Trained in family planning 
or HIV testing and counseling, these 
community members provide ongo-
ing support when the clinic moves 
on. 

A recent innovation has been 
“backpack mobiles”, which allow 
Corps to carry a mini-clinic with 
them as they go door to door in their 
communities. 

Samwel Parare makes a living as 
a boda boda (motorbike taxi) driver. 
As a Corp in Laikipia North, Parare’s 
day job melds seamlessly with his 
HIV testing and counselling work. 
Parare carries his HIV testing kits 
with him, provides on-the-spot coun-
selling, and refers anyone who tests 
positive to their nearest clinic. 

But the men here, for a variety of 
cultural reasons, do not approve of 
their wives, daughters or partners 
accessing these services.

“There are many practices — such 
as female genital mutilation, bead-
ing [culturally accepted casual 

Laura Lopez Gonzalez

Almost 20 000 people are expected 
to descend on Durban as the 
International Aids Conference 
returns to the port city 16 years after 
it first came to South African shores. 
Then, the gathering was defined by 
a lack of antiretroviral (ARV) treat-
ment in South Africa. This week, the 
meeting is likely to be a moment of 
reflection in an era of HIV treatment 
as the world charts the future of the 
HIV response.

1. The “c-word” 
For most of the epidemic’s three dec-
ades, talk of a cure has been largely 
confined to charlatans, but major sci-
entific breakthroughs in the past 10 
years have paved the way for talk of a 
cure in decades to come. 

“Not long ago, few considered the 
possibility that a cure for HIV infec-
tion could some day be possible,” 
Nobel Laureate Françoise Barré-
Sinoussi told Bhekisisa. She co-chairs 
the International Aids Society’s 
Towards an HIV Cure Initiative, 
which launched a new strategy chart-
ing the future of HIV cure research 
this week.

“Berlin Patient” Timothy Ray 
Brown received a bone marrow 
transplant from a donor with a rare 
genetic mutation. This mutation pre-
vents HIV from establishing itself 
in the body. In a February 2009 
report in the New England Journal 
of Medicine, researchers posited this 
genetic mutation has halted replica-
tion of HIV in Brown’s blood.

Although this type of treatment 
would be too costly to replicate on a 
large scale, it has paved the way for 
other cure research, including talk of 
HIV remission in some aggressively 
treated patients. 

Not far behind HIV cure research 
is work on vaccines, which some sci-
entists say will be needed to control 
HIV epidemics. Researchers are hop-
ing to attain or surpass the relative 
Holy Grail in current vaccine work 
— replicating the world’s only mod-
erately effective HIV vaccine trial 
in Thailand. The Thai vaccine was 
about 30% effective in preventing 
HIV infection, according to a 2009 
study in the New England Journal 
of Medicine. An adapted vaccine is 
being tested in South Africa.

2. Young women 
Each week, about 2 000 young 
women contract HIV in South Africa, 
according to the country’s latest HIV 
household survey by the Human 
Sciences Research Council. 

In February, the Aspire trial con-
ducted among about 2 630 women 
in Malawi, South Africa, Uganda and 
Zimbabwe reported that a vaginal 
ring, which releases antiretroviral 
(ARV) drugs, reduced a woman’s risk 
of contracting HIV by 27%, accord-
ing to research published in the New 
England Journal of Medicine earlier 
this year.

New findings from Aspire are 
expected to be released at the con-
ference and may shed light on this 
device means for young women. 

In 2012, the World Health 
Organisation recommended all preg-
nant women diagnosed with HIV 
start on lifelong ARV treatment not 
only to prevent mother-to-child HIV 
transmission but also to simplify the 

Five things to watch 
out for at Aids 2016

medicine regime. Five years later, 
Durban delegates are likely to dis-
cuss how the treatment shift is work-
ing for mothers and babies. 

In South Africa, the mother-to-
child HIV transmission rate has 
dropped from almost 30% in 2004 
to about 1.5% in 2015, according to 
National Health Sciences Laboratory 
data. 

3. The one-pill-a-day that 
can keep HIV at bay
South Africa is one of just seven 
countries that provide HIV pre-
exposure prophylaxis (PrEP) in the 
public sector in the form of an ARV 
pill taken daily. Research has showed 
that the pill, Truvada, can reduce a 
person’s chances of contracting HIV 
by more than 90%. Currently avail-
able for sex workers at 11 sites, PrEP 
is likely to be rolled out to high-risk 
populations such as young women 
and men who have sex with men.

There will also be big news from 
one of the first studies in Africa to 
look at what happens when PrEP is 
given not only to sex workers but also 
to adolescents.

4. Those left behind
We may have entered the HIV treat-
ment era, but former Human Science 
Research Council chief executive and 
Aids conference local co-chair Olive 
Shisana warns progress remains 
precarious. Globally, almost half of 
all people living with HIV are not on 
treatment, according to UNAids. 

As donors and countries increas-
ingly shift their focus to treating the 
most vulnerable — including those 
marginalised by their professions, 
such as sex workers, or by their 
identities, such as members of the 
lesbian, gay, bisexual, transgender 
and intersex communities — rights 
and access among these groups 
are expected to be hot topics at the 
conference.

Also not to be forgotten are entire 
regions such as West and Central 
Africa, with traditionally low HIV 
infection rates, that lag behind in 
ARV coverage. International human-
itarian organisation Doctors Without 
Borders has pointed out that, in the 
face of ambitious global treatment 
targets calling for 90% of people liv-
ing with HIV to be on treatment by 
2020, more than 70% of HIV-positive 
people in West and Central Africa 
remain without ARVs.

5. The price tag
By 2033, the cost of South Africa’s 
HIV response will more than double, 
soaring to about R40-billion a year, 
according to the government’s 2016 
HIV and tuberculosis investment 
case. The country may be home to 
the world’s biggest HIV treatment 
programme, but it’s not the only one 
thinking hard about how to fund it.

“It’s very a heartening trend — and 
you’ll hear a lot about this in Durban 
— more than half of all HIV dollars 
in low- and middle-income countries 
are national dollars,” International 
Aids Society president Chris Beyrer 
told Bhekisisa. “That is not to say that 
we are not concerned about [the level 
of] global donors and investments.”

In 2014, international donors dis-
tributed $8.64-billion in HIV fund-
ing — a level almost unchanged from 
the previous year, according to 2015 
UNAids research. 

Camels crossing: It’s either drought or floods in northern Kenya and rain upstream can make the rivers  
difficult to cross: Hardy camels allow medical teams to travel across vast distances in harsh conditions to 
provide healthcare for people living in remote communities. Photos: Communities Health Africa Trust

“When we provide people 
with it [contraception], 
maternal health 
complications go down. 
Economically, people 
become better off”
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sexual liaisons between young men 
and girls], early marriages, polyg-
amy, bush abortions and traditional 
medical beliefs — which make life 
very difficult for women,” Parare 
explains..

Dispensing medicine provides a 
pretext for women to come to the 

clinic for their regular family plan-
ning insertions. Men who come to 
the clinics for basic healthcare are 
encouraged to have an HIV coun-
seling and testing session, or to sit 
under a thorn tree listening to Parare 
explain family planning and ecologi-
cal awareness. 

“They think contraception is a way 
to stop a woman from giving birth 
forever,” says Parare, who often gives 
talks to groups of knobkierie-wield-
ing men. “But once we have helped 
them understand that it’s just a mat-
ter of spacing, of allowing each child 
to grow properly, rather than being a 

permanent thing for women, that’s 
when they allow their woman to 
access services. They also get a posi-
tive response from other beneficiar-
ies, and can start to accept it.” 

Answering the call
Last year, Chat reached 140 980 peo-
ple, with the Corps and Landrover 
clinics serving the majority. But the 
camel team added a crucial 8 663 
people in the furthermost areas 
who might otherwise not have been 
served. Nearly 5 000 people received 
basic medicines for ailments such 
as malaria, diarrhoea and skin 
infections.

In a day Nunu will provide basic 
medicines to between 20 and 30 
patients and see up to 80 clients 
for family planning. “When a client 
comes for insertion [of a birth-control 
implant], she decides for how long, 
and then I do a pregnancy test. If it’s 
negative, she chooses the method she 
wants. It could be a one-month pill, 
or a three-month injection or a three-
year insertion. Then I do the insertion 
in the privacy of a tent.” 

Last year, the clinics administered 
family planning to 40 604 women; 
more than half of whom chose a 
three- to five-year insertion. More 
than 200 000 condoms were dis-
tributed. “When we provide peo-
ple with it [contraception], mater-
nal health complications go down. 
Economically, people become better 
off.”

For Nunu, her work is “a passion to 
serve this community”. “You know, 
when we went for training it was like 
a call. And when we serve the com-
munity to which we are called, we 
feel content.”

Camel clinic: Nurse  
Pauline Nunu dips into  
the camel clinic’s 
medicine supplies 
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