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EDITORIAL

NSP: Condition Critical? 
Code Red?
Open letter to SA National AIDS Council (SANAC) Chairperson, Deputy President Cyril Ramaphosa and 
Health Minister, Dr Aaron Motsoaledi

9 June 2015
Dear Deputy President and Minister of Health
2015 is the fourth year of the current National Strategic 
Plan on HIV, TB and STIs (2012-2016). We commend your 
leadership in sustaining South Africa’s response to HIV as 
a national political priority. We have worked together, as 
government and civil society and we have saved millions 
of lives through ensuring access to antiretrovirals (ARVs). 
As a result life expectancy has risen, mother-to-child HIV 
transmission has dropped dramatically and efforts are being 
made to reduce maternal mortality. 

According to the table below, which is based on figures 
provided by the Department of Health, by April 2015 there 
were 3,1 million people on antiretroviral therapy (ART)! Three 
millions lives saved! This is an enormous achievement – a far 
cry from a decade ago when the ARV programme was started 
after a bitter fight against AIDS denialism.

However, as much as the data below points to our 
achievements it also points to our growing challenges. 
It is in this context that TAC, SECTION27 and many other 
organisations wish to draw to your attention our deepening 
concerns about the quality of our national response to HIV 

and TB.  We are concerned that we may be in Code Red. In 
particular, we fear that the great gains we have made may 
now be under threat as a result of deepening problems in the 
rest of the public health system – problems that we do not 
think are being acknowledged. Ironically, it is the high quality 
of the health infrastructure that has been built around the 
HIV programme that now casts a sharp light on the crisis in 
other parts of the health system. 

We therefore call for greater political leadership and attention 
on the following issues in particular:

1. CRISES IN PROVINCIAL HEALTH SYSTEMS 
If you look at the table carefully it reveals that there are 
significant disparities between provinces: 
• Between 2014 and 2015 the number of people on ARVs in 

Gauteng grew by 150,000. 
• Yet in North West it grew by less than 6,000 people; 
• In the Free State by less than 17,000; 
• Mpumalanga, parts of which have the highest HIV 

prevalence in the country, added only 40,000 people to the 
ARV programme.

Province Est. # HIV+  
people 
(data: 2012 
prevalence, 
2014 pop)

% HIV+ per 
province 
(2012)

Number of 
people on 
ARVs April 
2014

Number of 
people ARVs 
April 2015

% PLHIV 
on ARVs in 
province

% of 
National 
total

Eastern Cape 800 854 11,6 288 955 320 062 39,97% 10,31%

Free State 390 152 14 145 193 168 877 43,28% 5,44%

Gauteng 1 601 435 12,4 587 572 730 576 45,62% 23,54%

KwaZulu-Natal 1 807 354 16,9 840 173 951 462 52,64% 30,65%

Limpopo 518 006 9,2 188 989 232 506 44,88% 7,49%

Mpumalanga 596 331 14,1 241 875 284 984 47,79% 9,18%

North West 488 949 13,3 185 302 191 612 39,19% 6,17%

Northern Cape 86 336 7,4 35 406 43 054 49,87% 1,39%

Western Cape 305 815 5 156 703 180 769 59,11% 5,82%

2 670 168 3 103 902
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These differences must be closely scrutinized and properly 
investigated.

However, we strongly suspect that in part they may be 
related to the systemic corruption and mismanagement that 
is causing a collapse of health systems in several provinces, 
including the Free State, Mpumalanga and now the North 
West. (We recognise that as a result of political leadership we 
are seeing some signs of improvement in the Eastern Cape). 

We have repeatedly tried to alert you to these issues. We 
have marched, written numerous letters, provided evidence. 
In August 2014 we even met with African National Congress 
Secretary General Gwede Mantashe and five other senior ANC 
NEC members. But our warnings have been ignored. This issue 
of the NSP Review, particularly its reports on the Free State and 
Limpopo reveal what this means practically. People are dying 
unnecessarily. They are dying undignified deaths, far from the 
public eye.

In the words of one health professor we consulted: 
“Underpinning the health system’s problems is a crisis of 

leadership, governance and corruption in provincial health 
departments that the ANC is unwilling to tackle head on.” 

2. THE CRISIS IN THE NATIONAL HEALTH 
LABORATORY SERVICE (NHLS)

The NHLS is like the arteries of the NSP. We need it for HIV 
tests, viral load diagnosis, Gene expert tests – never mind the 
thousand other critical functions it has in the health system. 
But it is a crisis. 

In November 2014 the NSP Review highlighted what is 
happening at the NHLS. But nothing has got better.

Now, we are contacted on a daily basis by staff at the NHLS 
but who are afraid to speak out publicly because of threats 
of victimisation. If the NHLS collapses or is forced to stop 
providing essential laboratory services it will be a disaster for 
the HIV and TB programmes.

Minister Motsoaledi denies publicly that there is a problem. 
We say there is. The NHLS needs resuscitation and a rescue 
plan. 

Deputy President, we address this comment to you: if you 
want to decide who is telling the truth we ask simply that the 
Minister answer the 13 questions posed to him in the Open 
Letter we carry on page 28.

3. MONITORING THE NSP AND QUALITY OF DATA
The NSP Review contacted senior officials in government 
departments who are afraid to go on record. They tell us that 
the data in the table above represents a great improvement. 
But they admit that the figures still cannot be corroborated 
with other indicators; that they are contradictory. In the words 
of one official: 

“they show lots of people leaving/dropping out, but we are 
unclear whether we losing them or they dying.” 

Previously the NSP Review has argued about the need 
to introduce a unique identifier for every person on ARVs. 
This remains urgent. Without it we cannot track the ARV 
programme effectively.

As data improves it should permit a more sober reflection 
on retention in care clinic by clinic, district by district, province 
by province. Thus, whilst we welcome improvements on the 
availability of information, we do not see enough evidence 
of the South African National AIDS Council (SANAC) or the 
Department of Health using this data to respond to potential 
problems (which includes the need to further strengthen the 
data system). This also applies to major donors supporting 
the ARV programme particularly the United States PEPFAR 
programme.

4. ARV ADHERENCE – GOOD OR BAD?
In July 2014 Minister Motsoaledi told Parliament that:

“about 50% [of people on ARVs] receive viral load tests; of 
these 75% are virally suppressed; at 36 months we currently 
have 37% loss for follow-up.”

Various experts contacted by NSP Review questioned 
the reliability of these figures, pointing out that if they were 
accurate “we would have a return to the bad old days very 
quickly in terms of death and sickness – and this is not true if 
you look at the death data.”

If the Minister is correct about detectable viral load it 
would mean that 25% of people on ARVs are not taking them 
properly and remain infectious and at risk of disease. 

The high loss to follow up (which experts advise us is 
also not properly understood) suggests that hundreds 
of thousands of people are disappearing from the ARV 
programme. Is this accurate? TAC’s community mobilisers tell 
us from direct experience working inside clinics that there are 
growing problems with adherence. They say these problems 
are related to a range of factors including: the lack of psycho-
social support for people with HIV (and all others); stock outs; 
the removal of treatment supporters such as Community 
Health Workers in some provinces; and the deterioration in 
the quality of HIV counselling.

What is our plan to improve adherence?
 

5. STOCK-OUTS OF ARVS AND OTHER 
ESSENTIAL MEDICINES

In May the Minister of Health publicly attacked the TAC and 
others. He claims that we are exaggerating the scale of the 
stock outs. For example, in a radio interview on May 25th he 
insisted stock outs are not a problem and accused the Stop 
Stock Outs Project (SSP) and the TAC of being subversive and 
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coercing people to speak out. In another statement on 28 
May the Minister accused the TAC of “misleading the media 
and hence the general public.” By linking TAC to criticism by 
the Democratic Alliance he seems to want to imply we have a 
political agenda.

We will not be intimidated. We stand by our evidence.
We have provided the Minister with the 2014 SSP report, 

the findings of which we summarise on pages 4 to 9. It shows 
that out of the 2,499 health facilities surveyed:
• 17% reported a stock out of at least one HIV/TB medicine 

at the time of the call;
• 25% reported a stock out of at least one HIV/TB medicine 

in the previous three months;
• In Mpumalanga 40% of facilities reported a stock out of at 

least one HIV/TB medicine in the past 3 months, followed 
by North West at 39%.

We appreciate the efforts of officials in the NDoH to try 
to address these problems. But they are undermined by 
corruption and mismanagement within the system. This is a 
disaster and it must be fixed as a priority.  

6. INTIMIDATION AND DENIALISM
Ten years ago the TAC and others in civil society were treated 
as enemies of the government for speaking out on AIDS.  
This was acknowledge by the Deputy President in a letter to 
SECTION27 in which he recognised “the value of an active 
civil society” and that “we would not have made the progress 
we have without the commitment, perseverance and 
activism of many organisations and thousands of individuals.”

Let us be clear: We have no agenda other than 
implementing the NSP successfully. We speak out, we expose 
things to the media, we use the courts, because we are 
citizens with rights. We care for life, health, dignity and we are 
committed to ending the HIV and TB epidemics. 

When we say to you that aspects of the NSP have reached 
‘condition critical’ or code red, that red lights are flashing that 
need your leadership and that of the whole government, we 
do not do so to draw attention to ourselves, or embarrass the 
government. We raise them to draw attention to AIDS and TB 
and those living with it.  

Denying that these issues exist or that they are serious is 
pointless. Do not go back down the road of denialism.

It saddens us that our organisations are once again being 
derided as enemies with hidden political agendas. A high 
level of fear among health workers about speaking out has 
also returned.

In the Free State TAC leaders experience death threats. 
From July 6 to 9, 117 Community Health Workers will 

be put on trial in Bloemfontein for exercising their rights 
to peacefully demonstrate in defence of their jobs.  Your 
government will spend millions of Rands trying to criminalise 
these women workers. 

Why? 
We call on you to end the intimidation. 
Regrettably there is much less open communication 

between civil society, health professionals and the health 
department.  We ask you to restore the spirit of openness and 
transparency around HIV, TB and the state of health. 

TO 2016 AND BEYOND!
Deputy President Ramaphosa, Minister Motsoaledi, we are 
mid-stream in our national response to HIV. We have much to 
be proud of. 

Fifteen years ago, in 2000, the 13th International AIDS 
Conference took place in Durban. This conference was a low-
point because then President Mbeki shamed us before the 
world community with his AIDS denialist lecture. He was deaf to 
the pleas of young Nkosi Johnson. But it was also a high point 
because as a result of activism at that conference the world’s 
attention shifted to treating AIDS in developing countries.

In July 2016 the 21st International AIDS Conference takes 
place in Durban again. There are two roads by which we can 
reach this conference. One is by continuing with denial about 
some of the great threats we have raised in this letter. The 
other is placing our very real challenges on the table and 
giving ourselves twelve months to fix them.

We pray you will do the right thing. 

Yours sincerely
Mark Heywood, Director, SECTION27
Anele Yawa, General Secretary, TAC

“Let us be clear: We have no agenda other than 
implementing the NSP successfully. We speak out, we expose 
things to the media, we use the courts, because we are 
citizens with rights. We care for life, health, dignity and we are 
committed to ending the HIV and TB epidemics. “
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The SSP receives day-to-day reports of essential 
medicine stockouts from patients and healthcare 
workers via a confidential hotline.
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Drug stock outs:  
the crisis continues 
Bella Hwang, Stop Stock Outs Project 

South Africa has one of the most extensive HIV and TB epidemics in the world. A reliable supply of 
life-saving medication is a constitutional right as well as critical to personal and public health. Well-
functioning supply chains to deliver medicines and vaccines are crucial in responding to the needs 
of the population and ensuring effective treatment programmes. The Stop Stock Outs Project (SSP), 
a civil-society coalition that ensures transparency and accountability along the supply chain, was 
formed to ensure that all patients have access to the medicines they require. The SSP receives day-to-
day reports of essential medicine stock outs from patients and healthcare workers via a confidential 
hotline.

The SSP uses these reports to liaise with the Department of 
Health (DoH), along different levels of the supply chain, to 
facilitate and monitor the resolution of each case. Additionally, 
the project aims to engage with government in its efforts to 
improve the procurement, distribution and management 
of essential medicine stocks in the longer term. Through 
the hotline, in 2014, the SSP received 614 reports (and from 
January to May 2015, 198 reports) of essential medicine stock 
outs from the general public. 

The SSP also undertakes annual national surveys to 
systematically assess and quantify the extent of medicine stock 
outs in public-health facilities across South Africa. Thus far, 

two telephonic surveys have been conducted, in the fourth 
quarters of 2013 and 2014 respectively.  Last year, this survey 
was conducted over six weeks, from October to November.  
Survey administrators were trained to use the same 
questionnaire, in order to collect standardised information.  
Upon calling a facility, the surveyor asked to speak to (in order 
of preference) the pharmacist, pharmacy assistant, or person 
who orders the facility’s medicine. A stock out was defined as 
no medicine on the facility shelf. Facilities reporting a stock out 
on the day of the call were asked if they were willing for their 
facility to be identified for follow-up. 77% (314/410) of facilities 
agreed, and details were forwarded weekly to NDoH.  

To access the full report of the 2014 stock outs survey results, and view action plans and narratives on medicine availability from 
the provincial Department of Health (DoH) of Gauteng, Limpopo, North West, Northern Cape and Western Cape, visit www.
stockouts.org

I’m a 45-year-old single lady. I live in an informal settlement close 
to the Lillian Ngoyi clinic, called Aaron Motsoaledi. The majority of the people who live there are from rural areas 
in provinces outside of Gauteng. I was diagnosed with HIV 16 years ago and started ARV treatment in September 
2014.  In February 2015, after taking FDC for 5 months, I experienced what it is like to not be able to take treatment 
because of stock outs. When I arrived at my clinic, I was told that my treatment was not in stock and sent home 
with no medicine.  I called the Stop Stock Outs project for help. I am not formally employed and I rely on informal 
employment, which happens irregularly. Having to return repeatedly to the clinic to check if medication is available 
has negatively impacted my chances of employment. Employers have started seeing me as unreliable and I am paid 
less due to being late for work after checking to see if my FDC was available yet. The stock out lasted for three weeks 
until I was able to get my treatment. I was very happy when I finally received it.”  Maria, from Michael Maponya 
Clinic, Soweto, Gauteng

STOCK OUT SURVEY
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Summary of the 2014 National Stock Out Survey Results  
As in the 2013 survey, there was a high participation rate by respondents in the 2014 survey, indicating a 
willingness from facility staff to resolve issues. Over 80% of facilities in every province, except for Free State, 
were willing to participate. Free State had a significant drop in participation by facilities in 2014. In 2013, 87% of 
facilities in Free State shared information on stock outs, while in 2014 only 63% did so. This suggests a change in 
context, where healthcare workers are unable to report stock outs.

HIV AND TB
Nationally, during the survey period, 25% (614/2 454) 
facilities reported a stock out of any ARV or TB medicine 
in the three months prior to the survey, compared to 21% 
(459/2 139) in 2013.  
• Stock outs of Fixed Dose Combinations (FDCs) were more 

infrequent in 2014 and were reported in only 75 facilities, 
an improvement compared to 2013.  

• There were frequent stock outs of other 1st-line HIV 
medicine, 2nd-line HIV medicine, paediatric HIV medicine, 
isoniazid preventive treatment (IPT) for TB, and medicine 

for complicated TB. Patients who require medicine other 
than FDCs are often already more vulnerable because they 
have clinical complications such as resistance, side effects, 
and/or other co-existing conditions such as renal failure, or 
because they are children or adolescents. 

• The five provinces with the largest proportion of facilities 
reporting stock outs were Mpumalanga (40%), North West 
(39%), Limpopo (29%), Eastern Cape (28%) and Free State 
(28%). The lower response rate in the Free State suggests 
this figure probably underestimates the true rate of 
facilities affected by stock outs.

Proportion (%) of facilities reporting at least one ARV/TB stock out in the three months prior to contact by 
province, 2013 & 2014.

• Six provinces had an increase in the number of facilities 
reporting ARV/TB stock outs in 2014 compared to 2013
 » Eastern Cape, Gauteng, KwaZulu-Natal, Mpumalanga, 

North West, and Northern Cape.
• In 22% (175/779) of the cases where an ARV/TB was 

reported out of stock, the patient was sent home with no 
medication (high impact).  In 35% (230/779) of cases, the 
patient was either given a smaller supply, their pill burden 
was increased, or a less than optimal medicine was 
given (medium impact).  In 43% (334/779) of stock outs 
reported, the facility was able to borrow medicine and 
the patient went home with their full supply of treatment 
(low impact). 

LOW IMPACT
334 facilities

43%

MEDIUM IMPACT
270 facilities

35%

HIGH IMPACT   
NO MEDICATION 

GIVEN
175 facilities

22%

Patient Impact of ARV/TB stock outs.

STOCK OUT SURVEY continued
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CHILDHOOD VACCINES (ROTAVIRUS, PENTAXIM1, 
MEASLES)
Nationally, 12% (249/2 157) of facilities reported a stock out 
of at least one of the three selected vaccines.
• Pentaxim stock outs were most frequently reported in 

Limpopo, where 28% (67/238) of facilities were affected.
• Rotavirus vaccine stock outs most often reported in Eastern 

Cape, where 10% (42/428) of facilities were affected.
• Measles vaccine stock outs occurred most frequently in 

Mpumalanga, where 8% (15/182) of facilities were affected. 

OTHER ESSENTIAL MEDICINES
During the 2014 stock outs survey, stock outs of other key 
essential medicines were reported:
• Salbutamol inhaler (asthma) was most often out of stock in 

North West, where 43% (92/214) of facilities were affected.
• Sodium valproate (epilepsy) was most often out of stock in 

KwaZulu-Natal, where 22% (76/345) of facilities were affected.
• Enalapril/perindopril (hypertension) was most often out 

of stock in Northern Cape, where 20% (21/96) of facilities 
were affected.

Key findings 
The objective of the survey is to determine the extent of stock outs in order to bring the problems faced by 
patients and healthcare workers alike to those responsible for their resolution.  While recommendations on how 
to fix ongoing problems are not the primary objective of this report, there are some overlapping issues that 
might contribute to the sustainable resolution of stock outs. 

WIDE VARIATION AMONG PROVINCES, 
DISTRICTS AND FACILITIES
• This survey highlights wide variation in the types of 

medicines out of stock, the length of stock outs, and the 
patient impact – both between and within provinces. 
The diffuse nature of the stock outs indicates that there 
are complex underlying reasons that differ by province 
and even district.  Hence an analysis of root causes and 
the identification of solutions is needed at all levels of the 
supply chain, from facilities, to district teams, to provincial 
and national level.  Co-ordinated efforts, especially between 
district health and pharmaceutical services, are necessary.

• Urgent action is needed in areas most severely affected. 
• Improved visibility of medicines at facility level is required.
• It is critical to assess and identify what factors help to 

prevent stock outs in different areas. Examples of these key 
factors include adequate and trained human resources, 
district support with ordering and forecasting, on-time 
payment of manufacturers, and accountable and responsive 
facility, district and provincial managers.  

• The varied results of the survey demonstrate that well-
functioning systems are possible in South Africa, and targets 
should be set against those standards 

• Given that Pentaxim, Measles and Rotavirus vaccines are 
supplied by the same manufacturer, the different proportion 
of stock outs between the different vaccines is surprising, 
and should be investigated. 

URBAN AND RURAL AREAS
• There was a differential distribution of the stock outs 

between rural and urban areas. 

• Rural districts in KwaZulu-Natal and Eastern Cape are 
notably affected, as well as many urban districts in Free 
State, Mpumalanga and North West 

• Rural areas are particularly hard hit, as it is already hard to 
ensure an uninterrupted supply there, and these patients 
risk being further affected. The scale of patient numbers in 
urban areas also has a marked impact on stock outs.

• Assessing the various features of these areas and facilities, 
such as their delivery and transport systems, the varied 
demand for services, human resources capacity, storage 
space for medicines and buffer stocks, stock management 
systems and infrastructure (e.g. phone lines and space) can 
lead investigators to root causes and to effective solutions.

PRIORITISATION
• The number and duration of high-impact stock outs 

(where patients leave without any medication) should 
be minimised. DoH can issue timely communication 
(circulars/memos) for alternative medicines, and ensure 
consequences for non-compliance of manufacturers are 
implemented. Facilities can switch to a different dosage of 
the same medication, monitor stock levels closely, place 
emergency orders, borrow medication from other facilities, 
and ensure they escalate stock outs to district teams, 
depots, and provinces. 

• The long duration of the stock outs in certain provinces 
could be indicative of a need for more effective 
mechanisms, to react more quickly to stock outs. In all 
provinces except for Western Cape, more than 20% of stock 
out cases lasted for over one month

1. Pentaxim is a combination vaccine against diphtheria, tetanus, pertussis, poliomyelitis and Haemophilus influenzae type b.
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The map above shows health facilities reporting a stock out or 
shortage of ARV or TB supplies in the past three months. Each 
red dot represents a facility with a stock out or shortage. 
Map data: Google, AfriGIS(PTY) LTD, myHeatmap.com
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Collaboration with the Department of Health
The findings of this survey have been presented to the National Department of Health (NDoH) and the 
Provincial Departments of Health (DoH) in the Free State, Gauteng, Limpopo, North West, Northern Cape and 
Western Cape. 

The aim of this report is to contribute to a constructive 
dialogue between civil society, DoH and its partners. 
Therefore, all departments were invited to include in the 
report a response to the report, or plan of action to address 
the crisis quantified in the report. 

The National Department of Health and the Gauteng, 
Limpopo, Northern Cape, North West, and Western Cape 
provincial departments have engaged with civil society on 
causes of stock outs and potential solutions to improve the 
supply chain. We applaud their committed action plans to 
resolve stock outs; the action plans are located in the full 
report (www.stockouts.org).

Strong commitment and political will is necessary for 
the implementation of these action plans. Despite repeated 
attempts to discuss the findings of the report and plans to 
resolve stock outs, the Eastern Cape, Free State, KwaZulu-
Natal and Mpumalanga provincial departments of health 
have not responded. We call on these provincial departments 
to follow the example set by the National Department of 
Health and the other provincial departments, and engage 
constructively with civil society to implement action plans to 
ensure that their facilities have the medicines that patients 
require. 

Recommendations and the way forward
Urgent action is needed in the worst-affected seven districts and two provinces, where close to 40% of facilities 
reported stock outs. 

1. North West and Mpumalanga had, respectively, 40% 
and 39% of facilities reporting an ARV or TB stock out.
The seven most severely affected districts, with over 40% of 
facilities reporting ARV/TB stock outs, are:
• Joe Gqabi 46% (16/35), Eastern Cape 
• Alfred Nzo 50% (28/56), Eastern Cape 
• Bojanala 44% (34/77), North West 
• Nkangala 44% (25/57), Mpumalanga 
• Gert Sibande 41% (23/56), Mpumalanga 
• Lejweleputswa 42% (13/31), Free State 
• Fezile Dabi 42% (11/26), Free State.

An emergency task force is needed to resolve urgent stock 
outs, in order to respond to the crises in these districts.  The 

NDoH should urgently facilitate provinces with the formation 
of this task force.

2. Provincial and National health departments must 
work together to establish and implement national 
minimum standards for supply chain management 
and resolution of stock outs in all provinces.
Provincial health departments should develop and 
implement provincial action plans to resolve and prevent 
stock outs in every province, with clear timelines and 
evaluation of these action plans, and provision for 
emergencies; and they should focus on worst-hit districts. •

SMS, Whatsapp, Please Call Me, Missed Call or Phone Stock Outs: 079 897 8518  
or e-mail report@stockouts.org

All reports are kept confidential.
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NSP REVIEW COMMENT

The National Strategic Plan for HIV/AIDS STIs and TB has set as a target that 80% of people living with HIV 
must be on antiretrovirals by 2016. This equates to about 4.8 million people. In his latest Budget speech, the 
Minister of Health confirmed that just over 3 million people are accessing HIV treatment. As South Africa 
adds more people living with HIV to what is already the largest antiretroviral programme in the world, the 
price of these drugs is going to be key in terms of sustainability. We commend the Department of Health 
for improving the systems to procure the drugs and drive prices down. However, as the following story 
illustrates, our ability to add even more people to the treatment programme in future, as well as more 
expensive second- and third-line regimens, will depend on the factors such as the foreign currency  
exchange rate. 
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ARV TENDERS

Weak rand means South 
Africa pays more for ARVs 
in latest tender
Theo Smart

The cost to South Africa of antiretroviral (ARV) medication looks set to escalate if the Rand does not 
strengthen significantly in the coming months.

Most of the prices that the Department of Health (DoH) 
pays for ARV medication have gone up in the most recent 
tender, despite the dramatically increased quantities (at 
least of the first-line regimen) to be supplied.

At present, the cost of the overall tender covering the 
three-year period from 1 April 2015 to 31 March 2018 is 
over R14.2 billion – the lion’s share of which (R10+ billion) is 
earmarked for the first-line fixed-dose combination (FDC) of 
efavirenz/tenofovir/emtricitabine.

Nevertheless, the South African Department of Health’s 
ARV tender process, as described in a May 2013 article 
in the NSP Review, continues to secure the drugs used in 
first-, second- and third-line regimens at the lowest prices 
available in the world. In addition, DoH have continued to 
refine the procurement process, taking new steps to ensure 
a consistent supply of ARVs needed to increase the number 
of South Africans living with HIV on treatment to 4.6 million 
by the end of 2016 (and to prevent stock outs).

And yet, even though most of the increased cost for the 
individual drugs in the tender is due to the unfavourable 
exchange rates, there are signs that the trend of ever-
decreasing prices for ARVs may be at an end. In fact, there is 
little change in the dollar price of the first-line FDC.

According to Gavin Steel, who is the Chief Director of 
Sector-Wide Procurement for DoH, “We most probably 
have bottomed out in terms of price within the current 
environment, and so we have to look at different 
interventions and market-shaping going forward.”

The ARV tender process
Ever since 2011, when DoH took over management of 
the tenders from the National Treasury, the price of ARVs 
purchased in the public sector has been dropping steadily. 
DoH made significant reforms to the tender process 
(transparency, setting benchmarks based on international 
prices, etc.)

Now, the DoH advertises whenever it publishes tender 
guidelines (every two or three years) and indicates which 
medicines they wish to purchase, or which alternative 
drugs for the same use (e.g. alternatives for first- or second-
line regimens) they might consider if the bids are more 
competitive. Companies can then bid against each other 
to provide different ARVs to the public sector. However, it 
must be noted that the use of therapeutic group tendering 
is quite limited in the ARV space (as opposed to other areas, 
where interchangeable options are more common – e.g. in 
the statins, or ACE-inhibitors). The only way in which the DoH 
could ask for alternatives was with 3TC or FTC, as part of the 
first-line combinations. The WHO advised that the two ARVs 
could be considered to be interchangeable. Other options 
are not so easy – the DOH cannot, for instance, put ZDV up 
against TDF, as an alternative first-line NRTI.

Breakdown of which companies won which 
percentages of ARV supply in South Africa.

ADCOCK INGRAM 4.9%

CIPLA MEDPRO: 14%

ASPEN PHARMACARE 18.79%

SONKE PHARMACEUTICALS: 22.5% 

MYLAN: 30%

ABBVIE (FORMERLY ABBOTT): 9.4% 

AUROBINDO PHARMA OF INDIA 0.37%
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Winners and losers in this tender
Under the previous tender, 13 companies supplied ARVs to the 
public sector – and though 13 companies entered bids for the 
current tender, only eight companies had winning bids. 

As has been reported by the mainstream media, the contract 
to supply the critical first-line FDC was split four ways: Sonke 
was awarded a R3 billion share, while Mylan won a contract 
worth R2.8 billion; Aspen Pharmacare got R2.5 billion, and 
Cipla R2 billion. However, when all the other components of 
the overall tender of R14.2 billion are taken into consideration, 
Mylan – an international generics pharmaceutical company 
producing ARVs out of India – comes out as the big winner. (In 
addition, Mylan also profits by supplying many of the active 
pharmaceutical ingredients (APIs) for the ARVs produced by 
South African generics companies. 

Changes in cost per regimen
It is difficult to directly compare the prices for the ARVs in 
this tender to those in previous tenders or to international 
benchmarks, because 14% VAT and shipping are included in 
the price. Plus, a change in this tender is that delivery is now 
directly to, or as close as possible to, the dispensing site – in 
contrast to the old model of delivery to centralised provincial 
depots and departments such as Correctional Services, which 
in turn had to distribute the drugs to the various facilities 
under the depot’s jurisdiction. This transfers the logistical 
and distribution costs to the suppliers – and also removes an 
intermediate step in the supply chain management where 
DoH could be at least partially faulted for stock outs. 

When averaged out across the four suppliers, the cost 
of the first-line FDC is now R111.93 for a 30-day month. 
In US dollars (calculated at the exchange rate of R10.74 to 
the dollar that was used in the tender), that is $10.42 per 
month, or roughly $125 per year. That is less than the lowest 
international price, $143, listed in the 17th edition of MSF’s 
Untangling the Web of Antiretroviral Price Reductions – 
particularly when one takes VAT and delivery costs into 
account; but it is not as low as the R73 benchmark that DoH 
had set.

Issues, caveats and potential 
innovations

PRICE ADJUSTMENTS
As noted earlier, given the Rand’s continued fall, the price 
of the tender is likely to go up – because the tender allows 
suppliers to re-negotiate prices for drugs if they can show 
that the cost of their imported content has increased.

This has already happened; because the APIs, which 
contribute roughly seventy per cent or so to the price of 
ARVs, are all produced abroad – in India, in the case of the 
ARVs in this tender – and the Rand has fallen against both the 
dollar and the rupee.

 “The first price adjustment is scheduled for 1 October 
2015,” said Jaco de Wet, Business Unit Head of Public 
Healthcare for Aspen Pharmacare. In previous tenders, 
Aspen have complained that their bottom lines were being 
squeezed by exchange-rate-related risks – and that at times, 
they were actually selling DoH ARVs at a loss.

According to De Wet, in October the price adjustment 
will use the average exchange rate (per item quoted) for the 
period of 1 March to 21 August as a measure (versus the base 
exchange rate of R10.7444:US1$ that was used in the tender).

And if the rand strengthens? Unfortunately, the price 
adjustments only go in one direction. 

“The way we look at it is that we go into a risk-sharing 
agreement,” Steel told us. “So the company carries the risk for 
the first six months. As the Rand is depreciating, the company 
is carrying the risk; and as the Rand appreciates, we carry the 
risk. So what we anticipate is that they take sufficient forward 
cover to get them through the first hurdle, and I guess that 
many of them also factor it into the price.” 

Price adjustments will be reviewed every six months; so if 
the rand continues to fall, the cost for ARVs could go higher 
and higher.  

RELIABLE SUPPLIES/STOCK OUTS
Sonke’s large share of the critical first-line FDC raised some 
eyebrows, given their track record. In the last tender, Sonke 

ARV TENDERS continued

FIRST-LINE
TREATMENT

R111.93
p e r  m o n t h
$125 per year SECOND-LINE 

ritonavir-boosted 
lopinavir (lopinavir/r) 
plus AZT/3TC

R244.38
p e r  m o n t h
$273 per year

THIRD-LINE 
eg. ritonavir-
boosted darunavir, 
plus raltegravir & 
etravirine

R1614.14
p e r  m o n t h
$1803.50 per year
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Pharmaceuticals was allocated only 1.49% of the total 
expenditure – which was rumoured to be because of their 
inability to supply promised quantities of tenofovir in the 
first DoH tender. Some activists have questioned what will 
happen if Sonke, or one of the other companies, has difficulty 
supplying the drugs being ordered.

According to Steel, new measures have been put in place 
to mitigate that risk.  

“We have introduced fairly stringent contract 
management,” he said. 

The procurement team meets and discusses forecasts with 
suppliers on performance on a monthly basis. Each month, 
the suppliers are scored (either green or red). If a supplier 
scores red in three consecutive assessments, DoH will 
terminate their contract and remove them from the tender. 

In addition, Steel said, they evaluate stockholding at the 
depot on a fortnightly basis, and if they pick up a signal that 
the contracted suppliers are having difficulty, they publish 
that information on the SA Department of Health website. 

“What we do then is seek alternative supply from other 
suppliers, and inform the provinces to buy from them.

When that happens, if there is a price difference in the 
alternative supply, the contracted supplier is liable for the 
difference between what we’ve managed to procure and 
their contract price.” 

ORAL RITONAVIR-SOLUTION
One of the downsides to needing a boosted protease 
inhibitor for third-line treatment (or an alternative second-
line, for those with problems on lopinavir) is that the tender 
is only for oral ritonavir-solution – which is infamously 
unpalatable. In addition, the solution isn’t heat stable, which 
can cause logistical problems storing it – particularly with 
load-shedding of electricity. 

Unfortunately, the heat-stable oral ritonavir capsules are 
not registered by the MCC.  

“The current status, obviously, is not desirable; because 
obviously, we also can’t buy medicines that aren’t registered, 
and so we are eagerly awaiting the registration of the 
product.  The minute that it is registered, I will do a new 
tender,” said Steel. 

INABILITY TO CHANGE THE SECOND-LINE 
REGIMEN
When the tender was first announced, the DoH had listed a 
large quantity of ritonavir-boosted atazanavir as a possible 
alternative to lopinavir/r as the second-line regimen, if a 
supplier had offered a lower price. But AbbVie has made 
it their strategy to undercut any generic competition for 
lopinavir/r,  including boosted protease inhibitor regimens. 

So people on second-line are likely to have to use lopinavir/r 
for the foreseeable future. 

“The AbbVie prices are very, very favourable at the 
moment,” Steel said. “When sitting down with the generic 
manufacturers, they’re just all looking at us and saying, ‘We 
can’t equal that.’ 

“The success story is that we have a lot fewer patients on 
second-line than we ever anticipated – it’s half of what, if 
you’d asked me, my modelling was for two years ago. So at 
the moment, we still don’t have the economies of scale to get 
the leverage we’d like to – and obviously, third-line is even 
worse than that.”  

This does lead to the question whether having fewer 
patients on second-line is really a success; or are we missing 
a lot of resistant cases, and failing to put them on second-line 
treatment early enough?

Steel said the department is looking into ways to try to 
shape the market and propel it towards more competition.  
At the moment, this means monitoring the price of 
intermediates and of APIs.

“We also look at patents – process patents – because that 
is also usually a good indicator that there are now production 
efficiencies, and that the price of APIs can shift,” he said. •

WHY EXCHANGE RATES MATTER

• Most of the ingredients (called active 
pharmaceutical ingredients, or API) that go into 
ARVs are imported from other countries.

• Pharmaceutical companies that provide ARVs 
in South Africa thus have to buy API in United 
States dollars or other currencies, and not in 
Rands.

• In recent years the Rand has weakened 
substantially against the dollar. This means that 
we now have to pay more Rands to get one 
dollar. It used to be that R8 could buy $1. Now 
$1 costs over R12. In a similar way, an API that 
cost $1 a few years back and still costs $1 now 
would in Rand terms have gone from R8 to over 
R12 over that same period.
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NSP REVIEW COMMENT

The South African National AIDS Council is critical to our AIDS response. It is a structure, which allows various 
sectors to shape the response and ensure that their constituencies are influenced and mobilised. However, 
as NSP Review we have to note that some of the sectors contacted for this story were either not aware of 
SANAC’s latest report – their first review of the implementation of the 2012-2016 National Strategic Plan –  or 
had not engaged with it in a meaningful manner. The fact that some of the sectors claim that they were not 
aware of the report shows that there has been a breakdown in communication, and it needs to be repaired. 
Sectors need to ensure they are up to date and producing evidence, which informs strategy going forward. 
We also find that some of the responses by some of the sectors to the report are superficial and do not 
show true engagement with the critical issues. This is unacceptable for people who have accepted the great 
responsibility of membership of SANAC. – NSP Review Editor
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NSP REPORT: CIVIL SOCIETY RESPONDS

NSP: Civil society responds
Lesley Odendal

In November last year, the South African National AIDS Council (SANAC) released their first review of 
the implementation of the 2012-2016 National Strategic Plan on HIV, STIs and TB (NSP) in a Progress 
Report1 of 2012, the first year of implementation of this NSP. 

The responsibility to monitor the implementation of the 
NSP lies with the SANAC Secretariat. The Secretariat now 
has a Monitoring and Evaluation (M&E) Unit, and this first 
report weighs up the progress that has been made against 
the goals, objectives and targets set in the NSP. The report is 
late – and a second report will be published soon, covering 
Year Two (2013) of the NSP. This will be rapidly followed by 
a mid-term review that covers the first two-and-a-half years 
of the NSP (www.nspreview.org/2014/11/10/sanac-releases-
first-nsp-report/).

The main conclusions reported at the end of the first year of 
the NSP are as follows:
• Considerable progress has been made in reducing HIV 

transmission during pregnancy and childbirth, and 
perinatal transmission is estimated to be 2.7%. The country 
is on track to reach the NSP target of less than 2 percent 
perinatal transmission by 2016.

• In 2013, antiretroviral treatment (ART) reached 2.5 million 
South Africans, including more than 200 000 patients 
being treated in the private sector. The provincial health 
departments, however, will need to enroll about 500 000 

people for treatment over the next four years to reach the 
NSP targets for ART coverage.

• It is likely that there will be a decline in TB incidence and 
mortality due to the scale-up of antiretroviral treatment, 
though the World Health Organisation (WHO) reports 
increased incidence and high mortality for TB. The country 
is not on track to achieve the ambitious targets of reducing 
both incidence and mortality by 50 percent. 

• In relation to rights, those of some vulnerable key 
populations – such as sex workers, men who have sex with 
men (MSM), and prison inmates – are being addressed. 
Work is also under way to create access to legal services for 
persons discriminated against because of their HIV status, 
and to address gender-based violence (GBV).

While surveys show low levels of stigmatising attitudes, 
the extent of stigma and discrimination experienced by 
people living with HIV/AIDS (PWA) is yet to be determined. 
The implementation of the SANAC-commissioned national 
Stigma Index Survey will provide the necessary insight and 
also contribute to the development of appropriate indicators 
to track progress.

1. As reported in the NSP Review on 11 November 2014, available at www.nspreview.org/2014/11/10/sanac-releases-first-nsp-report/

While surveys show low levels of stigmatising 
attitudes, the extent of stigma and discrimination 
experienced by people living with HIV/AIDS is 
yet to be determined.
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The NSP Review asked five of the key SANAC civil society sectors to share their responses to the findings of the report. 

Women’s Sector 
Interview with Mashudu Mfomande, Chairperson, SANAC Women’s Sector 

Women (young black women in particular) continue to bear the brunt of HIV: more young women than men are 
infected with the virus.  Women of all ages are usually the caretakers of those who are ill, and those orphaned 
due to AIDS-related deaths. 

The NSP is unequivocal about the limitations of the 
response to HIV (and other STIs) and TB infections 
unless key structural and social drivers are addressed. As 
outlined in the report, an analytical review of the NSP 
2012–2016 response to women’s sexual and reproductive 
rights conducted by the AIDS Legal Network in 2012 
concluded that interventions and programmes are unlikely 
to successfully address women’s risks to HIV exposure 
and transmission, and to related rights abuses, stigma, 
discrimination and violence, unless the concerns with 
regard to the response to women and HIV, including the 
conceptualisation of women’s realities, risks and needs, are 
addressed.

“The NSP promises us to reach what is known as the 
‘Three Zeros’: zero new infections, zero AIDS-related 
deaths, and zero discrimination. From the Women’s Sector 
perspective, we are asking: where is the ‘zero’ relating 
specifically to women, who we know are the group most 
affected by HIV and AIDS?” asks Mfomande. 

The goal of the NSP is to reduce new infections by at 
least 50%, using combination prevention approaches. 
However, new HIV infections are increasing for women, 
especially young women between the ages of 15 and 24, 
where the HIV incidence was at 2.83% for 2012.  
A recent survey estimates that one quarter of all new HIV 
infections is in young women aged 15 to 24, pointing to 
major epidemic drivers underlying this phenomenon.

“One of the major challenges we face in responding to 
HIV for women is that no biomedical prevention method 
(such as microbicide gels) has been proven to work for 

women. There is huge investment in male condoms in 
South Africa and many resources are spent on distributing 
them. Government also recently distributed flavoured 
condoms. Who is being prevented from becoming infected 
here? It is usually the men, because women do not have 
the power to negotiate the use of condoms,” continues 
Mfomande. “Female condoms are nowhere to be found. 
We are told they are too expensive. Who is deciding this? 
We need proper investment and support to prevent HIV in 
women, as we are the most affected group.”

The links between HIV and gender-based violence (GBV) 
are well established. GBV affects a much higher proportion 
of girls and young women, leading to lifelong negative 
impacts. Intimate partner violence (IPV) in South Africa 
includes severe assault and violence, and it has been found 
that the rate of intimate partner homicide among women 
in 2009 was 5.6 per 100 000. More than one in 20 women 
experienced partner violence, and this figure is higher 
for younger women – 7.7% for women aged 15 to 19 and 
7.3% for women aged 20 to 24. Women were also found to 
have been physically assaulted by household visitors and 
strangers.

“It is SANAC’s role to advise and monitor government’s 
response to HIV and TB. This is supposed to be a multi-
sectoral approach and SANAC must bring together 
leadership within the South African Police Service (SAPS) 
and the departments of Justice and Health to address GBV 
in South Africa,” recommends Mfomande. “A policeman 
must understand that when he arrests a GBV perpetrator, he 
is also preventing HIV.”

“Female condoms are nowhere to be found. We are 
told they are too expensive. Who is deciding this? We 
need proper investment and support to prevent HIV 
in women, as we are the most affected group.”
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Youth Sector
Interview with Nditsheni Mungoni, Chairperson, SANAC Youth Sector

Although there has been a decline in the HIV prevalence of young people (ages 15 to 24) from 8.7% in 2008 to 
7.1% in 2012, this group still requires special attention in the HIV response. The HIV prevalence in this age group 
is particularly important, as it serves as a proxy for HIV incidence (new infections). The targeted HIV prevalence 
for this age group from 2008 to 2016 is 3.55%. 

“The NSP only provides us with a framework of how to address 
youth-related HIV, STIs and TB. It does not provide us with a 
specific strategy on what activities need to be implemented 
(including details such as by whom or where) in order to 
achieve its targets for young people,” explains Mungoni. 

“As the Youth Sector, we are advocating for young people 
to be regarded as a key population driving the HIV epidemic 
in the country, and the most vulnerable group to becoming 
infected or transmitting the virus.”

Key populations are seen as specific groups, including sex 
workers, lesbians, gays, bisexual, transgender and intersex 
(LGBTI) people, people who inject drugs, and migrant 
workers, who have increased vulnerability to becoming 
infected with HIV or STIs and developing TB. 

Although there are many biomedical prevention methods 
available for young people, such as condoms, voluntary 
medical male circumcision (VMMC), post-exposure prophylaxis 
(PEP) and antiretrovirals, it is crucial that the broader social 
and structural issues affecting young people are addressed. 
These include peer expectations, sexual coercion, lack of 
employment opportunities and substance use. 

“We need to strengthen the young person at an 
individual level so that they can navigate the social and 
structural barriers which make them vulnerable to HIV,” 
says Mungoni. This will require youth-friendly psychosocial 
support and services. The Youth Sector is also advocating 
for Life Skills Orientation in schools to be revised, as it is 
currently ‘old, tiring and boring’. 

“Young people are too risk-tolerant. We need to address 
this beyond the policy level and speak to young people 
about what they think would change their behaviours.”  

The Youth Sector is also calling for an HIV and TB 
Strategy targeted specifically at the youth. “If we want to 
win the fight against HIV, we need to focus on the youth,” 
says Mungoni. This strategy could direct all government 
departments, implementing partners and funders with 
concrete steps and programmes for young people, 
specifically, based on evidence of what strategies work to 
prevent and treat HIV in young people. 

“What are we creating that is speaking to the dreams and 
aspirations of young people? We need young people to take 
a lead in driving the strategy.”

Children’s Sector
Input from Yezingane Network, SANAC Children’s Sector

Although South Africa’s mother-to-child transmission rate of HIV had decreased in 2012 according to the report, 
South Africa still has a high prevalence rate of children living with HIV. This group of children is made up of 
those who were infected as an infant and those who become infected later on in their lives through other ways. 
Supporting these children is critical in the South African HIV collective response. 

Mother-to-child transmission of HIV is usually characterised by 
perinatal infection (transmission occurring at or before birth) 
or postnatal infection (transmission after birth, usually through 
incorrect breastfeeding). 

Since the launch of the PMTCT programme in 2000, 
South Africa has demonstrated commitment to eradicating 
vertical transmission of HIV, by keeping up with new policy 
developments based on the latest available scientific evidence. 

The prevention of mother-to-child (PMTCT) guidelines were 
updated in accordance with international good practice in 
March 2013. The updated guidelines advocate for a standardised 
triple-drug regimen – including a fixed-dose combination 
(FDC) – to be administered to women (regardless of CD4 count 
or clinical stage) during pregnancy and breastfeeding. ART is 
continued after breastfeeding for women with CD4 counts less 
than 350 cell/mm3. The PMTCT guidelines also recommend 
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“There needs to be a structured development 
programme for LGBTI community groups.” 
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integration of TB and syphilis screening and treatment, which 
also contributes to the elimination of syphilis in infants.

An assessment of the effectiveness of the national PMTCT 
programme, conducted by the Medical Research Council 
(MRC), revealed that the rate of MTCT of HIV at six weeks after 
birth fell from 3.5% in 2010 to 2.7% in 2011. The 2012/13 
District Health Barometer indicates a further reduction, to 
2.4%, in 2012. 

While the latest surveys have measured HIV transmission 
at around six weeks, it has been observed that the sensitivity 
of the PCR used for testing for HIV may be compromised if 
the infant is receiving nevirapine prophylaxis. The six-week 
transmission level could therefore be underestimated, as 
nevirapine is routinely given to infants for HIV prophylaxis.

According to the report, all estimation methods suggest 

a dramatic decline in perinatal transmission rates in recent 
years, with declines of 23-36% over the period from 2010 to 
2011. For children 2 to 14 years there has been a downward 
trend in HIV prevalence since 2002, decreasing from 5.6% in 
2002 to 2.4% in 2012. This reflects the success of the scale-up 
of South Africa’s PMTCT programme.

However, there is still more work to be done in order to 
reach the goal of reducing transmission of HIV from mother 
to child to less than 2% at six weeks after birth, and reducing 
MTCT to less than 5% at 18 months of age, by 2016. This 
includes strengthening the management, leadership and 
coordination of the PMTCT programme, and ensuring its 
integration with maternal and child health programmes for 
TB and syphilis screening; and treatment for pregnant women 
also needs to be included in the care they receive. 

Lesbian, Gay, Bisexual, Transgender and Intersex (LGBTI) 
Sector
Interview with Dawie Nel, Chairperson, SANAC’s LGBTI Sector

Although there has been some progress in South Africa’s HIV response for lesbian, gay, bisexual, transgender and 
intersex people, the report itself makes little mention of issues and progress relating to the group, other than 
those relating to Men who have Sex with Men (MSM). It has been estimated that almost 10% (9.2%) of all new 
HIV infections in South Africa are related to MSM. 

Although SANAC worked with partners to plan and 
expand the prevention, care and treatment programming 
for MSM through its work on the Global Fund for AIDS, 
TB and Malaria application, Dawie Nel, SANAC’s LGBTI 
Sector Chairperson, says critical challenges remain in 
addressing the health needs of LGBTIs and the specific HIV 
interventions that they require. 

“South Africa’s health system is increasingly struggling 
to cope with delivering the most basic services for people 
in the general population. How realistic is it to expect such 
a government to accommodate specialised services for a 
minority group, such as LGBTIs, who have specialised health 
needs?” asks Nel. These health needs include screening and 
treatment for anal STIs, taking a proper sexual history within 
the limited time a health worker has the opportunity to 
spend with each client, and addressing behaviours that make 
LGBTI people vulnerable to HIV.

Although LGBTIs (especially MSM) are being included 

in Operational Guidelines, such as the Key Populations 
Operational Guidelines on HIV, STIs and TB, there are 
key gaps when it comes to the implementation of these 
recommendations. 

For example, currently there exists no national large-scale 
inclusive programme for lesbian, gay, bisexual, transgender 
or intersex people. The programmes which do exist are run in 
parallel structures and are run by a “select few implementing 
partners”, who – according to Nel – receive all the funding 
that is available, time and time again. This excludes smaller 
LGBTI community groups, who are not empowered and need 
capacity-building, training and funding. 

SANAC has not played a leadership role in addressing 
this, according to Nel. “There needs to be a structured 
development programme for LGBTI community groups. The 
capacity of these groups is often weak, but they are very 
connected to the community, which can facilitate delivering 
services to large areas.  

SANAC’S PROGRESS REPORT ON THE NSP continued

“...currently there exists no national large-scale inclusive 
programme for lesbian, gay, bisexual, transgender or 
intersex people. “
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“While there has been progress, the greatest 
barrier for sex workers in protecting themselves 
from GBV and HIV is that sex work is still 
criminalised.”

Im
ag

e:
 R

ob
er

t H
am

bl
in

NSP Review #12 201520

FEATURE

RESPONSE
SA’S A IDS



Sex Worker Sector
Interview with Sally Shackleton, Chairperson, SANAC Sex Worker Sector

On progress towards achieving Goal 4 of the NSP of ensuring a legal framework that protects human rights in 
order to support implementation’, the report states there has been demonstrated growth in programmes for key 
populations, including sex workers. 

“While there has been progress, the greatest barrier for 
sex workers in protecting themselves from gender-based 
violence and HIV is that sex work is still criminalised. Both 
NSPs have called for the decriminalisation of sex workers. 
We know that decriminalisation is protective for sex workers 
with regard to HIV— there is vigorous research which 
demonstrates this and all the normative international 
institutions such as the World Health Organisation and 
UNAIDS unequivocally advocate for the decriminalisation of 
sex workers. However, the report mentions nothing about 
decriminalisation of sex workers and what progress has 
been made towards this,” says Shackleton.

The report also comments that the rights of sex workers 
are being addressed. However, according to the Sex Worker 
Sector, this is not so in reality. Sex workers are continuously 
discriminated against, especially by the South African 
Police Service (SAPS) who arrest sex workers when they find 
condoms on them. 

“How are sex workers meant to protect themselves 
from HIV, when the police themselves are using prevention 
methods as a reason to arrest sex workers while working?” 
asks Shackleton. 

Although SANAC cannot address police abuse and 
decriminalisation on their own, as the coordinating 
advisory body to government on South Africa’s HIV and 
TB response, “SANAC should be taking a leadership role 
in making a strong evidence-based recommendation 
for the decriminalisation of sex workers and coordinate 

a public and multisectoral consultation to ensure that 
this recommendation can be a reality, which will result in 
a decrease in HIV prevalence amongst sex workers and 
consequentially their clients,” according to Shackleton.

The Sex Worker Sector also recommends that SANAC 
urgently call a high-level meeting – including ministers – 
with the police and the departments of Justice and Health 
to present the evidence on the benefits of decriminalising 
sex work, especially in relation to HIV. Police officers who 
discriminate against sex workers, must be dealt with 
authoritatively if South Africa wants to succeed in its HIV 
response regarding sex workers. 

Some strides have been made regarding sex workers 
and HIV. These include the establishment of a national 
programme of health and HIV services for sex workers 
within the public sector and an improvement in sex 
workers’ access to condoms. A number of human rights 
and sensitisation workshops have been held for healthcare 
workers and a national toll-free helpline for sex workers has 
been set up. However, implementation gaps still exist and 
there is a lack of formal recognition of sex workers’ rights to 
healthcare and HIV services. 

Although the report recognises the success of the 
National Strategic Plan for HIV Prevention, Care and 
Treatment for Sex Workers in addressing HIV in sex workers, 
the Sex Workers Sector points out that this plan has not yet 
been officially recognised and has created confusion among 
healthcare workers and programme staff. 

SANAC’S PROGRESS REPORT ON THE NSP continued

“We know that decriminalisation is protective for sex workers with 
regard to HIV – there is vigorous research which demonstrates this, 
and all the normative international institutions such as the World 
Health Organisation and UNAIDS unequivocally advocate for the 
decriminalisation of sex workers. However, the report mentions 
nothing about decriminalisation of sex workers and what progress has 
been made towards this.”
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The report and its findings demonstrate the 
importance of regularly monitoring and tracking 
the implementation of the NSP.
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SANAC CEO
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NSP Review sent SANAC a copy of the article, 
and offered them an opportunity to respond. 
This was their response. 

The South African National AIDS Council (SANAC) welcomes the dialogue and debate that has been 
generated by the first-ever progress report on the National Strategic Plan (NSP). SANAC hopes that the 
issues raised by this report will provide the impetus for a more inclusive response to the country’s HIV and TB 
epidemics.

The report and its findings demonstrate the importance of 
regularly monitoring and tracking the implementation of 
the NSP.

They also highlight that a critical component of the 
NSP is to ensure that human rights and access to justice 
are addressed within the HIV and TB response. In the first 
year of the NSP, a tangible agenda has been set, with 
specific attention being paid to addressing vulnerable key 
populations such as sex workers, men who have sex with 
men, and prison inmates.

However, the report notes that there may be a need 
for programmatic indicators relating to key populations, 
and recommends that SANAC should work with relevant 
stakeholders and propose amendments to indicator 
definitions and targets.

The SANAC Secretariat has re-established a Technical 
Working Group on Sex Workers to address the issues 
raised, including improving the National Sex Worker 
implementation plan; clarifying the status of the national 
programme, and laying out a roadmap of legal reforms.  

The Secretariat will also formally table the national sex 
worker programme to SANAC and government.

In addition, the report points out some of the challenges 
and areas requiring further attention in the HIV response. 
Although there has been a four-fold increase in the use 
of ART during breastfeeding, modelling suggests that 
postnatal transmission during breastfeeding may still 
be high. Meanwhile, the target of keeping 94 percent of 
patients on treatment is not being met; and the quality of 
services will have to be addressed to reach a higher rate of 
retention of patients in care.

“One of the reasons we have monitoring and evaluation 
is so that we have precise feedback from stakeholders 
about how well South Africa and SANAC are doing with 
the full implementation of the National Strategic Plan. The 
honest and thoughtful feedback provided by the sector 
leaders is important to us at the Secretariat, as it helps us 
to improve our response and to advise government about 
what is working and what is not,” said SANAC CEO Dr 
Fareed Abdullah. •
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Conditions at Dihlabeng hospital 
in Bethlehem are dire.

Protestors outside the Bloemfontein 
Magistrates Court at an appearance of the 
Community Health Workers
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Free State: No end to the 
suffering and desperation
Lotti Rutter, Senior Researcher, Treatment Action Campaign 

In July, a ‘People’s Commission of Inquiry’ will take place to hear testimony to the severe and 
sometimes fatal challenges in accessing adequate healthcare in the Free State. Almost every day we 
receive reports from the province with details of unnecessary suffering and desperation. We hear about 
frightened patients waiting weeks, months or even many years for urgent medical care. We hear from 
exasperated health professionals, terrified to speak out publicly for fear of reprisal. We see patients 
turned away again and again, due to medicine shortages, or broken equipment necessary to save their 
lives. We witness hospitals and health facilities with no running water, toilets or electricity. We see the 
impact in impoverished communities of a hospital suspending almost all its services, and sending 
people as far as 100 kilometres away to another facility. 

An independent commission, headed by a panel of 
independent experts, will be brought together to hear 
these distressing and sometimes devastating testimonies, 
and others like them. A report will be published following 
the inquiry that documents the complaints and provides 
a clear and thorough set of recommendations for change. 
Government officials, including both Premier Ace 
Magashule and MEC of Health Benny Malakoane, have 
been invited to listen and respond to these truths. The 
Public Protector and the South African Human Rights 
Commission (SAHRC) are being engaged. Later this year 
the SAHRC will be holding a national hearing into the 
right to health care. The outcomes from this commission 
will be presented at these hearings in an effort to hold 
Government (the Minister and MECs) to account. Political 
parties, government departments, unions and the media 
have already shown strong interest. We call for written 
submissions* from interested and affected parties 
ahead of this incredibly important inquiry to help shape 
proceedings. 

What we know is that the Free State health system has 
virtually collapsed, and urgently requires a drastic and 
emergency response from the provincial government. Only 
serious commitment and political will can turn this situation 
around. Yet, as patients continue to suffer and even die, the 
Free State government continues to respond by denying 
that this crisis exists. Instead of taking the radical and 
urgent action needed to improve conditions, the provincial 
government victimises and blames those who speak out 
against them. The People’s Commission of Inquiry seeks to 
expose the truth. How did it get this far?

The crisis dates back to the early 2000s, when the 
government’s change in economic policy failed to recognise 
the inequity between different provinces. Provinces like the 
Free State did not receive the investment in infrastructure 
needed to meet social needs. In 2005 the vital roll-out 
of antiretroviral medicines (ARVs) only compounded 
the problem in the province. The lack of existing health 
infrastructure, low capacity and resources to deliver, 
and poor planning, contributed to the province 

Corruption, apathy and continued financial 
mismanagement have only worsened the situation; 
and today, the Free State faces the worst rate of life 
expectancy in the country, at just 50 years. 

HEALTH IN THE FREE STATE
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continuing to struggle to initiate patients onto ARVs quickly 
enough to meet the high demand, and treatment remained 
inaccessible for many. 

Eventually, in November 2008, as part of a series of 
cost-curtailment measures to deal with the province’s poor 
financial administration, a devastating moratorium on 
initiating new patients onto ARVs was ordered. Tragically, 
according to conservative estimates by the HIV Clinicians 
Society, at least 30 people died each day during the period 
of ineffective ARV scale-up, as healthcare providers were 
forced to turn away patients who looked to them as their 
last hope in life.

Corruption, apathy and continued financial 
mismanagement have only worsened the situation; and 
today, the Free State faces the worst rate of life expectancy 
in the country, at just 50 years. There are more stock 
outs of essential medicines and supplies than any other 
province, with hundreds of medicines in short supply. 
“We often experience shortages of HIV testing kits, 
gloves, needles, and other equipment,” report community 
healthcare workers (CHWs). “Many hospitals teeter on the 
brink of collapse, barely managing on minimal doctors and 
nursing staff,” report whistle-blowers in an open letter** 
crying for help. 

In April last year, hundreds of CHWs in the province 
were dismissed without warning or cause. A peaceful 
night vigil was held in response as a desperate last resort 
to call for their jobs back, and to protest the dysfunction 
in the province’s healthcare system. However, instead of 
receiving a reasonable response from the authorities, the 
group of mainly elderly women was bundled into the 
back of police vans and locked up in cold cells for 36 
hours. “Why were we fired? I do not know,” states Mokhitli 
Mokhehle, one of those arrested, who is now struggling to 
survive without an income.

The majority of the CHWs are unemployed and have 
little or no money. Most of them are women with families, 
and many are elderly. The CHWs spent many years receiving 
little and irregular pay, and enduring undignified conditions 

of employment, in order to serve some of South Africa’s 
poorest and most vulnerable communities. A year after 
being arrested, they will face trial in July. The trial will cost 
the taxpayer hundreds of thousands of Rands, aside from 
the wasted time of police witnesses, the public prosecutor, 
the magistrate, and court officials in the Free State – money 
that could have funded the critical work of countless CHWs 
instead.

The reality for the HIV response is that the ARV 
programme depends on the CHWs to function. “A friend 
of mine died last week, because of AIDS. She was on ARVs 
for a while, but died because there was no one to fetch the 
medication for her, said CHW Paulina Tsweu, during her last 
court appearance. 

The biggest ARV programme in the world needs the 
CHWs to deliver treatment to those unable to attend the 
clinic, to trace defaulters, to provide HIV counselling and 
support; even, in some cases, going above and beyond, in 
providing food to those without. They also need to support 
health workers, who face massive numbers of patients 
in clinics and hospitals. The national Minister of Health 
has stressed that he has little power to intervene in the 
province; yet the programme is at threat – a threat that 
returns us to the days of the ARV moratorium, when those 
who couldn’t access treatment died. 

For years the Treatment Action Campaign and other 
partners have attempted to engage both Magashule 
and Malakoane, who continue to deny the evidence and 
victimise doctors, nurses and activists who speak out. The 
state of the province’s healthcare system can never improve 
under the leadership of Malakoane, who lacks the ability 
and desire to make the changes. We won’t rest until all 
people in the Free State are able to access quality, dignified, 
and humane healthcare services, as required by South 
Africa’s Constitution. But don’t take my word for it – attend 
the People’s Commission of Inquiry, and hear it for yourself.

Fatshe ka Benny Malakoane!!! 
Pele to quality healthcare services!!

*For more information about the People’s Commission of Inquiry or to make a written submission, contact lotti.rutter@tac.org.za, or 081 
818 8493. Written submissions must be made by the end of Friday 19 June 2015. 

**An open letter from a group of anonymous doctors working in the Free State public health system was published in GroundUp on 27 
February 2015. It can be accessed here: groundup.org.za/features/freestatehealth/freestatehealth.html

HEALTH IN THE FREE STATE continued
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Government policy to address the Community 
Health Worker issue released
Violet Kaseke and Thuthukile Mbatha, SECTION27

As we have reported in the previous pages, one of the most contentious issues in the Free State is the 
employment of Community Health Workers (CHWs). The issue of proper employment and integration of CHWs 
has been discussed for many years, without resolution. On 24 April this year, the Department of Health published 
a new draft policy proposing to integrate CHWs into Ward-Based Primary Heath Care Teams. Below, we set out 
some of the core components of this policy.

The Municipal Ward-Based PHC Outreach Team (WBPHCOT) 
is based in PHC facilities and offers integrated services to 
households and individuals within its catchment area. The 
catchment area refers to Wards within Municipalities. The 
team provides primary health care to families/households; 
community outreach services; and preventative, promotive, 
curative, palliative and rehabilitative services.

COMPOSITION OF WARD-BASED PRIMARY 
HEALTHCARE OUTREACH TEAM
WBPHCOT will consist of an Outreach Team Leader (OTL 
Community Health Workers (CHWs) and Home-Based 
Carers (HBCs) at Municipal Ward level. Environmental 
Health Practitioners and Health Promoters will be available 

to support WBPHCOT at sub-district, district, or municipal 
level.

The size of the WBPHCOT team will be determined by the 
following factors: population density; geographic location; 
burden of disease in catchment population; and distance 
from Primary Healthcare facility. The greater the distance 
from the Primary Healthcare facility, the more time would be 
required for travel to and from the facility, resulting in more 
CHWs and HBCs required to serve the catchment population. 
If you would like more information, or would like to see 
the full policy, please contact Violet Kaseke at SECTION27 
kaseke@section27.org.za, or 011 356 4100.

The organogram below further explains the proposed 
structure of the Ward-Based PHC Outreach Teams. •
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NHLS crisis: Open letter to 
health minister
Honourable Minister Dr Aaron Motsoaledi,

We are writing this open letter to you as a group of people who share your deep concern for the quality 
of healthcare services in South Africa. As concerned parties, we dedicate our lives to ensuring that people 
receive these lifesaving services. As patients and Treatment Action Campaign members, our lives depend on 
these services.

As you know, the National Health Laboratory Service (NHLS) 
forms the bedrock of our public healthcare system. This is a 
world-class institution that has, over the years, been driven by 
many talented and committed people. In the many years we 
struggled for AIDS treatment, we did not have to worry about 
the testing side of the equation. We did not have to worry about 
viral load tests, TB tests or CD4 counts being done correctly and 
in a reasonable time. We worry that this is now changing.

For the last four years, the NHLS has been lurching from 
one financial crisis to another. We understand that the 
financial crisis is mainly due to KwaZulu-Natal and Gauteng 
withholding payment from the NHLS. We also understand that 
KwaZulu-Natal continues to do so. While we know that there 
are disputes about billing systems, we believe these to be 
red herrings. When people’s lives are at risk, you do not allow 
billing problems to drag on for four years.

Honourable Minister, we appreciate that you are changing 

the way that the NHLS is funded, and that you are attempting 
to sort out the financial mess of recent years. We are also 
aware that you intervened late last year to attempt a turn-
around in NHLS management. We do not doubt your good 
intentions. We sincerely hope that going forward, the NHLS’s 
finances will no longer threaten the viability of this essential 
service.

However, having watched the exodus of hundreds 
of skilled personnel from the NHLS, being aware of labs 
closing down temporarily, and hearing the serious concerns 
expressed by our colleagues who work in the NHLS, we 
remain very worried. Staff morale is at an all-time low, the 
Board chair and deputy-chair have left, and the executive is 
unstable, with an acting CEO. In addition, some of us have 
noticed a decline in the quality of testing services provided 
by the NHLS – which may or may not be indicative of a larger 
breakdown within the service. We hope not.

NSP REVIEW COMMENT

For years, the National Health Laboratory Service has been a gem – a national treasure 
that operated efficiently and professionally. However, for the past four years a deepening 
financial crisis at this institution has seen over 1 200 staff members leave, and little or no 
maintenance or infrastructure development taking place. More recently there has been 
an upheaval within the Board, with both the Chair Associate, Professor Gonda Perez, and 
the Deputy-Chair, Dr Fazel Randera, removed – reportedly by the Minister of Health. If this country wishes 
to respond effectively to our disease burden, we cannot let the NHLS continue to operate under this strain. 
We simply cannot afford to lose this treasure. In a desperate attempt to draw further attention to the plight 
of the NHLS, the Treatment Action Campaign, with the support of partners, has composed an open letter to 
the Minister. 

ALSO IN THIS ISSUE
Free State: Things fall apartSANAC releases its first NSP reportViral load: Time to connect the dots
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A looming disaster
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Honourable Minister, we believe that the only productive way forward is to be open with each other and to be guided 
by our common interest in a well-functioning NHLS. We have noted some of the statements you recently made on 
the Redi Tlabi show on Radio 702/CapeTalk. To this end, we request that you share with us the following information 
relating to the debt, and particularly the role of KwaZulu-Natal (KZN) and Gauteng therein:

1. Is it illegal in terms of the Public Finance Management 
Act for a province to delay payment beyond 30 days 
on a valid invoice, in the absence of a formal, legally-
compliant contesting by the province of that invoice?

2. KZN and Gauteng owe the NHLS more than R4 billion. 
What Rand-value of that R4 billion invoiced by the NHLS 
has been formally contested by either KZN or Gauteng in 
a legally compliant manner, as per 1 above? (As you are 
aware, the investigation by the Office of the Accountant 
General is not a legal part of contesting an invoice). 

3. Did you issue a formal letter to KZN in 2014 ordering 
them to pay the NHLS in accordance with the NHLS Act 
and according to the fee-for-service model?

4. If yes, is this being ignored by KZN?
5. Are the actions of KZN in not paying the NHLS according 

to the invoices issued to them illegal in terms of the 
Public Finance Management Act (PFMA) and the 
provisions of the NHLS Act, which empowers you as 
Minister to determine the fee level per test and the 
manner in which the NHLS must invoice provinces?

6. Looking into the next financial year – can you confirm 
that, despite your letter instructing KZN to pay on a fee 
for services basis, KZN have not budgeted sufficiently 
for the 2015/6 financial year in terms of procuring (and 
paying for) laboratory services from the NHLS?

7. Can you confirm that the current combined debt from 
non-payment by all provinces of the NHLS is in the 
region of R5 billion?

8. Can you confirm that the NHLS has had an unqualified 
audit for the last five years, and are thus considered by 
the Auditor General to be operating within the law, and 
according to globally acceptable accounting practices?

9. Is the NHLS obliged in terms of the PFMA to pay its Bills 
to creditors within 30 days?

10. Can you confirm that at the end of April the NHLS owed 
approximately R300 million to three suppliers alone, and 
that around half of this debt has been unpaid for more 
than 90 days after invoicing?

11. Can you confirm that the three companies who are owed 
in excess of R300 million are key suppliers enabling the 
NHLS to carry out TB and HIV Viral Load tests; and that if 
they refuse to offer a service going forward because of 
bad debt, that this could endanger the entire ARV and TB 
programme?

12. As of today, a) what is the number of NHLS suppliers that 
are owed money by the NHLS for more than 30 days, and 
b) what is the total amount owing to all creditors by the 
NHLS that has not been paid within the 30-day time limit 
determined by the PFMA?

13. Can you confirm that the main reason that the NHLS is 
not able to pay its debt is because KZN and Gauteng are 
not paying for services rendered?

Honourable Minister, we stand ready to play our part in ensuring 
that the NHLS functions as it is supposed to. The public interest 
and the Constitution of South Africa compel us to work together 
and to find solutions.

We would like to note that the breadth of the questions above 
is a reflection of the fact that we have been approached by many 
current and former employees of the NHLS, as well as academics, 
researchers, clinicians, suppliers, and health workers, who are 
extremely concerned – but have not agreed to being named, as 
they are fearful to speak out as they may be sanctioned or face 
resistance going forward.

We look forward to hearing from you.

Sincerely
Anele Yawa, General Secretary, Treatment Action Campaign
Dr Mzukisi Grootboom, Chairperson, South African Medical Association
Dr Gilles van Cutsem, Medical Coordinator, Doctors Without Borders (MSF), South Africa
Dr Godisamang Desmond Kegakilwe, Chairperson Rural Doctors Association of Southern Africa (RuDASA)
Professor Francois Venter, Department of Medicine, University of the Witwatersrand
Marije Versteeg, Director, Rural Health Advocacy Project
Dr Prinitha Pillay, Rural Health Advocacy Project
Dr Kevi Naidu, KwaZulu-Natal Provincial RuDASA Representative
Dr Tshilidzi Sadiki, Chairperson, Junior Doctors of South Africa
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A hand drawn poster in a clinic 
shows how people should get to a 
hospital. Among the suggestions 
for transportation of patients is “by 
wheelbarrow”. It’s an indictment 
on the state of emergency medical 
services in the province.

NSP REVIEW COMMENT

NSP Review notes the efforts made in certain provinces to improve the health system. In these provinces, 
MECs are often available, and their spokespeople are responsive. Sadly, in some of the provinces where 
health systems are under severe strain and part of the problem is the government and political leadership, 
spokespeople are unresponsive. Limpopo is one province where the leadership are making a concerted 
effort to fix the health system. We also note the appointment on 27 May of Dr Phophi Ramathuba as the new 
MEC for Health in Limpopo. We welcome her appointment, and we look forward to working in partnership 
with her. As the focus on Limpopo in this issue of the NSP Review will show, the province has a long way to 
go; and it is critical for all parties to work together.
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Limpopo: snakes in paradise 
Feature by Ufrieda Ho

An Eden like Limpopo should be more. The verdant lushness promises so much. But this is no paradise for 
thousands of the country’s most vulnerable people, who rely on free healthcare that just doesn’t deliver. 

Worse still, perhaps, is that as systems continue to fail, and 
increasingly to put lives in danger, the affected people remain 
silent. They fill up waiting rooms for long hours without protest. 
They sleep on benches to still the pain before they get to the 
front of a queue. They put up with toilets that probably haven’t 
been cleaned for weeks. They don’t question ‘out of order’ signs 
on equipment that should be saving their lives but that never 
changes as the months pass by. It is as if they believe that if 
something is free, it means they have to ‘take it or leave it’. 

Limpopo’s Department of Health has been under 
National Treasury administration for the past three years. 
It was one of five Limpopo departments in financial crisis 
and maladministration by 2011; Cabinet was forced to take 
this drastic measure at the end of 2011. Handovers from 
the national authorities back to the province’s five affected 
departments were completed by the end of March this year.

This year should signify a new phase for the province, but in 
many regards it is still in catch-up mode. 

Stock out of drugs in Limpopo does not often revolve 
around ARVs. The sustained efforts of the Treatment Action 
Campaign (TAC) have made them high profile and high 
priority. But other equally crucial medication for conditions 
such as TB and high blood pressure sometimes simply 
doesn’t make it to some of the outlying clinics, where people 
have patchy transport networks and little money to spend on 
taxis or to hire private cars. 

Many medical personnel are rude, indifferent or power-
drunk on the slightest authority. Nurses bark at patients 
and treat them with little dignity, walking in and out of their 
consultations and processing people like products on a factory 
conveyor belt. Those who do speak out against what is wrong, 
do so on condition of anonymity. At the same time it is fair to 
say they work with challenges that make it nearly impossible to 
deliver something that resembles a quality healthcare system. 

*Rhulani M has been a nurse for the last four years. She lets 
out a laugh when asked if her life and career at the small clinic 
in Giyani where she’s based is what she expected it to be.

“I knew there were going to be challenges, but not like this. 
Sometimes I don’t even have a Panado to give to a patient. I’m 
supposed to help people, not turn them away.

“I know when we have ARV stock outs, it means that I may 
only have enough for 20 people; and if you are number 21, 
then I have to tell you to try to come back tomorrow or the 
next day,” she says.

Her medicine cabinet is bare; but the queue waiting to see 
her and the other two nursing sisters on duty seems never-
ending. And, after a gruelling evening on night duty at the 
clinic, there’s not even the prospect of a hot bath, because 
there is no hot water in the modest house which serves as 
the night-duty nurses’ accommodation. 

Rhulani’s story is repeated as we travel throughout 
the province. Yet despite this dire staffing situation, the 
department wants to increase the number of 24-hour clinics. 
To the decision-makers in Polokwane, the province’s capital, 
this may seem like a proactive step; but unless systems are 
improved, resources bolstered, and more skilled staff are 
employed, the capacity to respond will be further diluted and 
more patients will be failed.

According to a statement sent by the Limpopo Department 
of Health to the TAC in April this year, the department has 
18 213 professional nurses and 1 102 medical doctors. This 
for a population of about 5 million in the province, of which 
at least between 4.5 and  4.8 million people are completely 
reliant on public healthcare. Many clinics never have a doctor 
visit, and patients are referred to the bigger clinics or to 
hospitals when a nurse deems it necessary.

Patients have to rely on private transport or on planned 
patient transport to get to hospitals; but that service too is 
dysfunctional.

Even at hospitals patients are faced with overcrowded 
wards, dirty linen, and a lack of equipment – from the basics, 
like surgical gloves, right through to dysfunctional operating 
theatre equipment.

The Department’s well-worn response to all of this – 
even in the new, post-national administration ‘baby-sitting’ 
phase – is to blame it on their service providers. It produces 
empty statements, like “We are addressing shortfalls through 
partnerships and appointments of new service providers”. 

Disillusioned patients, and the medical staff 
themselves, are deemed all the more voiceless because 
they find themselves in that familiar stranglehold of high 
unemployment, which limits their options. Stats SA’s data 
from June 2014 show that in the first quarter of that year, the 
province’s unemployment rate stood at a staggering 39.2 
percent. Patients and health workers fear that speaking out 
may cost them their jobs, pensions, social grants; or even 
the bad, but free, healthcare they receive. There are, indeed, 
many snakes that slither in this Eden. •
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“We are not at our desired destination yet; but 
we are excited, because we feel like we have 
turned a corner.”
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Macks Lesufi, head of 
communications for the Limpopo 
Department of Health has high hopes 
that things will start to improve now 
that the department has emerged 
from being under administration.
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The long road to recovery
There is a stack of boxes in Macks Lesufi’s office in College Street, Polokwane. 

The head of communications is proud of what’s inside: there 
are scales and blood pressure machines. They are donations 
from a private corporate donor. More than the value of the 
much-needed equipment, the donations signify a vote of 
confidence from the private sector in building relationships 
with a department that is in desperate need of resurrection. 

Alongside relationship-building, Lesufi highlights a few 
other key strategies as the department emerges from three 
years of being under national administration. 

Administration through National Treasury is a dramatic 
invention. It is meant to arrest the disease, stop the bleed and 
stabilise the department. At the same time, though, it did mean 
three years of no forward action. Posts were frozen and no new 
procurement took place. Furthermore, no maintenance took 
place – and there was no funding for nurses’ training or staff 
development. 

Lesufi is trying to focus on the positives, one month after the 
handover back to the provincial authorities. He is fully aware 
of the big job of catch-up that must be done, on a slim budget 
that – for this financial year – stands at R14.8 billion for the 
department. 

The big positive, he says, is that, for the first time, last year, 
they managed an “unqualified audit”, not one with disclaimers. 
He says: “It meant that we could say to the auditor general that 
‘we got R20 here, and this is how we spent it’. This was the first 
time.”

Lesufi says: “We have to concentrate on our core services, 
and set aside the non-core services, and stop illegally-funded 
transactions.

“We have learnt our lessons from the intervention of 
Cabinet, and we know that things were bad. By 2009, things 
were in sharp decline. Even in 2013, doctors were up in arms 
because they couldn’t function. We also still have unpatriotic 
public services who don’t want to serve. Additionally, there 
are 24 criminal cases against corrupt staff members which are 
now being dealt with in the courts. But we have to stabilise 
now, build our revenues and communicate and bring people 
together to hear what their interests and concerns are in health.”

Lesufi highlights five key priority areas in moving 
forward. To scale up the maintenance schedule for 
facilities; to scale up the clinics to become 24-hour 
operations; to ensure that EMS is functional; to develop 
the capacity of the two academic hospitals in the province; 
and finally, to strengthen the human-resource capacity to 
attract more doctors and nurses to the province.

Currently Lesufi says the Department of Health 
(including all staff ) is about 34 000 strong. There are 
44 hospitals in the provinces, 438 clinics, and 65 health 
centres. There are five private hospitals in the province. 

He says: “We have a population of five million people 
in the province, and about 4.5 to 4.8 million of the people 
rely on public health care. At the end of the day we have a 
duty – we have to drive the message of how human life is 
precious.”

The department will embark on an intensive health 
imbizo for the remainder of the year. MEC Ishmael 
Kgetjepe and the top leadership of the department 
will make spot visits to health centres throughout 
the province. A key focus will be to communicate the 
department’s plan for the financial year, and highlight 
focus areas in which communities can expect to see 
changes. Frequently, political changes and political 
appointments remain a challenge to building good 
working relationships; and to the continuity of established 
projects and programmes, and the retention and 
application of institutional knowledge.

“Through the imbizo we want to test that the message 
relating to the changes will get back to our clinics. We 
know that we can say to hospitals and clinics, ‘here is the 
ambulance we have bought’, but people will say, ‘yes, but 
there are problems with one, two, three…’, so we want to 
be able to hear about these things.”

Lesufi knows that the journey towards the recovery of 
the system will be long. As he puts it: “We are not at our 
desired destination yet; but we are excited, because we 
feel like we have turned a corner.” •

“We have a population of five million people in 
the province, and about 4.5 to 4.8 million of the 
people rely on public healthcare.”
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Sometimes it is antiretrovirals or chronic medicines 
they don’t have; more often, it is as simple as there 
not being painkillers or cough medicines.
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Bare cupboard mean that nurses don’t have much 
to dispense. Some days they don’t even have a few 
headache tablets. On other days all they can say, is 
to tell patients to come back on another day.
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The phone call  
that is a lifeline
There’s a Stop Stock Outs sticker on the back of the consulting-room door of a clinic outside of Giyani, 
in Limpopo. 

The sticker is a sad validation when the nursing staff 
fling open two cupboards that serve as their dispensary. 
In places, there are just labels where there should be 
medicines. They reel off what they don’t have enough of, 
what supplies are running low, and what they worry won’t 
arrive on time as the next round of patients arrive later on 
in the week. 

Sometimes it is antiretrovirals or chronic medicines they 
don’t have; more often, it is as simple as there not being 
painkillers or cough medicines. It’s also a case of sitting with 
a surplus of haemorrhoid creams when they need headache 
tablets. They can operate like this for weeks; things may 
run smoothly for a while, but all too often lapse back into a 
cycle of disruption and disorder.

The nurses shrug; they have cynical laughs when they 
talk about the conditions they work under. They don’t want 
to be named or for the clinic to be identified, because they 
fear speaking out openly. At the same time they feel their 
hands are tied, and they feel they aren’t taken seriously 
when they contact depots to find out about medicine 
deliveries that never reach them.

“What happens when we phone that Stop Stock Outs 
number, anyway?” a nurse asks, pointing to the sticker on 
the door. She disillusioned by so much, she doubts a phone 
call can change the fortunes of her patients or the clinic.

However, for many the Stop Stock Outs Project 
represents a lifeline. It was started back in 2013 by Médecins 
Sans Frontières (Doctors Without Borders), the Rural Health 
Advocacy Project, the Rural Doctors Association of Southern 
Africa, the SA HIV Clinician’s Society, SECTION27 and the 
TAC. The project deals primarily with shortages of ARVs 
and TB medication, but also monitors shortages of chronic 
medication. WHO 2013 estimates area that there are 450 
000 cases of active TB in South Africa, making South Africa 
one of the countries with the highest TB burden in the 
world. 

With the phone line, the idea is for patients and medical 
staff to phone, SMS, send a ‘Please call me’ or email a stock 
out problem to a national, centrally managed point. It 

means crowd-sourced information can be used to build a 
visual map of hotspots; and most importantly, to unblock 
bottlenecks to get medicines to patients. 

Bella Hwang of the Stop Stock Outs Project says that even 
though the system needs constant improving, she maintains, 
it’s a critical tool, and should be supported and more widely 
used. She says: “Once a stock out problem is logged, the clinic 
or hospital has two days to respond, then it gets escalated to 
senior people at district or provincial level. 

“The logged complaints allow us to escalate the 
problems, to follow-up and to approach the media if a stock 
out is not sorted out”.

In April, MSF and TAC worked on Stop Stock Outs training 
for community healthcare workers in Limpopo. Hwang says 
training is important to raise awareness about patients’ 
options when there are stock outs, to understand dosages if 
they are given different medication, and to empower them 
to ask doctors and nurses better questions when there are 
stock outs. She adds that the system has seen successes; 
most significantly, stock outs dropped from 50 percent in 
2013 to 29 percent in 2014 in the province.

For Sphiwe Mthembu, a Stop Stock Outs branch 
chairman for the Mopani district, the project is critical. He 
says: “When patients go home without their medicine, it 
means other problems will come when they get sicker.

“People must phone the number, because then we know 
where the stock outs are. We work hand in hand with the 
department, so it means we can keep pushing. If we don’t 
know where the problems are, we can’t push.” •

STOCK OUTS IN LIMPOPO

REPORT STOCK OUTS AND SHORTAGES:
• Send a Please Call Me, SMS or Phone 084 855 

STOP (7867)
• Send an email to report@stockouts.co.za  
• Go to stockouts.co.za/report
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“Every time it is ‘share, share’. Sometimes they 
can give you seven or maybe five tablets, and 
they say, ‘come tomorrow, come tomorrow’.” 
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Stock outs are a 
matter of life and 
death for patients 
like Phanuel 
Maluleke. 
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A life-or-death situation
A year ago Phanuel Maluleke was content with the world. His CD4 count was stable, and his fixed-dose 
combination ARV treatment was working well. Today, he’s worried he might die. 

Maluleke, who lives in Vyeboom in the Vhembe district in 
Giyani, was diagnosed HIV-positive in 2006, and has been 
on ARVs ever since. He tells how things went from good to 
life-threatening. 

Maluleke was initially identified for the 
Central Chronic Medicine Distribution and Dispensing 
(CCMDD) programme. It was good news – he was given a 
six-month supply of medicines, saving him time in long 
queues and trips to the clinic, and giving him greater 
control over managing his treatment.

After the first six months, he returned to the clinic to be 
re-examined. He was stable, and his next six-month supply 
was approved.

But that was when the wheels fell off, he says, speaking 
from his home on a warm autumn day. He was told by 
clinic nurses that there were not enough drugs to give him 
a six-month supply. Instead, he was given a one-month 
supply. 

That was just the beginning of his problems. After a few 
months of receiving one-month supplies, his medicine was 
further reduced to seven tablets; and then, on some visits, 
to just five tablets.

“Every time it is ‘share, share’. Sometimes they can 
give you seven or maybe five tablets, and they say, ‘come 
tomorrow, come tomorrow’,” says Maluleke.

For Constance Mphatudi, a Treatment Action Campaign 
branch organiser for the district, the situation is dire. 

“Every day I am preaching to people to take their ARVs, 
but there’s nothing we can do. Even when we phone the 
Stop Stock Outs number, it doesn’t help; they can only do 
so much.

“I know that some clinic sisters are even taking their 
private cars and driving to some other clinics to get maybe 
two boxes of drugs for people, but they have to share that 
with maybe 50 people. 

“One patient was telling me that if she went to buy 
her own pills, it would cost her R348; and she was crying, 
because she doesn’t have the money,” says Mphatudi.

Mphatudi, who makes regular visits to clinics in the 
region, knows that stock outs are an issue of human error 
and administrative bungling. She says that often the 
nurses’ hands are tied. She has witnessed nurses phoning 
again and again to request that their dispensary scripts 
be filled and being told by the Polokwane depot that the 
deliveries are on the way. However, they seldom arrive 

on time; and medicine cabinets remain bare. Sometimes, 
Mphatudi says, even basic painkillers are not available.

Mphatudi is also concerned that many people who are 
turned away simply do not return to try again. For many 
people it is just too expensive; and for those who are 
unwell, the journey of walking and waiting is too taxing.

“You maybe have to go there three or four times a 
month, and it’s R30 every time. Our clinics are failing – it’s 
not right,” she says. 

It’s desperate times for Maluleke. Stock outs means 
his health hangs in the balance. He also feels angry that 
despite being a model patient, who has adhered to his 
treatment properly, he is being punished. He knows on 
paper somewhere it looks like the CCMDD programme is 
working; but the reality for him is that it isn’t.

“I’m not feeling well. I’m worried that one time I will go 
back to the clinic and they will tell me they don’t have any 
medicines, and I’m going to die,” he says. •

Constance Mphatudi, a TAC branch organiser 
says she’s frustrated she tells patients to adhere 
to their treatment regimes but the government 
fails to provide the medicines.
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“I will keep on fighting, because we have 
something called the Constitution; and Section 
27 of the Constitution says we have a right 
to food, water, health care and social assistance.”
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There’s no stopping activist Doreen 
Ramaselele. Even a personal battle 
with cancer has not dimmed her 
resolve to keep fighting for quality 
healthcare for all citizens.
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Failed by surgery  
waiting list 
Doreen Ramaselele is a no-nonsense kind of activist who doesn’t easily take no for an answer. Even 
when her own cancer diagnosis threatened to strike her down, she soldiered on with her work. There’s 
no stopping her now, she says, because: “things are bad”.

Ramaselele’s own critical illness gave her a first-hand 
understanding into how inefficient bureaucracy, inferior 
treatment and poor service allows people to fall through 
the cracks, especially when they are at their weakest 
physically.

Ramaselele, who lives in the Modajikloof area in 
Limpopo, was diagnosed with cervical cancer in April last 
year. She was told she needed to be operated on as soon 
as possible.

“I went for a pap smear and they told me I was 
stage one. Every week I went to Kgapane Hospital, but 
every week they told me to come back next week,” says 
Ramaselele, who is the TAC branch organiser for the 
Kgapane and Tzaneen areas. 

Her condition deteriorated, and the pain started 
taking its toll. Her colleagues at the TAC offices in Tzaneen 
witnessed her rapid weight- and hair-loss, and remember 
that on some days, she was doubled over in pain as she 
walked. Still Ramaselele continued to work, supporting 
people living with HIV, keeping tabs on clinics, and making 
her voice heard. The TAC office had to force her to take sick 
leave.

TAC trainer Moses Mushe Makhomisani says: “One of 
the most painful things was that here was an activist who 
had fought for the rights of others, often being expelled 
from clinics and meetings because she refused to take 
nonsense; and now she was too weak to fight for herself.”

By December, her condition had taken a turn for the 
worse. 

“I was washing, and I saw things coming out of me. I 
had to call my sister to come look,” she says. 

Ramaselele made calls to a friend in Johannesburg, who 
got her an appointment at Charlotte Maxeke Hospital in 
Johannesburg. Her sister drove her to hospital, 430km away.

“I didn’t even wait. I had the surgery that same day, 
because it was very serious,” says the widowed mother of 
three boys. 

Ramaselele may be happy to have finally got the 
medical help that saved her life, but in the five months 
since her surgery, she’s heard of four other cases of women 
in Kgapane Hospital who died because they were turned 
away for surgery.

“I would have died. But they do nothing about this, 
even though we are losing mothers, those who are taking 
care of families,” she says. 

With her strength returning, Ramaselele is not about 
to rest. Out of ten, she rates health care in her community 
at one. Issues range from filthy toilets at clinics, to lack of 
privacy during consultations, to nursing sisters who treat 
patients rudely and impatiently. Stock outs of ordinary 
medicine like headache pills and cough medicines, and 
long queues of up to five or six hours, are common; 
and there are regularly no doctors to be seen, and no 
information provided when mobile clinics do not arrive as 
planned. 

She points out that ARV stock outs in the area have 
reduced since a TAC sit-in was staged at the local clinics 
back in 2013.

“I will keep on fighting, because we have something 
called the Constitution; and Section 27 of the Constitution 
says we have a right to food, water, health care and social 
assistance,” she says. •
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“It means they are not taking this matter 
seriously, even as people are dying as they 
wait for ambulances.” 
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A fleet of over a dozen ambulances and 
emergency services vehicles has been 
parked outside a private service centre 
workshop in Tzaneen for at least the last 
four years. This, while there’s a gross 
shortage of ambulances in the province. 
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Emergency resuscitation 
needed
For the first time in years, on paper at least, the beleaguered Limpopo Health department has 
something to celebrate: 110 new ambulances are to be purchased in the 2015/2016 financial year, and 
a new rescue helicopter has been earmarked for the province.

To date, the services of the ambulance fleet, and indeed of 
the 1 860 qualified paramedics employed in the province, 
have not filtered through to the people who need them 
most. In fact, the Emergency Medical Services (EMS) in 
Limpopo is one of the glaring failures in the department. 

For example, of the 50 new ambulances bought in 
the 2014/2015 financial year, only 23 are operating. The 
remaining 27 are currently “still in the process of being 
licensed” according to Department of Health spokesperson 
Matome Lebea. 

For this reason, the Treatment Action Campaign 
in Limpopo has made EMS in the province a central 
campaign this year. People are dying because of EMS 
failures, say Tzaneen management team members Jennifer 
Chabala and Moses Makhomisani.

In the course of its EMS campaign, which includes door-
to-door canvassing, TAC has collected numerous personal 
testimonies, which will comprise a series of affidavits that 
will be used to form a challenge against the provincial 
authorities. 

The challenge stems from consistent failures and 
repeated foot-dragging by the province.

A TAC memorandum sent to the Department of Health 
in November 2014 addressing EMS as an urgent issue 
only garnered a response in the middle of April this year 
– nearly six months later. It is clear the responses were 
worked on before the festive season, but were only sent 
out in April.

“It means they are not taking this matter seriously, even 
as people are dying as they wait for ambulances,” says 
Makhomisani.

Affidavits in the TAC’s possession all have the same 
thread: distressed families wait for a very long time when 
they phone ambulances services. Minutes turn into hours, 
and then all hope fades that they will receive any help at 
all. Many are forced to scramble to find a private vehicle, 
or to hire transport. Explanations and apologies are never 
forthcoming.

 Among the incriminating allegations in the affidavits 
are claims such as these: “We had to wait for a long time, 

six hours maybe, and when EMS arrived the driver was 
very angry and rude with us.”

And: “My niece was in labour and it was raining that day, 
and we waited for three hours for the ambulance, standing 
in the mud.”

Says Makhomisani: “The ambulance service is much 
more like a taxi service – you’re told that they will get to you 
when they’ve picked up another three people. They don’t 
treat it like an emergency,” 

The dire lack of resources is compounded by multiple 
systemic deficiencies, including the bad management of 
resources. Allegations abound of officials who fail to do 
their jobs effectively, of an ambulance despatch system 
that doesn’t optimise the spread of ambulances to where 
they’re needed most, of a fleet of ambulances with broken 
or missing life-saving equipment and a shortage of skilled 
paramedics. This is exacerbated by poor infrastructure, such 
as pot-holed roads which make it difficult for vehicles to 
travel.

The Limpopo Department of Health has acknowledged 
the shortage of ambulances, citing problems of operation 
with an old fleet, and delays in repairs of vehicles “due to 
poor service from a new service provider”. It claims that “the 
Department could not procure ambulances for three years 
between the 2010/2011 financial year till 2013/2014”. 

The Department is determinedly upbeat that the EMS 
will improve dramatically in the months ahead. Lebea says: 
“The challenges you have raised will become history.” 

Limpopo premier Chupa Mathabatha, speaking at the 
close of the province’s health summit in March this year, 
pledged to improve ambulance response times, to increase 
staff numbers, and to train and develop EMS personnel.

But this is not good enough: there are neither adequate 
specifics, nor proper timeframes. The government response 
fails to answer crucial questions, such as when the entire 
fleet of vehicles will be registered and operational; what the 
new despatch system will involve, to ensure ambulances 
reach their destinations promptly; and perhaps most 
importantly, what recourse citizens have when they are 
failed, and if heads will roll. 
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Tackling EMS in the Eastern Cape
The right not to be refused emergency medical treatment 
is laid out in section 27(3) of the Constitution, and is an 
immediately realisable right. This means that it is not 
subject to limitations, including resource limitations. The 
Department of Health is obliged constitutionally to prioritise 
emergency medical treatment in its planning and budgeting. 
Unfortunately, in many provinces, this does not appear to 
happen. The inadequacy of EMS systems is wide-ranging; 
occurs across the country; results in the loss of life, in 
ongoing sickness and sometimes disability, in the violation 
of the dignity of the elderly, the disabled, mothers, babies, 
children, and men; and in the violation of the right to equality 
of people who are denied the rights accorded to people who 
have the resources to rely on private healthcare services.

On 25 and 26 May 2015, the South African Human 
Rights Commission held a hearing into EMS in the Eastern 
Cape. The EMS Hearing was quite unlike the normal 
consultation and other processes attended by government 
officials and community members. It was preceded by mass 
meetings in four particularly affected communities, in which 

attendees spoke about EMS problems in their areas and 
elected representatives to attend the Hearing. The Hearing 
itself had the feel of a truth and reconciliation commission, 
with old women, young men, chiefs and grief-stricken 
family members standing up and talking publicly about the 
tragedies they have witnessed when an ambulance fails 
to arrive or arrives hours after it was called.  Government 
officials from the Department of Health, Provincial Treasury, 
and Planning and Roads presented their plans and answered 
questions. There was nowhere to hide.

The Human Rights Commission will publish a report on the 
Hearing in the next few months. In the report, the Commission 
will make findings and recommendations for the improvement 
of the EMS system in the Eastern Cape. We look forward to the 
report, and to the implementation of its recommendations by 
the Eastern Cape Department of Health. We cannot allow the 
Department to continue to fail in its obligations to healthcare 
service users in their hour of most desperate need; and the 
EMS Hearing and report are a step in the right direction.  
– Sasha Stevenson, SECTION27 •

EMS

Long road to health in the Eastern Cape.
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A Mother’s Death: 
Unresolved and 
Unexplained
Friends remember how Mphephu Mavutana 
collapsed and later died on the midsummer day of 
December 1 last year.

They recall how the 64-year-old woman appeared to be as 
fit as ever as she walked in the streets, greeted people, and 
jokingly asked for lucky numbers for her regular gambling 
bet with the “‘ma-china’, the local fahfee man in the village of 
Mariveni, outside Tzaneen.

A few hours later she made her way to her son’s home in 
the same village for a visit. While working in his garden, she 
suddenly collapsed and lost consciousness.

Her daughter, Orpa Mavutana, with whom Mphephu lived 
in another section of the village, received a panicked phone 
call from her family. They told her they had already called the 
ambulance services, and had been assured an ambulance 
would be on its way. Orpa rushed to her brother’s home to be 
with her mother.

“My mother was just lying there, and we kept calling the 
ambulance,” Orpa remembers. 

Two hours passed, and the ambulance still hadn’t arrived. 
The desperate family managed to arrange for a car, and they 
drove Mphephu to the Mariveni Clinic. But Mphephu was 
declared dead on arrival.

“I’m sad and angry. Maybe if the ambulance had come on 
time, my mother would have had a chance,” says Orpa.

The family say no post-mortem was conducted, and 
they do not know the actual cause of her death. The death 
certificate bears the umbrella phrase of  “natural causes”. Four 
months later, the family has not had an explanation, apology, 
or even a conversation about why the ambulance service 
failed Mphephu Mavutana and her family. 

Orpa and her family have not taken up these issues with 
the clinic, the emergency services or the Department of 
Health, because they believe it would be pointless.

 “I have to accept that she is gone, but we don’t know 
what happened to her and why she died. She wasn’t on any 
medicine, and she never complained about being sick or 
anything.

“I miss her a lot. The vegetables she planted in 
this garden were growing so nicely. She really 
looked after them … but now that my mother’s 
gone, there’s nothing,” says Orpa. 

Orpa Mavutana holds a tablet that has a photo of 
her mother, Mphephu Mavutana. Her mother died 
while waiting for an ambulance to arrive.

EMS
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Anna Chauke was a home-based 
caregiver to her relative and friend 
Anna Maluleke. She watched as 
her friend died, as they waited for 
an ambulance to take her from the 
clinic to hospital.

“She was fine the day before. We were talking 
and laughing.“
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Healthcare system  
fails sis Anna
The midday April sun pushes up the mercury, but 
Please Baloyi is wrapped in a puffer jacket, squinting 
against the sharp rays that seek out his front yard. He 
manages a friendly greeting, but his smile is fleeting.

Baloyi’s health hasn’t been good; his voice is raspy, and he 
speaks slowly. He’s in mourning, too. He has been a widower 
for only five weeks. On 5 March his wife, Anna Maluleke, 
became another victim of a healthcare system that is failing 
residents of Limpopo province. 

Baloyi says he wants to talk about what happened that 
day, because he’s hurt and angry that his wife died without 
adequate medical help. Her death and the reasons for it 
have been marked by apathy, lack of communication and 
information, and very little common decency or dignity. 

Both Baloyi and his wife had been undergoing 
antiretroviral treatment and were receiving home visits from 
their care worker Anna Chauke, who is also a family friend. 

“She was weak, she was not talking, and she was very still,” 
he remembers of the day she became ill. When he found his 
wife in that state that morning, he turned first to Chauke, 
asking her to come over and see if she could help. 

Chauke had been with the family the day before, and 
couldn’t believe what she was hearing.

“She was fine the day before. We were talking and 
laughing. She was sick, but she dressed herself and was 
eating by herself,” Chauke remembers.

When Chauke heard how serious Maluleke’s condition 
was, she told Baloyi it would be best to get her to the clinic 
immediately. However, she pointed out that only one 
ambulance, based at Nkensani Hospital, serviced their entire 
district in Giyani. She said they would be better off finding 
a private car to take Maluleke to the clinic. The family found 
their way to the clinic, where they met up with Chauke.

 “We rushed into the clinic, and the nursing sisters were 
having a meeting. The had to cancel their meeting to try to 
help Sis Anna, but the oxygen they gave her wasn’t working, 
and the nursing sisters said they had been complaining 

for weeks that the oxygen supply system was broken,” says 
Chauke.

She continues: “The nurses kept calling for an ambulance, 
every 30 minutes, and they were told that there were still 
three other people waiting. They put Sis Anna on a drip, but 
by the time they put a second drip on, she was not there 
anymore. I could see that her nails were going black. Then, at 
just past 1pm, she died.”

The ambulance never arrived. Nearly five hours had 
passed from when the first call was made.

Chauke says: “I feel sad. Maybe if the ambulance had 
arrived early, Sis Anna would still be here.”

Baloyi says that although his wife, like him, was ill, she 
took care of him and of her two teenage sons. Now, he says: 
“I’m all alone.” •

Widower Please Baloyi says he’s been left all alone 
after his wife died. The saddest part is not knowing 
if she would have had survived if the ambulance 
had arrived timeously.

“The nurses kept calling for an ambulance, every 30 minutes, and they were 
told that there were still three other people waiting. They put Sis Anna on a 
drip, but by the time they put a second drip on, she was not there anymore. 
I could see that her nails were going black. Then, at just past 1pm, she died.”

EMS
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“Sometimes we wait till 10 o’clock, but they 
tell you that if you’re not there at 4am, they will 
leave without you.”
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A mother makes enormous 
sacrifices to get medication for her 
HIV positive child. 
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Circles of sacrifice
HIV can be unforgiving; but a health-care system that fails its most vulnerable represents a particular 
kind of cruelty. This is how it is for Giyani local *Grace M and her family.

Grace was diagnosed HIV-positive in 2009, when she 
fell pregnant for the third time. The diagnosis saved her 
unborn baby, and got Grace started on her ARV treatment. 
But it also answered the terrible questions about her 
middle child; such as why the boy had not met his 
development milestones, and was frequently ill and weak. 
*Samuel, born in 2002, was also diagnosed HIV-positive.

“When he was a baby he had diarrhoea regularly, and 
he was always in and out of the clinic,” she says. Nobody 
thought to test him for HIV. There were also no national 
guidelines at that time. 

There was more devastating news for the family three 
years later, when Samuel’s granny was also infected with 
HIV. Grace frequently left her children in her mother’s care 
while working in Johannesburg. 

Much of Grace’s life now revolves around doctors’ visits 
for her and her son. She’s shunted from clinic to clinic, and 
to the provincial hospital every month. As an unemployed 
woman, she relies on her siblings for transport money, and 
on planned patient transport that she says is patchy at 
best. 

While Grace picks up her ARVs at the local clinic, 
Samuel’s medicines are dispensed from Nkensani hospital. 
It is a R42 round trip each for the mother and son. Samuel 
also has a skin condition that needs a treatment cream 
not available at their local clinic or at Nkensani Hospital. 
These meds are available only from Polokwane Hospital. 
This means that Grace makes a monthly trip to Polokwane 
to fetch the medicines; and every six months, she has to 
return with Samuel for a consultation.

For Grace, that trip to the hospital begins a day before 
she even sets foot in the province’s capital. 

She leaves home at around 8am and begins her trip to 
Nkensani Hospital to start making bookings and to wait. 
She takes her own food, clothes and blankets, because she 
has to spend the night on the outpatient benches. Planned 
patient transport from Nkensani Hospital is scheduled to 
leave before dawn.

“Sometimes we wait till 10 o’clock, but they tell you that 
if you’re not there at 4am they will leave without you,” she 
says.

Once she’s picked up Samuel’s medicines at Polokwane 
Hospital, it’s another long wait for the return trip to 
Nkensani Hospital and back home by taxi.

“One time they were able to drop the medicines at 
Nkensani, but when I tried again they took Samuel’s card 
and didn’t come back with the cream. Then they just kept 
telling me to come back. I can’t keep on doing that. It’s 
better that I just go to Polokwane,” she says.

This is the sacrifice she makes for her child; but it 
frustrates her that such a small administrative hurdle 
cannot be overcome. She’ll carry on, because she knows 
there are tougher days ahead now that Samuel is a 
teenager and will have many more questions. 

Grace recalls how her beloved son was teased at school 
when he was 11. A child told him he had HIV, and he came 
home in tears. She dried his tears and told him not to take 
the taunting to heart. All the time, though, she knows more 
tears are going to fall; and more sacrifices will have to be 
made. •

This is the sacrifice she makes for her child; but it frustrates her 

that such a small administrative hurdle cannot be overcome.
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“We know that door-to-door campaigns are the 
best way to reach the people.”
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The lifeblood of activism comes 
from people on the ground. Here the 
team from  just outside of Tzaneen 
compare notes after completed a 
door to door campaign.
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Volunteers fighting the 
good fight
When the 10-year milestone of state-supplied ARV treatment was celebrated last year, some people 
assumed it marked the end of the fight, and that it signalled that all was good with the world. Sadly, 
this is not the case.

Far from the headlines and debates, there are throngs of 
volunteers who know that winning the fight for free ARVs 
remains one of many challenges towards making the right 
to quality health care a reality. 

Sphiwe Mthembu, branch chairman for the Stop Stock 
Out Project in the Mopani district, knows that work on the 
ground is where relationships are built, where small fires 
can be put out before they spread, and where information 
relating to the harsh realities of failing systems can be 
gathered and used to strengthen the fight for better 
healthcare.

Working in the Letsitele area, about half an hour’s drive 
from Tzaneen, Mthembu understands the drug stock out 
problems that plague the clinics.

“We have stock out, but it’s not because there aren’t 
medicines or transport to get the medicines here. It is 
because of human error,” he says.

Mthembu believes the bottlenecks lie with the depots, 
from which deliveries are just not made to outlying 
areas. This results in shortages; not just of ARVs, but of all 
general supplies and basic medicines.

Despite the problems, Mthembu – along with Francinah 
Chauke, TAC branch officer, and their community volunteers 
of about 30 people – keeps on working for change. 

“We know that door-to-door campaigns are the best 
way to reach the people,” says Mthembu.

One of the area’s most recent campaigns has focused 
on domestic violence and TB. Other campaigns in the past 
have been on alcohol abuse and drug adherence.

Says Chauke: “Our members report back to us where 
they see problems. Like, maybe someone won’t come to 
the door, or they say they’re not interested in going to the 
hospital. Then we can go back there and try to find out 
what the problem is, talk to that person and help them.”

She adds that because they work to develop good 
relationships with nursing staff, not just taking an 
adversarial role, they are able to bring critical cases to the 
attention of medical staff and get them to respond. 

Volunteers make up a wide-cast net that catches the 
problems that could otherwise be missed. They also bring 
about the simple human contact which is so crucial in the 
ongoing battle. •

Despite the problems, Mthembu – along 
with Francinah Chauke, TAC branch officer, 
and their community volunteers of about 30 
people – keeps on working for change. 
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HIV, STIs and pregnancy are significant 
dangers; but they are not the only possible 
consequences of sex.
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OPINION

Condoms in schools
Tim Fish Hodgson, SECTION27 Researcher

Recently, the Department of Basic Education (DBE) published a second draft of a national policy on the 
management of HIV, sexually transmitted diseases and TB in schools. Unfortunately, the initial reaction 
of the media to the policy was sensationalised and inaccurate. This sensational approach sidelines 
much-need rational debate over this long-overdue policy, which DBE spokesperson Elijah Mhlanga has 
correctly described as “a matter of life and death”.

The draft DBE policy on HIV, STIs 
and TB: what does it say?
The policy seeks to provide a comprehensive plan of action 
for government departments, schools and school governing 
bodies in combating HIV, STIs and TB. In order to achieve 
this, the policy contemplates the expansion, roll-out and 
improvement of existing policy. 

First, it contemplates a holistic sex-education programme 
which will provide “[a]ccurate, age-appropriate and 
comprehensive information and materials on HIV and STIs” 
to all learners, educators, support staff and department 
and government officials. This comprehensive programme 
includes information on sexual and reproductive health 
services; but also on gender, sex, sexuality and sexual 
orientation more generally. In reality, this crucial content 
is largely absent from the lessons presently taught by 
underequipped teachers in the much-criticised Life 
Orientation subject at schools.

Second, the policy then seeks to back up this improved 
flow of information to schools and “provide a positive 
and supportive environment” in which “treatment, care, 
counselling and support” are made available at schools. 
In line with the Department of Health’s Integrated School 
Health Policy, the DBE policy contemplates a “holistic 
package of care and support, particularly for the most 
vulnerable learners” to be provided by “school health teams”. 
Consistently with the government’s National Strategic Plan 
on HIV, STIs and TB 2012-2016 – which aims to increase 
male condom distribution from 492 million (2010/11) to 
1 billion (2016), and female condom distribution from 5.1 
million (2010/11) to 25 million (2016), in part by introducing 
condoms to “non-traditional outlets” – the DBE policy 
intends to make condoms easily and discreetly available to 
all learners in schools.

Why is this policy necessary?

Studies repeatedly indicate that school learners who 
are presently having sex are doing so without either the 
information on sexual and reproductive health required 
to do so safely, or the means of acting on this knowledge 
to protect themselves from risks associated with sexual 
activity such as pregnancy and the transmission of HIV 
and STIs. We cannot afford to pretend that children in 
schools are not having sex. In a judgment about a law 
which criminalised consensual sexual activity of teenagers 
as innocent as kissing, the Constitutional Court recently 
noted that “the majority of South African adolescents 
between the ages of 12 and 16 years are engaging in a 
variety of sexual behaviours as they begin to explore their 
sexuality”. Earlier this year it was reported in Parliament 
that 717 primary school and 20 116 high-school learners 
fell pregnant in 2014 alone. Almost a third of new HIV 
infections in sub-Saharan Africa occur in young women 
between the age of 15 and 24. At the same time, studies 
show a dramatic decline in condom usage, coupled with 
low knowledge about HIV among young people.

More broadly, although children should not be 
encouraged to have sex without all the information 
required to make responsible, healthy and mature choices, 
there is a danger in continuing to stigmatise the sexual 
development of young people. HIV, STIs and pregnancy 
are significant dangers, but they are not the only possible 
consequences of sex. 

In the judgment mentioned above, the Constitutional 
Court accepted expert evidence indicating that “it is 
not unusual or necessarily unhealthy and harmful for 
adolescents to engage in sexual behaviours as they begin 
to learn about their sexuality and become more mature 
in several life domains”.  The Court struck down 
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this law as an unconstitutional violation of children’s 
dignity, privacy and bodily integrity, indicating that it 
impeded and stigmatised healthy adolescent behaviour 
and reduced children’s comfort in speaking to teachers 
and parents about sex to the detriment of their health and 
development.

The DBE’s constitutional 
obligation to learners
Many children in South Africa, for whom access to condoms 
currently means a trip to a far off clinic or hospital during 
school hours, may not have discreet and consistent access 
to condoms at present. Condom-usage is a proven method 
of guarding against HIV and STI transmission. Access to 
condoms alongside comprehensive sex education is likely 
to increase condom usage among young people, which is 
worryingly on the decline.

The South African Constitution places an obligation on 
the state to take proactive reasonable, evidence-based 
measures to prevent the transmission of HIV in order to 
protect and fulfil our rights to life, dignity, bodily integrity 
and access to healthcare services for children. To be 
lawful, therefore, all laws and policies must be capable of 
protecting people from the transmission of HIV. As perhaps 
the single most effective evidence-supported measure to 
prevent the transmission of HIV, as SECTION27 has argued, 
these rights must therefore be understood to entail a right 
to access to condoms and to the information about how 
and why they should be used.

But the Constitution does not only place obligations 
on the Department of Basic Education in this regard. It 
reminds us that “[a] child’s best interests are of paramount 
importance in every matter concerning the child.” There is 
a therefore a moral and constitutional obligation on all of 
us to look out for the best interests of children, even when 
they conflict with our considered and deeply-held views. 
The challenge is for parents, educators and members of 
School Governing Bodies to acknowledge the severity of 
the problem, and place children’s health, safety and dignity 
at the centre of an evidence-based debate on the DBE’s 
policy on HIV, STIs and TB.

The need for meaningful debate 
and discussion about the DBE’s 
policy

Supporting access to condoms does not necessarily mean 
encouraging children to have sex. What it does mean is 

accepting that if and when children do have sex, they 
should be armed with full knowledge and understanding 
of the risks involved, and the means to protect themselves 
from at least some of the more serious health-related 
consequences. 

In a participatory constitutional democracy, lively 
debate about the merits of government policy is critical. 
These debates benefit from a diversity of views and 
opinions, but must be informed by available evidence and 
the Constitution’s commitment to a rights-based approach 
to law and policy-making.

A comprehensive report of the Human Sciences 
Research Council published in 2014 shows that the 
prevalence of HIV increased from 10.6% in 2008 to 12.2% 
in 2012. That means that an estimated 6.4 million people 
were living with HIV/AIDS. Significantly, for the same 
period, condom use for people between the ages of 18 
and 24 decreased dramatically, from 85.2% to 67.5%. There 
were an estimated 469 000 new infections in South Africa 
in 2012. In 2013, over 250 000 people died of AIDS-related 
illnesses in South Africa alone. 

We are losing the battle against HIV. The DBE requires 
our assistance in grappling with the crucial question 
of making condoms available in schools, alongside 
comprehensive information on sexual and reproductive 
health services and rights. Policy measures which may 
appear to some to be drastic may well be required if 
we are to turn this tide. We owe it to our children and 
the children of the future to set aside our ideological 
inclinations, and at the very least to participate in a calm 
and rational debate about the merits of the DBE’s policy 
on HIV and TB.  Whatever the result of this debate, we can 
all agree that engaging in it maturely and responsibly will 
set the kind of example we want for our children. As the 
Constitutional Court reminded us in S v M:

“Individually and collectively all children have the right 
to express themselves as independent social beings, 
to have their own laughter as well as sorrow, to play, 
imagine and explore in their own way, to themselves 
get to understand their bodies, minds and emotions, 
and above all to learn as they grow how they should 
conduct themselves and make choices in the wide social 
and moral world of adulthood. And foundational to the 
enjoyment of the right to childhood is the promotion 
of the right as far as possible to live in a secure and 
nurturing environment free from violence, fear, want and 
avoidable trauma.”

It is with this goal firmly in mind and evidence at hand that 
we need to assist the DBE as it continues to grapple with 
the shape of its policy, which is not aimed at preventing 
our children from living full and healthy lives. •
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Smoking and life 
expectancy in 
people with HIV
A study published in January in the journal AIDS 
bolstered the view that HIV-positive people in 
developed countries who smoke lose more life-
years to smoking than they do to HIV. The findings 
suggest that smoking is worse for an HIV-positive 
person’s life expectancy than is appropriately-
treated HIV.

The researchers tracked a total of 17 995 HIV-positive people 
in European and North American cohorts for a total of 79 760 
person-years. They calculated that among 35-year-old HIV-
infected men, the loss of life-years associated with smoking 
was 7.9 years, while for HIV it was 5.9 (with narrow confidence 
intervals in both cases).

“Well-treated HIV-infected individuals may lose more 
life-years through smoking than through HIV. Excess 
mortality associated with smoking increases markedly with 
age. Therefore, increases in smoking-related mortality can 
be expected as the treated HIV-infected population ages. 
Interventions for smoking cessation should be prioritised,” 
the study concluded.

No similar studies have been done to establish whether 
smoking has the same impact on the life expectancy of 
HIV-positive people in developing countries. It is possible 
that factors such as delayed treatment initiation and the high 
prevalence of diseases such as tuberculosis (TB) might make 
the effect of smoking on life expectancy less pronounced. 

Further research in this area must be a high priority for the 
AIDS response in South Africa.

Big changes to 
WHO essential 
medicines list
In May, the WHO published its updated Model List of 
Essential Medicines (EML). The EML is considered an 
authoritative source on which medicines countries 
should put on their national essential medicines lists. 
It is updated every two years.

The new WHO EML contains a number of high-priced 
medicines that are still under patent – a move which sends a 
clear message that countries need to find ways of reducing 
the prices of these medicines and making them available 
to people who need them. “When new, effective medicines 
emerge to safely treat serious and widespread diseases, it 
is vital to ensure that everyone who needs them can obtain 
them,” said WHO Director General Dr Margaret Chan in a WHO 
press release.  “Placing them on the WHO Essential Medicines 
List is a first step in that direction.”

Of particular relevance to South Africa was the addition of 
the medicines bedaquiline, delamanid and linezolid for the 
treatment of multi-drug-resistant tuberculosis (MDR-TB). The 
committee did however provide the usual qualification with 
these medicines, stating that “the Committee supports the 
use of these medicines recommended  in WHO guidelines, 

SCIENCE AND MEDICINE
A new regular column by Marcus Low, Head of Policy Communication and Research at the 
Treatment Action Campaign, and NSP Review Science Editor.
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with careful selection of patients, close monitoring to control 
adverse events, and active pharmacovigilance.” 

The most notable addition to the EML in relation to 
antiretrovirals for the treatment of HIV was the addition of 
the protease inhibitor darunavir.

The list also contains a number of new cancer medicines 
(trastuzumab, imatinib, and rituximab) and some of the 
recent breakthrough treatments for hepatitis C. The addition 
of the controversially priced, directly-acting antiviral hepatitis 
C medicine sofosbuvir (made by the pharmaceutical 
company Gilead) is particularly important. Currently this 
medicine sells for US$84 000 for a 12-week treatment course 
in the United States. Lower prices are available in other 
countries, but it remains unclear when this medicine will 
become available to the millions of people who need it 
across the globe.

Entecavir and tenofovir were added to the list for the 
treatment of hepatitis B. Access to entecavir remains limited 
in South Africa due to the high price of the medicine here. 
While the original patent on entecavir expired in 2011, the 
pharmaceutical company Bristol-Myers Squibb holds a 
number of secondary patents that prevent the importation of 
low-cost generic versions of entecavir from India.

LATE BREAKER

Start HIV treatment 
sooner, study shows
It’s important to start treating people with HIV sooner 
rather than later, according to the findings of a large 
clinical study which could change treatment in many 
countries – including South Africa.

The findings of the Strategic Timing of Antiretroviral Treatment 
(START) study are of huge importance to public health.

Currently, in South Africa and many other countries, people 
with HIV have a regular test called a CD4 count. CD4 cells are a 
vital component of the immune system fight against infection. 
When the CD4 counts of people with HIV drop to below 350 
(cells per cubic millimetre), they are offered antiretroviral 
treatment (adults with HIV are also offered treatment if they 
are pregnant or get an AIDS illness or tuberculosis, irrespective 
of their CD4 count). It has been known for several years that 
waiting for the CD4 count to drop much lower than 350, say to 
250, puts people at greater risk of AIDS or death.

Recently, following a change in World Health Organisation 
guidelines, South African Minister of Health Aaron Motsoaledi 
ruled that treatment should be triggered at a CD4 count of 
500. But until now there has been no definitive answer to 
the question of when to start treatment, at least from the 
perspective of patient health. There is however clear evidence 
that people on antiretrovirals (and whose HIV has been 
suppressed in their blood) are unlikely to transmit HIV.

Nearly 4 700 adults with HIV from 35 countries are 
participating in START. All started the trial with CD4 counts 
above 500. About half the participants were randomly selected 
to start antiretrovirals immediately, and the rest deferred 
treatment until their CD4 counts reached 350. All patients 
know which part of the trial they are on, and participation is, of 
course, voluntary.

START was conceived in 2006. It began enrolling people 
in April 2009 and will end in December 2016. It was only 
expected to produce results by early 2017. However, a few 
days ago, the trial’s oversight board (known as the Data Safety 
Monitoring Board, or DSMB) examined the trial data, as they 
do regularly, and discovered that there were fewer cases of 
AIDS or death among patients who started treatment earlier. 
The difference was statistically significant, which means it is 
very unlikely to be due to chance. In fact there were 14 cases 
of AIDS or death among patients who were treated at once, 
versus 46 among those who started treatment later. Everyone 
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in the START study who has not yet started antiretrovirals will 
be offered them now.

The study will continue because it aims to answer several 
other questions dealing with how HIV affects the kidneys, 
lungs, bones, liver, heart and brain.

The main sponsor of the trial is the United States National 
Institutes of Health (NIH). One in five patients on the trial is in 
Africa, with the Desmond Tutu HIV Centre in Cape Town having 
the largest number of participants of any site worldwide. A 
third of the participants are in Europe and a quarter in South 
America and Mexico. There are also participants in the US, Asia 
and Australia. (Source: HIV I-Base)

The trial’s principal investigator, Professor Jim Neaton of 
the University of Minnesota in the United States, is quoted on 
the NIH statement announcing the trial results saying, “The 
definitive findings from a randomised trial like START are likely 
to influence how care is delivered to millions of HIV-positive 
individuals around the world.”

Professor Francois Venter, former president of the Southern 
African HIV Clinicians Society, who is also on the START DSMB, 
described the results as “amazing” and “unexpected”.

There has been much debate in the HIV world about 
when to start treatment, and this trial settles the question. 
Yet there had been opposition to the START study from some 
HIV researchers and activists, who were not convinced it was 
necessary; which prompted Venter to say, “Thank goodness for 
good science.”

A leading AIDS activist involved in the trial, Simon Collins, 
wrote in response to the news that it was “unsettling that 
not everyone supported the study, when all we were really 
asking for was good evidence. It was even unsettling to see 
how passionately some people objected to START. The results 
show exactly why the study was needed. Nobody thought that 
early treatment would reduce AIDS events at very high CD4 
counts. It is significant that most people who joined the study, 
stayed in the study. … So before going on to the many debates 
about the results, it is good to first pause for a moment to 
acknowledge the research team that drove this study, and the 
HIV-positive people, without which none of this would have 
been possible.”

In recent years, medical researchers, including Ben 
Goldacre, the author of the influential books Bad Science and 
Bad Pharma, have called for large clinical trials which answer 
straightforward questions of importance to public health. 
START is an example of such a trial. 

Nathan Geffen, Groundup, www.groundup.org.za/
article/massive-hiv-study-finds-start-treatment-
sooner_2980#sthash.NeeZRMeE.dpuf 

What do the START 
results mean 
for HIV-positive 
people?
On 27 May 2015, at least 18 months earlier than 
anyone expected, one of the largest ongoing HIV 
studies announced early results.

The news was given at a high-level press conference in 
Washington by Dr Antony Fauci, head of the US National 
Institute for Allergy and Immune Diseases (NIAID).

Together with the surprise timing, the results themselves 
were also not what anyone had predicted.

The press release was right to say that the results will 
change HIV treatment guidelines across the world.

WHAT IS THE STUDY, AND THE KEY RESULTS?
This is an international study called Strategic Timing of 
AntiRetroviral Treatment (START).

Since 2009, it has been studying the impact of early 
treatment. This involved either starting when subjects’ CD4 
count was still above 500, or waiting until it reached 350.

The excitement over the results is not just for doctors and 
researchers. The results are important for HIV positive people.

Main findings include:
• HIV treatment was safe for people starting HIV meds with 

a high CD4 count. Many people in START had a CD4 count 
above 800.

• Early treatment led to fewer serious AIDS-related illnesses, 
even at high CD4 counts.

• The biggest impact from early treatment was expected to 
be on illnesses such as heart, liver and kidney disease, and 
some non-AIDS cancers. The opposite was true. This is big 
news.

• The results were similar in in both low- and high-income 
countries. This should result in making HIV treatment more 
available in all countries.

Everyone in START will now have the chance to start early 
treatment, even at very high CD4 counts.

WHY ARE THE RESULTS SO EXCITING?
The START results are important is for at least three related 
reasons.
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Firstly, they will change the way HIV treatment is 
prescribed. For the last 30 years, most decisions to treat HIV 
have depended on the CD4 count dropping to a certain level. 
START should mean that the next step after an HIV diagnosis 
will now be treatment.

Secondly, the results show that the benefits of treatment 
and prevention overlap. Other studies have proven that 
treatment dramatically reduces HIV transmission. Now 
people using treatment as prevention (TasP) will know there 
are direct benefits for their own health, too.

Thirdly, this will make it easier to design programmes to 
end the AIDS epidemic.

WHO WAS ENROLLED IN START?
Any research study is really a story about real people, and 
the HIV-positive volunteers in START were interesting and 
diverse.

People were enrolled from 35 countries: from Europe, 
North and South America, Africa, Asia and Australia.

About half were gay men, and more than 1 in 4 were 
women. The average age was 36, but ranged from 18 to 81.

Everyone started with a CD4 count above 500, and the 
study followed people for an average of 3 years.

However, just as in the general population, people had 
other health issues.
• One third were current smokers.
• Half had one or more risks for heart disease.
• One in five had complications of high blood pressure.
The study included people with diabetes, hepatitis 
coinfection, people with alcohol and drug issues, and 
psychological problems including depression.

HOW MUCH BETTER WAS EARLY TREATMENT?
Because of the high CD4 counts, the risk of HIV illnesses was 
expected to be very low. This was shown in the overall results.

Less than 3% of people had serious complications. The 
number of these cases was lower than expected in both 
groups. However, the differences between the two groups 
were big enough to change the study. Early treatment will 
now be offered to everyone in the study.

People in the early treatment group had roughly half the 
risk of a serious HIV-related illness (reduced by 53%). The 
comparison with people starting later was very significant.

The early group had fewer cases of two HIV-related 
cancers – Kaposi’s Sarcoma (KS) and non-Hodgkin lymphoma 
(NHL), and fewer cases of tuberculosis (TB).

More details about these results are in the Q&A below.

WERE THERE RISKS FROM EARLIER TREATMENT?
Because only early results are released, we need to wait for 
details about specific risks.

We don’t know how many people became undetectable 
on treatment. We don’t have specific information about side 
effects. We don’t know whether drug resistance will be an 
important caution.

We also don’t know about how treatment affects overall 
quality of life.

As well as the main study, several sub-studies looked at 
these issues.

In general, though, the lower number of very serious 
illnesses is likely to mean that the benefits of early treatment 
still outweigh the risks.

WHAT HAPPENS NOW?
The study will continue to follow everyone in the study.
• People who are already on treatment will continue with the 

same treatment and monitoring.
• People in START who are not yet on treatment will now be 

offered treatment.

Over the next two months, the researchers will collect 
outstanding information. This will go into a more detailed 
analysis.

These results are likely to be presented at the International 
AIDS Conference being held in Vancouver in July 2015. The 
results from the sub-studies will also be presented.

START has created a cohort of people that might have 
potential advantages for long-term follow-up that will never 
again be possible.

When the study eventually closes, there is a commitment to 
continue providing treatment for at least six months. This is so 
the health providers in each country take on this responsibility.

COMMUNITY PERSPECTIVE
The START study was rooted in a community demand for 
good evidence.

When there is not good evidence, we have to rely on 
expert opinion. The lack of evidence often meant that 
guidelines in the past did not always get it right. The early 
years of HIV treatment included many examples of guideline 
changes after evidence became available.

The START study is therefore an important achievement 
for asking for evidence over opinion. Good evidence is an 
essential step towards getting good care. This might even be 
more important than the overall finding that supports use of 
ART at any CD4 count: it is the level of confidence that can be 
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relied on when discussing the important question of when to 
start treatment.

With over 12 million people on HIV treatment globally, 
the decision for the best time to start treatment was too 
important not to want the best-quality evidence. This 
involved a randomised study. It also involved several 
thousand people volunteering to be part of the study.

A lot has happened since the first person enrolled. Early 
discussions about the study in 2009 included a worry that 
people might never agree to start at such high CD4 counts.

It was also unsettling that not everyone supported the 
study, when all we were really asking for was good evidence. 
It was even unsettling to see how passionately some people 
objected to START.

The results show exactly why the study was needed. 
Nobody thought that early treatment would reduce AIDS 
events at very high CD4 counts.

It is significant that most people who joined the study, 
stayed in the study. More people stayed connected to their 
care than is commonly reported even for a study of a new 
drug treatment.

So before going on to the many debates about the results, 
it is good to first pause for a moment to acknowledge the 
research team that drove this study, and the HIV positive 

people, without whom none of this would have been 
possible.

Simon Collins, HIV i-Base, http://i-base.info

FURTHER INFORMATION

i-Base Q&A on the START results:
i-base.info/i-base-qa-on-the-start-study-results

The press release and NIAID press release and NIAID 
Q&A are online:
www.niaid.nih.gov/news/newsreleases/2015/Pages/
START.aspx#

The open DSMB reports are posted to the START 
website:
insight.ccbr.umn.edu/start/index.php?study=start&p
age=&menu=about

Technical report on the START study results in the 
i-Base HIV Treatment Bulletin:
i-base.info/htb/28261

Community web sites and newsletters are likely to 
cover this widely.
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The START results will change the way HIV treatment is prescribed.
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In September last year I was shocked 
to learn that Tuberculosis (TB) is the 
leading cause of death in South Africa.
It’s hard to accept a world which turns a blind 
eye to TB simply because it mostly affects 
poor people. For this reason I have decided to 
engage with and to play a part in our national 
struggle against TB. I am inviting you to do the 
same.

I have donated R100,000 to the Treatment 
Action Campaign (TAC) now I’m calling on 
others across South Africa to support them too.  

On 18 August 2015 I will be hosting a concert in 
Nelson Mandela Theatre, Johannesburg aiming 
to raise R1m for TAC’s campaigns to halt the TB 
epidemic.

I challenge leaders in the corporate world to 
join hands with TAC in taking action against TB. 

Tickets are available for R1,000 each. All 
proceeds will go directly towards the fight 
against TB. 

Johnny Clegg

Contact Lotti on lotti.rutter@tac.org.za or 021-4221700 to book your ticket
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