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EDITORIAL

It is not the end of AIDS 
and therefore not the 
end of the TAC
AIDS is not over. Over six million people in South Africa are HIV-positive. 
Our country has the world’s largest AIDS treatment programme with 
over 2 .4 million people on antiretroviral therapy. At least another two 
million people will require treatment in the next five years. In parallel with 
the scale-up in the provision of AIDS treatment, life expectancy at birth 
has recovered from a low of 54 years in 2005 to 61 years in 2012. This is 
still 20 years fewer than most inhabitants of industrialised countries can 
expect to live, but demonstrates the importance of ensuring that the 
antiretroviral treatment programme continues to work and improve. 

Some are talking up an ‘end to AIDS’ by 2030. There is nothing 
we would want more than to end AIDS. But while some models 
have shown that this may be possible, this is by no means the 
trajectory that we are on. As this issue of the NSP Review reveals 
behind the triumphant sets of top-line statistics there is another 
much bleaker picture emerging. There are worrying indications 
that the AIDS response is stalling – and perhaps beginning to 
unravel in parts and places. 

In his June 2014 budget vote speech Health Minister 
Dr Aaron Motsoaledi stated that 37% of patients starting 
antiretroviral treatment are lost to follow-up three years after 
initiating treatment. Even if this number is an overestimate, we 
are still in trouble. An independent survey published by the 
Stop Stock Outs Project in late in 2013 found that one in five 
healthcare facilities had experienced a stock out of key HIV or 
TB medicines at least once in the preceding three months. 

While South Africa has generally good health policies under 
Dr Motsoaledi, we are witnessing growing evidence that the 
implementation of these policies is now failing. Our report on 
the crisis in the NHLS should be of huge concern to all readers 
because the NHLS is the backbone of the HIV programme. 
In many respects the healthcare system suffers from the 
same mismanagement, corruption, cadre-deployment and 
politisation that plagues much of the public service. Our reports 
on the Free State show how the problem is exacerbated by bad 
governance in most provinces, which provide the bulk of health 
services Provincial administrations suffer from poor capacity 
and weak management systems, while Health MECs like Benny 
Malakoane are appointed on the basis of political loyalties, 
rather than commitment or competence.

In this context, the TAC’s work to campaign for quality 
healthcare for all has by necessity become intertwined with 
the struggle for good and accountable governance and 

management of the public health system. This is likely to be 
the most significant challenge facing South Africa in coming 
years. Civil society monitoring and reporting is crucial. Well-
informed, human-rights-based, politically astute civil society 
organisations like the TAC have a crucial contribution to make 
in this struggle. Strong activism by TAC has driven the AIDS 
response for 15 years. Only strong activism can sustain it.

On November 4, Archbishop Desmond Mpilo Tutu, a man 
who embodies the best of activism, made a plea to save the 
TAC. These are his words:

“ HIV/AIDS brought out the worst and best in us. Political 
paralysis caused delay and confusion. Death blighted the land. 
But citizen activism led by the Treatment ACTION Campaign 
in particular restored hope and dignity. The actions of the TAC 
were a vindication of our wonderful constitution.

But my message to you is that AIDS is not over. Thousands still 
die and are newly infected. AIDS is not over while one person 
still needs ARV medicines or dies of Tuberculosis. It is not over 
until the last new HIV infection. It is not over until the evils that 
drive HIV, like rape and violence against women and children, 
are defeated. 

There is still a long road ahead.

So this is a time for rededication and new commitment. It is a 
time to find our fire again.

There was a time when the campaigns of ordinary people, 
rallying together with T-shirts that said “HIV positive”, taking to 
the streets as the TAC, rescued our country from a disastrous 
response. Now I ask you to come to the support of the 
TAC. Please show solidarity and prove your belief in others’ 
humanity by donating to the TAC in the organisation’s time 
of need. Let us show that we will invest in our own quest for 
social justice Let’s keep activism and accountability alive. 

Please support the TAC.” •

Archbishop 
Desmond Tutu.Im
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History of the Crisis
2001

The NHLS is established by an Act of Parliament, 
amalgamating the South African Institute for Medical 
Research, National Institute for Virology and National 
Centre for Occupational Health, and university and 
provincial pathology laboratories. 

AUGUST 2010

 Motsoaledi discloses that provinces owe the NHLS 
R945-million.
 

AUGUST 2011

The NHLS is now reportedly owed R1.7-billion. ‘The 
situation is getting worse, with Gauteng the biggest 
offender,’ states DA spokesperson Jack Bloom.  

FEBRUARY 2012 

 Motsoaledi appoints a judge to arbitrate between the 
KwaZulu-Natal Department of Health and the Service 
after the NHLS closes laboratories in the province. The 
deal reached to break through the impasse is for KZN 
to pay R541-million (on a debt of over R1-billion up to 
April 2012). In addition, the province pays a flat fee of 
R45-million a month, but consumes services of R120-
million a month, incurring further debt.
 
 OCTOBER 2013 

•  The NHLS 2012/13 annual report is tabled in 
Parliament, stating that the delayed payment, and 
non-payment from Gauteng and KZN threatens 
its ability to operate, putting patients’ lives at risk 
and staff in jeopardy of losing their jobs. Pillay tells 
Parliament the Service’s ‘viability and sustainability’ 
is seriously threatened, for the second year, due to 
there still not being any resolution with the debt 
situation, as KZN owes R2-billion.

MARCH 2014 

 Kwazulu-Natal now owes R3-billion. Gauteng 
owes R900-million, prompting CEO Sagie Pillay to 
announce the suspension of services to the provinces. 
The TAC and SECTION27 call on the Minister to 
urgently bring an end to the financial woes and 
the Southern African HIV Clinicians Society urges 
‘permanent action’ to be taken.  
‘The fact that South Africa’s two largest provinces are 
holding this institution hostage should horrify any 
citizen who is, or has friends or families or employees, 
dependent on the state health system,’ says the 
society’s president Dr Francesca Conradie.
 
•  Pillay’s letter prompts Motsoaledi to intervene and 

he gets provinces to make payments. He reassures 
the public that services won’t be suspended and 
tells reporters that the billing problems aren’t 
limited to Gauteng and KwaZulu-Natal but they are 
the largest users of the NHLS, which explains the 
high amounts of overdue payments. He also sets 
up a task team and meets with the NHLS Board and 
management.

 
 JUNE 2014 

The financial crisis resurfaces. R400-million is needed 
– R200-million for salaries and R200-million to keep 
creditors at bay – but there is only R250-million in 
the bank. The NHLS decides not to pay salaries, but 
the DG intervenes and Gauteng pays R300-million so 
salaries can be paid. 

 SEPTEMBER 2014 

The Minister tells Parliament he has a plan to save the 
NHLS and announces a series of reform measures, 
including bypassing the provinces and paying the 
Service a global lump sum. 
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More than a financial 
Band-Aid needed to 
heal the NHLS
NSP Review

Health Minister Dr Aaron Motsoaledi has announced plans to ‘fix’ the National Health Laboratory 
Service (NHLS) – one of the country’s most important health assets, which is on the verge of collapse.

The role of the NHLS cannot be overstated. It is at the heart of 
the country’s response to HIV and TB and plays a vital role in for 
example cervical cancer screening. Without tests there can be 
no diagnosis, there can be no monitoring, and there can be no 
viral load programme for the largest HIV epidemic in the world. 
Without the NHLS, health care for the poor will virtually grind 
to a halt. 

The NHLS is one of the few public services that has 
functioned well. It provides high quality tests at affordable 
prices. It’s not flawless – no laboratory is – but it has provided 
a competent and reliable testing service for many years and 
often against great odds. In addition to the testing, it has 
also produced high quality research and has trained key 
pathologists, as well as technicians and technologists.

There are many theories why such an important asset 
been allowed to become bankrupt, but what is common 
cause is that two provinces are a big part of the mess – 
KwaZulu-Natal and Gauteng – neither of which has paid what 
they owe for services rendered.   

As a starting point, we call on provinces to do the right 
thing and pay their bills. Put quite simply they need to pay for 
services which they requested and received.

Also, we need to ensure that going forward the NHLS is 
protected and insulated from political interference. It is trickly 
and complex to understand the real reason why for example 
KwaZulu-Natal is not paying its bills, but there is no doubt 
that there have been political considerations.

We also call on the Parliamentary Portfolio Committee 
on Health to urgently hold a public hearing to investigate 

what has happened to the NHLS and how it got to the point 
described in the main article carried in this publication. 
Those who currently work at the NHLS and former employees 
would like to see the NHLS function optimally, but they are 
too fearful or terrified to speak on the record. Several spoke 
to the NSP Review, but only after they were offered absolute 
confidentiality and protection. This cannot continue.

Another urgent intervention is for the NHLS Board to take 
the lead in formulating a plan to retain existing staff and to 
attract back staff that left. 

A key reform announced by Minister Motsoaledi in 
Parliament in September is that, from the next financial year, 
Treasury will pay the NHLS a global lump sum and cut out 
the provinces altogether. This will go a long way to ensuring 
the Service doesn’t sink deeper into a bottomless pit of 
debt. In the meantime, though, it still owes creditors R5-
billion – and won’t be able to function effectively if this debt 
isn’t settled. So, while we welcome the plan announced by 
Minister Motsoaledi it has not been debated or interogated 
in Parliament. We would like to see this plan tabled at the 
Committee and debated properly with stakeholders able to 
give input.

We are also concerned by the silence from the NHLS 
Board. They are a critical cog in the wheel and have been 
appointed to ensure they this key asset it protected and able 
to function independently. A public statement from the NHLS 
Board is long overdue and must be published urgently. This 
statement will have to assure the public that it is actively 
working to protect the services of the NHLS. •

EDITORIAL: NATIONAL HEALTH LABORATORY SERVICE

Losing the NHLS is simply not an option and will 
be a disaster this country cannot afford.

NSP Review #10 2014 3

FEATURE

IN CRIS IS
NHLS



...’The collapse of the NHLS would have devastating 
implications for people who can’t afford private lab 
tests – about 80 percent of patients in the country...’
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NHLS crisis draws blood
Jonathan Ancer, NSP Review

The 2014 South African HIV Clinicians Society conference was plastered with a guerrilla sticker campaign: 
‘Saving the NHLS = saving lives’. 

The National Health Laboratory Service – a national asset at the 
heart of the country’s healthcare system – is in critical condition. 
It’s in debt to the tune of R5-billion, owes suppliers hundreds 
of millions of rands, is leaking skilled staff, and many of the 
employees who remain are demoralised.

The ongoing financial crisis has severely impacted the NHLS’s 
capacity to deliver the necessary services, leaving the future of 
laboratory testing in South Africa in jeopardy, and a leadership 
void, amid perceptions that the embattled CEO Sagie Pillay is 
marking time until his contract expires in November. 

This grim picture was sketched by health experts who work 
closely with the Service and three senior people inside the NHLS 
itself, who spoke to NSP Review on condition of anonymity. ‘We’ve 
never had a test not come out, but we’ve hit the wall,’ said a senior 
staff member, adding that he was on the verge of walking out. 

So, what’s gone wrong for the country’s network of 
laboratories? According to some NHLS detractors, financial 
mismanagement is the problem; others believe the fault lies with 
a dysfunctional Board. Yet others say it’s because two provinces 
aren’t paying for services rendered. According to the Health 
Minister, Dr Aaron Motsoaledi, it’s the chaotic and glitch-riddled 
billing system; but some blame an ‘interfering Minister’.

Health experts say that whatever led to the mess, the 
implications are ‘horrifying’ – and must be resolved urgently and 
permanently. 

‘Without the NHLS the country’s health system cannot 
function,’ says SECTION27’s Executive Director Mark Heywood. 
‘The NHLS is responsible for most HIV and TB tests in the public 
health system and plays a critical role in screening for cervical 
cancer. HIV/AIDS and TB treatment depend on accurate and 
timely tests. Without the NHLS, TB, HIV and cancer patients won’t 
have access to diagnostic testing, which means they won’t be 
properly treated. The implications are serious: Without lab tests, 
there can be no other services.’

‘Yes,’ agrees Professor Francois Venter from the Wits 
Reproductive Health and HIV Institute, ‘the NHLS has been 
lurching from crisis to crisis for four years. It’s nothing short of a 
monumental stuff up.’

The crisis reached a tipping point in September and Minister 
Motsoaledi stepped in to announce a process of reforms to save 
the NHLS. 

But, ‘The way this was reported made me angry,’ said one 
insider, ‘because it makes it sound as if the NHLS is to blame for 
being in debt, which is not the case.’

According to Professor Venter, the NHLS is being held hostage 
by KwaZulu-Natal and Gauteng, which owe the lab billions of 
rands. The National Health Department allocates funds to each 
province from which they are meant to pay the NHLS for services.

Earlier this year Dr Motsoaledi said faults in the Service’s billing 
system were to blame for its financial woes. One of his reforms 
is to bypass the provinces and pay the NHLS a global lump sum 
directly from the Treasury. Another is to create a National Public 
Health Institute to monitor disease and respond to outbreaks. It 
would include the National Institute for Communicable Diseases, 
the National Institute for Occupational Health, and the National 
Cancer Registry, which is currently run by the NHLS, as well as two 
new institutes – the National Institute for Non-Communicable 
Diseases and the National Institute for Injury and Violence 
Prevention.

The Minister has also said that the cost of training pathologists 
and technicians, which is another one of the Service’s tasks, would 
become the responsibility of the Department of Education.  

Dr Motsoaledi’s reforms are a case of ‘too little, too late’, said 
the source. ‘The problem is, we’ve lost so many staff. In the last 
year 30 pathologists have left – and we already had fewer than 
we needed. We’ve lost all their years of experience. They are 
leaving through sheer frustration. We’ve also lost 30 percent of 
our technologists. People with 10 years’ experience are being 
replaced by people fresh out of [college].’

A second highly-placed source at the NHLS echoed these 
sentiments, saying the Service employed 7 200 people two years 
ago and is now down to fewer than 6 000. ‘It’s the best who are 
going – either being lapped up by the private sector or leaving 
the country.’ 

‘We’re on a treadmill and managers are using “austerity 
measures” to block everything – like going to conferences. Labs 
have been forced to consolidate, which means the smaller labs 
are being swallowed up. Lab managers have to beg for gloves 
and struggle to get stock. Staff members also wait anxiously each 
month to see if they have been paid.’

Dr Francesca Conradie, President of the Southern African 
HIV Clinicians Society, said it was worrying that technicians 
and technologists were leaving. ‘Laboratory testing is a labour-
intensive technical service – we train them up and we want them 
to stay with us. If they don’t, we’ll see a decline in quality,’ she 
warned.

She described the NHLS as an innovative laboratory network 
that uses technology – like the highly celebrated 

NATIONAL HEALTH LABORATORY SERVICE
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GeneXpert     programme, which diagnoses active TB throughout 
South Africa – to link all systems to a single, central database 
collection. ‘This means that every test can be accessed by health 
professionals from all over the country so we can see trends and 
get information, for example, about drug-resistant TB. Because of 
this the NHLS is one of our best health assets.’

According to Dr Conradie, South Africa’s ability to deliver 
outstanding HIV care is dependent on laboratory testing. ‘For 
TB and HIV, laboratory investigations are needed to initiate 
and monitor therapy. About 10 or 15 years ago we took a wise 
decision to have a viral load supported programme; we can’t 
afford to let that fall down because of administrative issues.’

She said the collapse of the NHLS would have devastating 
implications for people who can’t afford private lab tests – about 
80 percent of patients in the country. ‘Without the NHLS, health 
care will grind to a halt. This is a service that belongs to South 
Africa – it must be sorted out urgently.’

Meanwhile, our source said that despite the ongoing crisis, 
the Service’s quality hadn’t dropped ‘yet’, but warned that this 
would happen when unpaid suppliers shut down their services. 
‘We collect from every clinic at least once a day. We rely on private 
people to go to clinics in remote places and if they don’t get paid 
the logistics chain breaks – and the system collapses.’

A third source confirmed this, describing the situation as dire. 
‘Hundreds of millions of rands are owed to suppliers. The big 
suppliers can afford a delay, but if the smaller creditors don’t get 
paid they will go under. Each month the financial people balance 
who they are going to pay.’

Another insider observed that because the NHLS is state-
owned it is the last to be paid. ‘Of course, we can’t stop services to 
the provinces because that would mean punishing patients,’ he 
said.  

That nearly happened in March when Sagie Pillay sent a 
memo to staff announcing the suspension of services to Gauteng 
and KwaZulu-Natal (see ‘History of the Crisis’). At the time, 
SECTION27 and the Treatment Action Campaign said suspending 
laboratory services would make a mockery of South Africa’s 
flagship HIV/AIDS and TB programmes.

The memo stated, ‘The organisation has been under severe 
pressure due to the fact that both Gauteng and KwaZulu-Natal 
provinces have not paid their bills. This increasing pressure of 
non-payment has resulted in the NHLS not being able to meet 

a number of its own financial commitments … (The) NHLS has 
made several attempts to explore all options available to ensure 
payment is received from these provinces, without success.’

Pillay’s threat to suspend services apparently infuriated the 
Minister, and has led to speculation that he is being frozen out 
of the Service. One source said that Pillay has been made the 
scapegoat. ‘He hasn’t been a bad CEO. When he came in five years 
ago he gave the HIV and TB programmes a much-needed kick in 
the backside. He may not be the greatest manager, but he cares 
about the patient – and that’s king. He has fallen out of favour 
with the Minister and his five-year contract, which expires in 
November, is not being renewed.’

NSP Review contacted Pillay who said it would be ‘awkward’ 
for him to comment and referred queries to the Department 
of Health. He did say, though, that he thought the Minister’s 
reform process was a positive development but needed to be 
implemented urgently.

Then, of course, there is the matter of the R5-billion debt. ‘It’s 
all very well getting paid directly from  the Treasury but what 
will happen to the accrued debt?’ asked the source. ‘The NHLS is 
financially bankrupt and no company in the world can function 
with a R5-billion debt.’

According to the third source, the NHLS Board, which is meant 
to be an independent entity, has been deeply dysfunctional. 
‘The Board has a lot to answer for,’ he said, an opinion with which 
Professor Venter concurred, saying the Minister needs to be held 
accountable for the situation ‘being allowed to escalate’. 

‘The question that needs to be asked is why the NHLS – one of 
the country’s most valuable services, an institution of excellence 
that has global best practices – is coming apart at the seams? 
Why would provinces not pay? It just makes no sense,’ says Mark 
Heywood.

One source said Gauteng is cash-strapped and can’t pay, while 
KZN has had an inexplicable ‘guttural hatred’ of the NHLS since 
2010. ‘The only thing I can think of is that people with a stake in 
private labs have a vested interest in crashing the NHLS so they 
can benefit,’ said Heywood. ‘I’ve heard mutterings that KZN wants 
to pull out of the NHLS and go private. However, the operating 
model of NHLS cannot survive if KZN pulls out. If the NHLS 
collapses, it will be a national disaster.’ But the source said there 
are no ‘ifs’ about it. ‘The NHLS has already collapsed,’ he said. ‘It has 
already crumbled.’  •

Due to fear of victimisation nobody working at the NHLS 
were prepared to go on the record. Numerous attempts 
to speak to senior Department of Health officials and 
several attempts to get responses to a set of specific 
quesitons were unsuccessful.
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 THE NATIONAL HEALTH  
LABORATORY SERVICE 
is a public network of laboratories in all nine provinces. It conducts diagnostic tests, produces highly 
acclaimed research, and provides teaching and training for technicians, technologists and pathologists.

+   SA’s largest diagnostic pathology service  
It is the largest diagnostic pathology service in South Africa, providing public health services to more than 80%  
of the population. The NHLS is responsible for most HIV tests in the public health system and has the largest viral load 
programme in Africa.

+  The GeneXpert programme  
 Through the GeneXpert programme, the Service has also led the country-wide implementation of a rapid, molecular  
 diagnostic test for tuberculosis, which increases the pick-up rate of TB even in people who are HIV-positive. The   
 diagnostic test has made significant steps to take control of South Africa’s devastating TB epidemic.

+  Screening for cervical cancer
  In addition to its work in the areas of HIV and TB, the NHLS also plays a critical role in screening for cervical cancer.

+  Tests  
 It offers a wide-range of tests from Antitrypsin to Zinc  
 (see www.nhls.ac.za/assets/files/TAD%20Lab%20Handbook.pdf ), including paternity testing.

+  Specialised divisions
 The Service’s specialised divisions include the National Institute for Communicable Diseases, National Institute  
 for Occupational Health, National Cancer Registry and Anti-venom Unit.

The GeneXpert programme 
has enabled significant 
progress towards taking 
control of South Africa’s 
devastating TB epidemic.
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Fear and loathing  
in the Free State 

TRACKING PROVINCES: FREE STATE HEALTH

Feature by: Ufrieda Ho, NSP Review

Metallic cut-outs of roses line the main road that leads into Bloemfontein. This is the city of roses, but 
nothing smells sweet about its healthcare system. 

People call hospitals ‘mortuaries’ here because they can’t trust 
the service they get. They wait for hours to see a doctor, even 
for emergencies. They can’t expect to heal after visiting a 
clinic or hospital, and even a little kindness is unavailable.

At Bongani Hospital in Welkom, a woman brings in her 
26-year-old sister who has tried to commit suicide. It takes 
18 hours before she is seen to. When she is finally given a 
bed she uses blankets her family has brought in. There is 
no counselling, not a shoulder to cry on. Her tears just keep 
falling. 

Peggy Phiri (40), a resident of Thabong, noticed blood 
coming out of her belly button at the end of July last year. 
She was admitted to Bongani Hospital and was diagnosed 
with a hernia, operated on, and discharged. A year later, her 
tummy is bloated, she’s in constant pain and she bandages 
up her abdomen because excretement and menstrual 
blood seep from the wound. Peggy’s embarrassed by the 
smell, and cries as she tells her story. The Bongani Hospital 
gave her a follow-up check-up, X-rayed her and told her 
to take headache tablets for the pain. They had done their 
job, ‘finished and klaar’, that’s what they said. If she wants 
any more help she can travel two-and-a-half hours to the 
Universitas Hospital in Bloemfontein, they said.

The stories of Peggy and the 26-year-old woman are 
just two among dozens. The thread that runs through them 
is that of a broken system, of dismissive or poorly trained 
staff; ambulances that arrive two or three hours late, if they 
ever arrive; doctors who are no-shows or unaccountable; 
facilities that have not been maintained, with no supplies 
or medicines for even the most basic procedures, and, 
ultimately not a single person who will take responsibility.

In July 2014, the Free State Health Department was 
deemed unfit to manage its own budget. The Mail & Guardian 
reported that the department had racked up around R700-
million in debt, and the problems had started as far back as 
2008. No heads have rolled. The provincial treasury has since 
taken over authority of the financial management, but is 
still to provide any reportback, even as suppliers, staff and 

community healthcare workers remain unpaid and left in the 
dark about their futures.

Despite a volley of emails, whatsapp messages, phone 
calls and messages left with personal assistants and 
communications people, both the provincial treasury and the 
premier’s office failed to respond to requests for interviews or 
to answer questions put to them. 

The lack of transparency, accountability and 
administrative will are not unexpected. Bureaucracy, though, 
is shifting to become increasingly insidious as officials 
choose to hide behind procedure and protocol, centralised 
communications and endless levels of filters. It makes 
governance impenetrable and allows officials to dodge 
responsibility for their actions (or inactions). The ugly twin of 
this is self-censorship. Fewer and fewer people are prepared 
to speak out and to take a stand because they fear for their 
safety or the security of their jobs. 

Throughout the province, words like ‘fiefdom’, ‘mafia’, and 
‘thugs’ are heard in reference to the government and how the 
province is being run. Politics is a show here in the Free State 
– full of sound and fury, signifying nothing. In this vacuum, 
people turn to another dangerous form of ‘leadership’ and 
‘hope’ in the form of new churches.

The rise of some charismatic churches presents a new 
challenge for healthcare workers working to halt the spread 
of HIV and to make sure people adhere to their drug regimes. 
The Free State has seen the spread of churches that preach 
that God will heal people from HIV, so they should stop 
their treatment. The faithful will be healed, they insist. It is a 
confusing message for patients who are already frustrated 
and desperate because of the significant hurdles in accessing 
drugs and medical care. 

The multiple collapses in the healthcare system, persistent 
high unemployment, unfulfilled promises from politicians 
and even the false hope in divine intervention, or the 
promise in the supposed deep pockets of a sugar daddy, 
create the conditions for a disaster that will bring the Free 
State to its knees. •
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‘If you have to choose between getting your 
medicine or keeping a job, you might also not 
stand in the queue.’

Manager of Mosamaria’s ARV Adherence 
Clubs, Nomathemba Nkabi, helps 
facilitators like Tshepo Pita run an efficient 
alternative to making stable HIV patients 
wait in queues for hours to get a basic 
screening and medicines.
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TRACKING PROVINCES: FREE STATE HEALTH

Join the club
It’s 7.30am on a Tuesday and Tshepo Pita and Lehlohonolo Mafabatho are watching the clock. The 
minutes count because they’re on a tight schedule. Within an hour they want the 30 HIV patients 
seated in front of them to have been helped, given their meds and to be on their way even before the 
workday has properly started. 

Tshepo and Lehlohonolo are facilitators, part of Mosamaria’s 
ART Adherence Clubs programme at the MUCPP Clinic in 
Mangaung outside of Bloemfontein. The NGO has been 
involved with treatment literacy training with community-
based facilitators since 2009. This year they’ve introduced 
ART Adherence Clubs as part of their programme. The club 
model of treatment is paying off with significant successes 
and wins all round for patients, healthcare workers and even 
government.

The ART Adherence Clubs programme was developed 
by Médecins Sans Frontières (MSF) as a response to the high 
rate of ART defaulting, often because hospital queues are 
too long. They piloted the first clubs in the Western Cape 
with the TAC and are now introducing them throughout the 
country. The clubs create a diverted treatment channel for 
clinically stable HIV-positive patients. Mosamaria facilitators 
are put through special training and are paid through 
donor funds. It means they are paid a proper salary and 
have been adequately supported to perform their jobs with 
commitment and a positive attitude.

The facilitators help reduce the day-to-day patient load 
for clinic sisters. And, because the clubs work efficiently, they 
also act as an incentive for people to take greater personal 
responsibility for their drug adherence so that they can join or 
stay in a club. Treatment defaulters and those who don’t attend 
meetings regularly are returned to the regular, long queues.  

Currently Mosamaria has 270 adherence clubs in the 
Mangaung Metro, at 10 different clinics, with nearly 5 000 
members. Nomathemba Nkabi, the project manager of 
the ART Adherence Clubs, says: ‘The clubs are never bigger 
than about 30 people; this is the model that works best. 
The patients arrive at the club where they will spend a few 
minutes talking about general issues and problems they 
are experiencing. They are a small enough group to share 
information and to support each other as peers. They also 
come to know each other so they’ll notice if someone has 
missed one or two meetings,’ she says.

She adds: ‘Before, we saw that people would just not 
come to pick up their medicines because of the long queues, 
especially if they had jobs. If you have to choose between 

getting your medicine or keeping a job, you might also not 
stand in the queue.’

Patients at the MUCPP Clinic meet inside a boardroom, 
away from the general waiting area that, by 7.30am, is 
jam-packed. The patients take their turn being weighed, 
answering a general health questionnaire and a TB symptom 
screening questionnaire. Annually, the club patients must 
undergo a blood test to establish that their CD4 count and 
viral load are still being managed properly, and they must 
meet with a clinician. The facilitators refer patients back to 
clinics and hospitals if a patient’s data indicates the need for 
medical intervention. 

‘It’s good for the patients because they come here, they 
don’t have to wait like other patients, they know we check 
that everything is okay with them, they get their medicines 
and they go,’ says Tshepo, who walks into the room with a box 
of labelled and sealed brown bags that he and Lehlohonolo 
have collected from the clinic dispensary and pre-packed for 
each patient.

There are three brown bags left in the box once patients 
have received their meds. Tshepo says: ‘The one lady has 
arranged with me to pick it up later and I will phone the other 
two patients and see what went wrong this morning.’

He says it’s a two-way relationship and facilitators and 
patients come to communicate and understand each other 
better in the club set-up. Facilitators know when someone 
is defaulting and when someone has a legitimate reason for 
not being able to attend. 

Nomathemba says they are working towards an optimal 
club model where patients will only need to attend 
meetings once every two months and where patients’ from 
the same club can have their blood tests done at the same 
time each year.  

‘There are a few things here and there that we are still 
working out, but this really is a success story and we are 
hoping to expand this into the community and also to start 
afternoon clubs,’ she says.

It’s 8.40am and the last patient in the club walks out the 
door. Tshepo and Lehlohonolo can put it down to a good 
start to the day! •
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Fridges are being used as cupboards 
because there’s been no electricity in 
the Batho Clinic for months.

The neglected Batho Clinic has been broken 
into, vandalised and stands in darkness; still, 
it’s expected to serve patients who have not 
been diverted to other clinics.

Medicines have not been sorted 
and put into a storeroom because, 
with no electricity and no natural 
light, staff would not be able to find 
anything they need. Im
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TRACKING PROVINCES: FREE STATE HEALTH

Left in the dark
Thank goodness for cellphones – they can double as torches. And it’s by torchlight that staff at the 
rundown Batho Clinic, outside of Bloemfontein, have been forced to work since May this year.

Cables were stolen in a burglary that month. The thieves 
broke through the ceiling, stealing what they could, including 
electricity cables and a clinic laptop that holds patients’ data. 
Ironically, the front of this government building boasts an 
advertising sign for a private security company. 

‘These fridges are now just cupboards,’ says a staff member. 
Everyone is too frightened to be identified – they still need 
their jobs and they can’t trust the malice and corruption 
by senior officials, who use threats and fear to make 
whistleblowers’ lives uncomfortable. Still, they want to tell their 
stories because it’s impossible now to continue working and to 
offer any kind of quality service to their patients.

‘We use the torches on our phones to look at patients’ files 
or to find medicines in storerooms – there haven’t been lights 
for all these months. We complain, we’ve tried to speak to the 
HOD, but nothing gets done,’ says one nurse. 

As the coldest months of the year rolled round this winter, 
sick patients wait in the clinic without heat. ‘We even had to 
run outside ourselves every now and again to get a little bit 
of sunshine so that we could carry on working. It was freezing 
in here and we couldn’t use any heaters because there is no 
electricity,’ a nurse says.

The clinic was forced to redirect HIV and TB patients to 
other clinics, kilometres away because the clinic could no 
longer store vaccines as they couldn’t run their fridges. 

The nurse adds: ‘There is too much political influence in this 
province. The politicians are missing the bigger picture – they 
don’t care who is rendering the services to the people, or what 
the quality of the service is. They just look at their papers and 
they think their job has been done, but they don’t know what’s 
actually happening here.’

There are whole sections of the clinic that are now simply 
not used, standing in darkness. The ceiling, where the criminals 
made their entry has also not been fixed, the possibility of a 
collapse very real. Supplies, like medical detergent, have not 
been delivered for months and there are constantly glitches in 
transport services for medicines and deliveries of other critical 
supplies.

Batho Clinic had a large scale upgrade in the last few 
years. It comprises two waiting areas, ablution facilities, 

consulting rooms and a dispensary. But large cracks already 
appear on the walls, the toilet door remains closed because 
the toilet blocks up regularly – apparently because the 
department’s contractor used the wrong size pipes for the 
toilet plumbing. The only patients at the clinic most days are 
those who are there to pick up medicines for mental health 
disorders. The clinic used to see about 600 patients a week. 

As recently as the middle of September, the Democratic 
Alliance’s MPL in the Free State, Mariette Pittaway, visited 
Batho Clinic.

She writes in her statement: ‘What we found was shocking 
but not surprising given the extent of the Free State 
health crisis.’ She also says that both Free State MEC Benny 
Malakoane and Premier Ace Magashule ‘remain in denial’ of 
the dire situation of healthcare facilities in the province.  

Pittaway says in her press statement that there are 
rumours Batho Clinic will be closed all together. While she 
says there has been no official confirmation at this stage, her 
party would oppose any closures because of the pressure on 
other over-burdened clinics in the area.

A few kilometres away from the Batho Clinic is the 
Mmabana Phahmeng Clinic, where Batho Clinic’s HIV and TB 
patients have been diverted. Some of the staff have also been 
redeployed here. The facility is full, with late arrivals having to 
stand to wait to be seen. 

One of the nurses, who didn’t want to be named, says: ‘I 
have lost some of my HIV and TB patients, they just haven’t 
come back to get their medicines now that they’ve been 
moved to this clinic.’

She adds: ‘Defaulting is very serious because of things 
like MDR-TB, and we don’t even have community healthcare 
workers anymore who can trace these patients and help 
them.

‘This is chaos and people are suffering. We have tried to 
speak to the officials to the unions, but nothing, nobody 
wants to listen or to help,’ she says, shrugging her shoulders. 

People in the waiting room queues, meanwhile, are 
dozing off or eating vetkoek from plastic bags. It’s going to be 
another long day, but this is as good as it gets for ‘Batho pele’ 
in the province.  •

‘What we found was shocking but not surprising 
given the extent of the Free State health crisis.’ 
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‘I was in so much pain and the nurses were rude 
to me. There are also student nurses there who 
have no experience, they don’t know what 
they’re doing and they’re not supervised,’ 
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TRACKING PROVINCES: FREE STATE HEALTH

The long wait for healing
Outside the town of Thaba Nchu, locals gather around a dusty patch, trying to squeeze under a zinc 
carport for shade. The midday sun is baking hot but locals brave whatever the weather throws at them 
because they want to vent. They’re angry; their district hospital, The Dr JS Moraka Hospital, is as good 
a mortuary, they say. People don’t heal there, they say; the nurses and doctors don’t care enough to 
treat patients with dignity or patience. They’re even angrier that their criticism and complaints are just 
considered ‘some patients’ opinions’ rather than serious concerns to be investigated. 

Leeto Thubisi tells his story of arriving at the hospital in April 
with severe toothache. He waited four hours before a doctor 
arrived. After a basic examination, he was told to collect 
painkillers from the dispensary and was sent on his way. He 
didn’t even both to queue again for the meds.

‘I was in so much pain and the nurses were rude to me. 
There are also student nurses there who have no experience, 
they don’t know what they’re doing and they’re not 
supervised,’ he says. Thubisi adds: ‘I was so angry that they were 
treating me like this, my heart was beating very fast. But even if 
you complain, nothing changes. I came back home and had to 
use traditional medicine. I’m still using the traditional medicine 
because I still have the pain.’

For Tebogo Maseola one of the biggest problems is that 
people don’t even know who to complain to. He says: ‘It’s like, 
if you are poor and you have no money, then you have no right 
to complain. You will never ask to speak to top management, 
and the nurses know this.  We always hear this “Batho Pele” 
story, but we don’t see it here. Old and young are hopeless, we 
are the ones who feel the pinch,’ he says. 

The older generation in Thaba Nchu remembers a time 

when the Moraka Hospital offered reason to be proud. It ran 
an efficient TB unit and operations went smoothly and people 
actually got better after a hospital stay. But that was over 10 
years ago. Now they complain that the hospital stinks of urine 
and when patients have spilled their food, no one cleans it 
up. Nurses and staff are arrogant, and patients have to bring 
their own pyjamas and linen. If someone presents with a 
serious medication condition they’re usually sent off with the 
instruction ‘go to Bloemfontein’ – it’s a trip that will take about 
an hour and will cost around R80, one way.

‘We are 100 percent swallowing this apartheid from our 
own brothers,’ says Maseola. 

The hospital management will not answer a single 
question or query about the complaints and concerns from 
the community. They will not make one comment. They 
fall back on the convenient cop-out of  ‘following protocol’ 
and ‘procedure’ and redirect everything back to provincial 
government headquarters, Bophelo House in Bloemfontein. 
It may be a good enough response for a officials sitting in the 
comfort of an office – but it’s another slap in the face for those 
who just want to be treated like human beings. •

‘It’s like, if you are poor and you have no money, then 
you have no right to complain. You will never ask to 
speak to top management, and the nurses know this.  
We always hear this “Batho Pele” story, but we don’t 
see it here. Old and young are hopeless, we are the 
ones who feel the pinch.’
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TRACKING PROVINCES: FREE STATE HEALTH

Things fall apart
Poverty, lack of opportunity and a legacy of disempowerment and oppression make up the evil eye at 
the centre of a dangerous storm brewing over the most vulnerable people in society.

It’s a storm that spits out casualties like orphaned and 
vulnerable children, young women who have little option 
but to use sex and pregnancy to access money and grants, 
and men involved with crime or who hit the bottle and 
drugs as employment opportunities continue to dwindle.  

Trudie Harrison is a co-ordinator at the Anglican Church 
ministry NGO, Mosamaria. She and her team have watched 
for years how these social miseries have made it nearly 
impossible for people to break the cycles of poverty, seen 
resources being ploughed into stop-gap measures, and 
witnessed a situation where symptoms are treated even 
though broader systemic solutions are needed.

‘In a place like Bloemspruit (outside of Bloemfontein), 
where we do door-to-door visits for voluntary HIV testing, 
we are seeing more and more young mothers and 
unplanned pregnancies. Often one woman’s children are 
fathered by different men.

‘It’s a desperate situation because these young women 
think that having a child will at least give them access to 
the R310-a-month per child government grant. There is 
very little long-term planning about the children’s futures. 
Rather, it’s a case of being able to buy some groceries for 
the week – their most immediate need,’ says Harrison. 

Over the last five years or so she says the organisation 
has also seen the phenomenon of ‘sugar-daddies’ 
entrench itself in the community. While Harrison says 
intergenerational sex has probably been happening 
for years, and across the breadth of South Africa, she 
believes it is now more widespread and out in the open. 
‘It’s become a perverted norm. There are even websites 
promoting the relationships enticing ‘sugar babies’ to 
sign on to the sites. They use pitches like: “Interested in 
meeting someone in South Africa who will give you what 
you need to live a better life?”’

Harrison says: ‘The implication of these relationships 
is that women lose the power to negotiate their sex 
lives. They’re stuck and they are exposed to disease or 
unwanted pregnancies. The much older man is seen as her 

provider of all things, so she doesn’t have a say even on 
things like insisting that he wears a condom during sex. 

‘You’ll see sugar daddies arrive to pick up students who 
live in the communes and flats near the university in town. 
The men provide for everything from a few rands or airtime 
through to wining and dining them. These men represent 
something for them at that time in their lives and that’s 
why they stay in those relationships,’ says Harrison. She 
says community workers have also observed that the sugar 
daddy plague has filtered down into schools, where school 
teachers are having sex with their pupils in exchange for 
better marks, airtime and pocket money.

The Mosamaria community workers also note that men 
with employment are frequently ‘ambushed’ to become 
fathers. They are seen as good prospects to be providers, 
or men who’ll be able to pay maintenance if a relationship 
turns sour. It’s a warped reality that Harrison says means 
children grow up with absent fathers, drop lower on a 
priority list, are left in the care of grannies as moms look 
for work, or simply fall through society’s cracks. One of 
Mosamaria’s community projects is the Orphans and 
Vulnerable Children (OVC) programme. It’s a programme 
that Harrison says is one critical access point to try to 
help young people understand the consequences of 
their choices, and to develop long-term goals rather than 
grasping at instant gratification. 

‘Our childcare workers try to encourage children 
to delay sex and if they are sexually active to use 
contraception and to take responsibility for protecting 
themselves against sexually transmitted diseases and 
unplanned pregnancies. 

‘It’s very tough for teenagers especially those who, by 
their nature, act recklessly, take chances and only live for 
the now,’ she says. Harrison believes the Free State is in 
social meltdown. She says: ‘It’s like tinderbox waiting to 
burst into flames, and if we don’t do something about it 
now, chances are it’s a cycle that will just keep repeating 
itself.’ •

‘It’s a desperate situation because these young women think 
that having a child will at least give them access to the R310-a-
month per child government grant.’
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TRACKING PROVINCES: FREE STATE HEALTH

This sh*thole is our home 
Bird poop and feathers make a mess on the floor of the community hall in Zone 2 in Thaba Nchu. No 
one bothers to clean it up because the pigeons get back in through a broken ceiling and roost and 
defecate from the bare rafters. No one’s bothered to fix the roof either. The zinc sheets of the roof flap 
noisily as gusts of wind threaten to rip the sheets off completely. 

The handful of men who have gathered in the hall barely 
notice the sheets crashing down with metallic clunks; they 
barely notice the bird faeces. George Ledibane is among 
them. He is polite and speaks in a clear, measured way, saying 
that for more than 20 years they have asked for proper toilets 
in their area, not the pit latrines they have to live with. 
‘It stinks and children can even fall into those pits. We have 
meetings and we come to speak and all we hear are empty 
promises,’ says Ledibane. As the men tell their stories, he 
jumps from his seat. For a brief moment he can no longer 
keep his composure. 

‘The sh*t stands this high,’ he shouts, waving his hand. 
He uses the expletive deliberately because the overflowing 
latrines are part of their daily life.

There is no proper sanitation in the Zone and everyone 
nods when Ledibane starts telling about livestock that roams 
around their homes, grazing and defecating. 

‘It is unhealthy and can make people sick. It can spread 
diseases, but this is how we are expected to live,’ he says.

When people do get sick, they dread a visit to the clinic or 
the district hospital. The local clinic, which serves five zones, 
is overcrowded, and under-resourced. The locals don’t trust 
that they are being given proper service, believing that, 
regardless of the ailment or diagnosis, everyone is given a 
handful of the same pain medication and sent on their way. It 
may seem like an exaggeration, but people h ear so few good 
news stories from the clinic and the hospital that anecdotal 
evidence and personal experiences are accepted as truth. 

The group of men have arrived to share their stories in the 
hope that, back in Bloemfontein, officials will spare a thought 
for those in the far-flung districts. 

Tragedy struck close to home for Joseph Mogale in 
August this year. His neighbour’s child, a 16-year-old boy, 

starting complaining of pains during the night. When his 
condition continued to worsen the family knew they had 
to get him to hospital. ‘It was 2am when we started to hear 
all the noise from next door. But the family might as well 
have called for a hearse, because the ambulance didn’t 
arrive,’ he says. The teenager died hours later.

For Mogale, there’s only despair, no hope. He has 
a tertiary education qualification but no job and no 
immediate prospects. He says: ‘The government is not 
working for the community and there’s nothing here for 
young people – there are no jobs. 

‘Even if you have a tertiary education and you send 
your CV to a government department you won’t get the 
job. You’ll see the same names come up again and again 
for jobs and if you don’t have the right surname then you 
can forget it,’ he says. 

Ledibane remembers when there were at least factories 
in the former homeland as well as better colleges and 
better facilities. After the ANC came to power though 
many factories shut down. ‘The factories were run by 
Taiwanese. They didn’t pay well, but at least it was a job 
and people had a chance. Now those factories are gone, 
they were just shut down, now it’s like life just shut down 
here,’ he says.

Ledibane puts it down the current state of affairs down 
to political interference, the lack of political will and bad 
management of resources, and lack of infrastructural 
development. The community tried to create a crisis 
committee earlier this year, to compel the authorities to see 
their plight and their needs. ‘We want the MEC to come and 
see so we can convince him,’ Ledibane says. They bang on 
but it’s a bit like the loose zinc sheet flapping in the wind, 
after a while it just becomes background noise. •

‘...the family might as well have called for a 
hearse, because the ambulance didn’t arrive.”
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No one’s bothered to do repairs 
or maintenance at the nurses’ 
accommodation.

Peeling paint, cracked walls and zero 
maintenance is the norm at the rooms 
of the nurses’ accommodation at the 
Bongani Hospital Nursing School.

With no canteen or kitchen facilities, 
nursing students use cooking plates, 
even though they know they are 
a fire risk.

TRACKING PROVINCES: FREE STATE HEALTH

Broken promises
Dineo’s* fingers are stained red from the colourant-drenched corn chips she’s just finished eating. She 
licks her fingers; they stay red. She leans further back onto the desk she’s sitting on in her friends’ dorm 
room and sighs.

The three student nurses are sitting in the nurses’ quarters 
of the Bongani Hospital in Welkom, where two of them are 
forced to share a single bed as there aren’t enough beds or 
rooms for all the students. 

‘We just have to squeeze onto this bed,’ one says, shrugging. 
They’re tired of complaining. No one seems to care and sharing 
a bed is just another small inconvenience considering all that’s 
wrong with the facilities that they have called home since 
starting their training at Bongani in February. 

Student nurses were promised R2 500 stipends. But, when 
they arrived to begin their studies they were made to sign 
contracts that only made provision for stipends of R1 500. 
By the beginning of spring, they hadn’t yet received any 
payment at all. As no stipend were forthcoming they didn’t 
have to pay for the accommodation, the premises for which 
are in dire need of maintenance, repairs, and a good cleaning. 
The walls are cracked and the paint is peeling. Light fittings 
that are broken remain unfixed and electrical boxes stand 
wide open. Dust and litter collect on the stairs and it’s been a 
while since the baths or showers saw detergent. Some toilet 
doors remain shut; they block up so often it’s impossible to 
use them. There are three industrial sized basins in a common 

washing up area – two of them filled with putrid gunk, a 
situation the nurses say has persisted for months.

There is no canteen or proper kitchen and the students 
use a hotplate on the floor for cooking, and do the washing 
up in plastic basins in their rooms. They know hotplates are a 
fire risk, but it’s the least of their concerns. They worry more 
days about how they will afford their next proper meal. Each 
week’s inquiries are met with excuses, pleas for patience and 
more promises. They all came to nought. 

Food is a worry; so is safety. The students, most women 
in their 20s, say there have been so many break-ins to their 
rooms that they don’t sleep safely at night. 

It’s a case of going to sleep worried and hungry, getting 
up still worried and still hungry, and being expected to learn, 
and to serve real patients.  •
* Not her real name
(At the time of going to print, the department paid the students 
each a lump sum of R10 000 in the middle of September, 
amounting to R1 428 a month. The students have now been 
threatened with eviction from their accommodation if they don’t 
pay R3 600 each).
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‘We became nurses because we want to help 
people, not spread infection...’

TRACKING PROVINCES: FREE STATE HEALTH

Standing up 
for her rights
When 26-year-old student nurse Atalia Nkosi 
isn’t thinking about how fed up she is that 
nurses, and people in the Free State in general, 
have to put up with empty promises and 
squabbling, squandering politicians, she’s 
thinking about stopping her studies. 

Atalia sways between these two extremes because life as a 
healthcare provider in the Free State is unbearable. 

‘My mother is a domestic worker back in Frankfort and 
she’s very proud of me. When I get to home she always wants 
to wash my nurse’s uniform for me, she’s that proud. That’s 
why I don’t tell her how hard things are for us as student 
nurses right now,’ says Atalia, who hadn’t received a cent from 
a promised stipend at the time of our interview.

Based at the Bongani Hospital in Welkom, which has been 
the site of strikes and class boycotts by student nurses this 
winter, because frustrated nurses say they can’t survive, the 
unpaid money is a serious gripe – it’s the difference between 
going to be bed hungry or not.

‘One textbook can cost up to R500; how can I afford that?’ 
she asks. She knows that her fellow nurses arrive for duty or 
class on an empty stomach. She’s also heard the rumours that 
some student nurses have resorted to having sex with doctors 
to get money, or even just a square meal every now and again.

The nurses have also not been properly equipped to do 
their jobs. Atalia has been turned away repeatedly when she’s 
asked for her hepatitis B vaccination, and there’s a always 
the risk of a needle stick injury that would put her at risk of 
contracting HIV. 

Most days the nurses make do – even when it breaks 
their hearts. Earlier this year, Atalia had to cut up an adult 
body bag to make it fit a dead child. Improvising, she had to 
bandage up the bag to keep the child from falling out. 

It can be too much to bear for Atalia, herself mother to a 
young child. She says: ‘Every time you ask for anything you 
just see “NS, NS” – it means “No Stock, No Stock”.’

Atalia wants to speak out. She’s part of the nursing 
school’s SRC, and has joined Sascos and Denosa because 
she’s desperate for the situation for nurses to change. She 
says keeping quiet and not protesting has not served them 
one bit. 

‘I am one person who cannot stand oppression. I don’t 
think it’s right, how this province is being run. We became 
nurses because we want to help people, not spread infection 
because we don’t have gloves, or not to turn people away 
because there are no supplies,’ she says.

‘Sometimes I think the community doesn’t understand. 
They think that we are not doing our jobs or that we don’t 
want to help them, but sometimes there’s just nothing that 
we can do. 

‘Those are the days when I think of just quitting,’ she says. •
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CARING AND FEEDING
Novimbephi Dina Thedehae, 
Kutluaning, Odendaalsrus
I became a community healthcare worker in 2001. I was part 
of a support group called Tsepanang Community care support 
group. I joined this support group because I could see how 
people were suffering in my community and some did not 
want to go to clinics. They would rather be sick at home then 
join the long queues. 

I started giving health talks to people in the community, 
especially those who were still in denial about their HIV status. 
The Department of Health then requested us to work with the 
local clinics and promised to give us a stipend every month. 
In 2010, Motsoaledi ordered us to do a six-month course in 
ancillary nursing; we received certificates at the completion of 
the course. 

I was working at Boitusong Clinic before we got fired in 
June this year. My job entailed checking blood pressures and 
doing diabetes tests on every patient at the clinic every day. I 
would also give a health talk to patients at the clinic. Then after, 
I would take five patient files, collect their treatment from the 
clinic dispensary and deliver them to the patients’ homes. 

One of the challenges I would face when delivering 
treatment to patients, was that some of patients did not have 
food to eat before taking treatment. I would then ask the clinic 
for Philani maize meal and make porridge for those patients 
before giving them their treatment. 

Life has been hard after the termination of our contracts 
because we lost our source of income. I was the sole 
breadwinner at home, since my husband is unwell and 
unemployed. It is even hard that I have a child of school going 
age and I cannot afford to pay for his schooling. We are now 
reliant on his child support grant. We spend the whole R300 on 
food and it is not enough to cover our household needs. •

Community Health Workers (CHWs) play a key role in making the health 
system work, yet they face poor working conditions, small stipends, and long periods of no-pay and irregular working status. 
The TAC and SECTION27 have for a long time been trying to improve the plight of CHWs in our country, specifically trying to 
convince the national Department of Health to finalise the crucial policy on CHWs. More specifically, both organisations have 
been closely involved in the plight of CHWs in the Free State.

On the 15th of June 2014, over 3 800 CHWs received an email from the Free State Health MEC, ending their services. CHWs and 
the TAC members held several night vigils in a desperate effort to secure a meeting with the MEC. These night vigils followed a 
series of unanswered letters that had been sent to the MEC to request a meeting. On the 9th of July, the mostly elderly women 
were arrested outside Bophelo house. They are currently facing charges of breaking the law and their case continues. In the 
following pages, the NSP Review attempts to capture their stories. 

 Compiled by Thuthukile Mbatha

NSP Review #11 2014

FREE STATE 
HEALTH 
CR I S I S

FEATURE

20



‘OUR PATIENTS HAVE BEEN 
SUFFERING’
Lindiwe Poonyane, JB Mafora, 
Bloemfontein 
I worked for Netcare from the year 2007 until 2009. When my 
contract ended, I joined an organisation called Christian Free 
State Leaders Forum (CFSLF) and worked as a community 
healthcare worker at Batho Clinic. My willingness to help 
people motivated me to do a course in home-based care. The 
CFSLF provided us with gloves to use when bathing patients 
at home. 

My work involved giving a health talk at the clinic in 
the morning, doing TB screenings, and then going to the 
communities to visit the critically ill, more especially those 
staying individually. I would clean, bath, cook for the patients 
and then give them treatment. I also collected different 
treatments at the clinic on their behalf and delivered them 
to their respective homes. When a patient did not have food, 
I used to take Philani porridge from the clinic and prepare 
it for the patient before giving him/her treatment.  We were 
faced with a shortage of N95 gloves and that exposed us to 
the risk of contracting TB of all forms. I once contracted TB 
from caring for a TB patient who was staying alone in a poorly 
ventilated shack. 

Our patients have been suffering ever since we stopped 
working. One of them is Pebane, a TB patient that defaulted 
and presented with symptoms of MDR-TB.After he contracted 
MDR-TB I ensured that he received his medication. After we 
stopped working, he stopped taking treatment because I 
could not collect it on his behalf. One day I received a call 
from his wife because he had become severely ill. We could 
not find transport to take him to hospital, so we carried him 
with a wheelbarrow to the clinic. He later died. •

LOSING VITAL INTERVENTION
Lesley Kgathole, Thaba-Nchu
Lesley worked as a support group facilitator at Mafani clinic 
from 2011. The clinic offered potential facilitators a two-week 
training course. The group was formed to track defaulting 
patients and to help patients in denial of their HIV status to 
accept their status. This initiative was mainly targeted at men 
who were less likely to seek treatment. 

Before the start of every session the facilitators would 
give a health talk to everyone attending the clinic, take out 
progress cards and register patients, weigh them and do 
observations of the vital signs including HIV and diabetes 
tests. 

 ‘As facilitators, we sometimes host the candlelight 
sessions in our communities. The aim is to try and fight 
against the stigma associated with HIV,’ says Kgathole. People 
living with HIV and those who are still in the closet, and 
the community, are invited to attend. These sessions have 
brought positive results because now people are coming out 
and are now more accepting of their HIV status,’ he adds. 

‘The clinic is faced with a lot of challenges especially now 
that we are out of work. Patients are defaulting because of 
the long waiting period at the clinics, and because of the 
shortage of staff. Most of my patients are persistently asking 
me about when I am coming back to work,’ he says. 

‘Among the patients that I have been seeing is Tebogo. 
Tebogo is HIV-positive and had TB as well. He struggled to 
accept his HIV status and even had to resign at work because 
of his poor health. After being cured of his TB, he stopped 
going to the clinic to collect his ARVs. He used to send his 
wife to collect the ARVs on his behalf but the clinic does not 
allow someone to collect medication on another person’s 
behalf more than three times in succession. He has now 
defaulted because he refuses to collect them himself. If the 
support group sessions were still running, Tebogo may have 
accepted his status by now,’ says Kgathole. •
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FINDING THE POSITIVE 

Francis Ramankhathane, 
Turflaagte, Bloemfontein

Francis Ramankhathane is a husband and a father of four. He was also 
a rape victim when he was young – an  experience that motivated him 
to help people in need. 

Seeing how people with HIV were suffering in the early 2000s, he 
decided to join the Red Cross as a volunteer. In 2002, Ramankhathane 
acquired a First Aid certificate and worked as a community healthcare 
worker. ‘We would visit HIV patients, bath them, feed them and then 
give them garlic because ARVs were not widely accessible at that time,’ 
he says. 

Just when Ramankhathane was driven by his passion to help the 
needy, a terrible tragedy was brewing. In 2002, Francis met a man 
who befriended him as he admired the job that he was doing for his 
community, not expecting anything in return. 

One day, the friend invited him to his house to unwind. When 
they got to the house, the man pulled out a gun and started raping 
him. ‘As I was kneeling on the floor, I managed to grab a screwdriver 
under the bed and stabbed him unexpectedly.’ While the culprit was 
on the floor, he managed to escape and went back home. This was 
a very traumatic experience for him. ‘Being raped as a man is very 
demeaning, especially if you have four children that look up to you as 
their father,’ he says. 

A few months later, he received a call from the rapist saying, ‘You 
can arrest me if you like but I have already infected you with HIV.’  He 
couldn’t believe it until he became sick and had his bloods taken. 
The results came back positive. ‘I shut myself out from the rest of the 
world, suicidal thoughts persisted as well, but God was there for me. 
I prayed and attended counselling until I accepted my status and was 
motivated to help others like me,’ he says.  

Eleven years after the incident, he started opening up to people 
and started giving out talks to people with HIV because he felt 
empathy for those who were infected. Early this year, he undertook 
a course in Peer Education and HIV Counselling. In February, he was 
employed as an HIV counsellor at the MUCPP clinic. Each session 
entails praying, giving pre-counselling, testing and giving post-
counselling to his patients.

He has established a good relationship with his patients. ‘I use an 
open-door policy with my patients, therefore I sometimes receive calls 
in the middle of the night from suicidal patients. But I do not mind 
because I see this job as my calling,’ he says. 

Ramankhathane still counsels his patients even after losing his 
job as a lay counsellor. ‘My goal is to ensure that my community 
survives and has access to better healthcare services,’ he adds. Since 
he has been out his job, he relies on sewing as a way of generating 
income for his children to go school. •
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A PATIENT’S STORY

No healthcare 
workers, no dignity
Thandiwe Arens lives with her 
daughter Bulawa (32) about 15 
kilometers from Bloemfontein. The 
township is made up of clustered 
shacks, with poor sanitation, 
communal taps and pit latrines. 
Most of these shacks are poorly 
ventilated, which enhances the 
spread of TB. 

Bulawa tells the story of her mother, who 
was raped in 2010 by three young men, two 
of whom are her nephews. After raping her, 
they inserted a bottle inside her vagina and 
infected her with HIV. The trauma was so 
severe that she became mentally ill, could not 
talk and fails to recognise people, including 
her children. Moreover, Thandiwe cannot 
bath or feed herself. 

Bulawa had to leave work to look after her 
sick mother. Because Thandiwe would run 
away each time she saw people around her, 
Bulawa resorted to chaining her to her bed or 
chair whenever she had to go out.

We found Thandiwe lying on the floor, 
with no idea of what was happening around 
her. Bulawa spoke with so much sadness 
in her eyes because seeing her mother in 
this way was very painful for her. ‘Knowing 
that my mother can not even recognise me 
and being unable to talk to her is very hard 
because I know how she was before,’ she says, 
tears in her eyes.

Thandiwe has just started taking 
treatment for epilepsy, which calms her down 
and stops her running away. But, after the 
community healthcare workers were put out 
of work, she had to stop taking ARVs, which 
her CHW had brought to her. •

MOTIVATED
Mammolotsi Matsunyane, 
Motshabi, Bloemfontein 
Community healthcare worker Mammolotsi Matsunyane 
had been serving her community since 2000, employed 
by the Department of Health at the Batho Clinic from 7 
to 10am, Monday to Friday. She has had to work without 
uniform or any identification whatsoever. They worked 
without gloves or masks to protect themselves from 
contracting airborne diseases. 

‘When I started working at the clinic, we were three but 
the other two had gone back to school. We did it voluntarily 
then later on a stipend was introduced of R250, in 2002, and 
now we are given R1 400. It’s not enough as we have to use 
the same money to assist our patients,’ she says. 

When asked about her favourite patient, Ms Matsunyane 
told us about Irene who had been bed-ridden with 
bedsores. ‘I had to wash and dress the patient. She took the 
treatment and is now well and able to take care of herself. 
Such people motivate me to continue to be a healthcare 
worker,’ says Matsunyane. •
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CUTTING JOBS; CUTTING CARE
Enock Moware 
I started working as a community healthcare worker (CHW) in August 
2011; my contract expires in 2016. I was hired by the Department of 
Health under the medical male circumcision (MMC) programme. Two 
months later a non-governmental organisation called Lesedi le Chabile 
came to do a count of CHWs that are actually working in comparison to 
the number registered, and they ended up taking over. 

When I started working, my salary was R1 100, it kept on increasing 
each year by a R100. This year I was earning R1 400. In March my salary 
stopped. We were told that the Health Department was having financial 
constraints, but we were urged to continue working. On 16 June our 
clinic managers received an email saying all CHW contracts had been 
terminated. I then went to the district manager to find out what was 
happening; he said he doesn’t answer to anyone but the head of 
department of the province. 

I stay with five of my siblings; both our parents passed away and I 
was the sole bread winner. I am now doing piece jobs such as gardening 
in order to get money for food. Some days you find that there are no 
available jobs to do. I then go to the other CHWs and ask for help with 
food or money. We now survive on R10 electricity vouchers, just for 
cooking. It is really hard managing the home situation and also being 
the representative of all the CHWs in meetings. Sometimes I cannot go to 
find work because I am needed at a meeting. Attending these meetings 
also requires money for transport; it is so frustrating that I sometimes 
cannot afford even a taxi to town. The other CHWs sometimes give me 
money for transport to meetings because they know my situation. 

STILL NEEDED
Even today I still get men that come to my place and ask for both pre- 
and post-counselling for medical male circumcision. I help them because 
I am passionate about my job and want to help the department reach the 
targeted number of MMCs performed. Initially, patients would come to 
me and ask for pre-counselling and I would counsel them. I would also 
give transport money to those who could not afford to go to hospital. 

There is another patient by the name of Tello Radipodu, who is both 
HIV positive and has TB. He is bedridden and was benefiting a lot from 
the services of CHWs. He is unable to go to the clinic to collect his ARVs 
and the TB treatment. I still visit him but it pains me that I cannot collect 
treatment on his behalf, because the MEC Benny Malakoane gave an 
order that CHWs should be arrested if they are seen in the clinics. Tello 
has gone for days without both his treatment and I fear that his TB will 
advance to MDR (multidrug-resistant TB) because he has defaulted. 

Patients and nurses at the clinics are begging us to go back to work 
because some are dying since we stopped working. Last month three 
died from my clinic because they had no carer. Some of the terminally ill 
patients do not receive care from their families. We, as CHWs, help reduce 
that burden by helping them with their treatment – we bath them and 
cook for them. We assess the patients and organise transport for those 
who need transportation to the hospital. 

We are willing to go back to work for three months without pay to 
help the people that are suffering, but the MEC wants nothing to do with 
us. I feel that without CHWs there is no health service. •
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A LIFE OF SERVICE
Lahliwe Khanare, Ipopeng, 
Bloemfontein
Lahliwe Khanare first started working as a community health 
care worker in 1999. ‘I have always had a heart for people. My 
sister died of HIV. I saw how she struggled and with no one to 
support her and be there for her. I thought that I would like to 
make a difference in people’s lives so that they do not have to 
go through this alone,’ she says.  

She has been a health community care worker at MUCCP 
clinic for 15 years, having trained in the TB DOT programme 
and done a home-based care course. ‘I have spent most of my 
life here. Nurses have come and gone and left me here. I even 
taught some of the young nurses who came to the clinic.’

As part of the Department of Health pilot programme, and 
paid a stipend of R250 a month, Khanare was supposed to 
work for only four hours a day, five days a week but there was 
too much work and not enough hours. 

When Khanare’s stipend was increased to R1 400, she still 
did not get any medical aid or pension fund benefits from 
the Department of Health. She would like the department to 
employ her permanently, saying that the Department needs 
to invest in them as they have invested their time and energy 
in service to the Department. ‘When we started we were 82 
and now there are only two of us left here. They told us we 
don’t qualify because we don’t have matric, yet when I came 
here I was 32 and today I am 49. There is no one who will 
employ me now. All I know is to be a healthcare worker. The 
Department must do right by us,’ says Khanare. •

CARING FOR THE COMMUNITY
Elizabeth Sekoto, a Free State 
community healthcare worker 
I live in Bloemfontein, in an area called Phase Two. In 
2006, I did a course in home-based care. I then joined an 
organisation called Philani Home-Based Care as a volunteer. 
In 2012, I joined an organisation called Khonzani community 
healthcare workers, which works with the Oranje Psychiatric 
Hospital. I joined this organisation because I could see how 
people with mental disabilities were dying and not many 
people were interested in helping them. 

I visited seven patients from three townships every day. I 
collected their treatment from the hospital and delivered it to 
their homes. Everyday I bathed, cooked and cleaned for my 
patients, who were unable to do things for themselves. After 
every visit, I had to report to the matron about the health 
progress of my patients. 

At the hospital, some of the mentally ill patients became 
aggressive. These patients would sometimes beat us up and 
take our reading glasses. As community healthcare workers, 
we could not be protected from the aggressive patients 
because we were not permanent. Only the student nurses 
and professional nurses could be protected from those 
patients. 

Four of the seven patients that I cared for have died since 
we stopped working; this is mainly because some were reliant 
on me doing things for them as they were unable to help 
themselves. Also, some had no transport money to come to 
the clinic for treatment and ended up defaulting. •
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‘...although the THEMBISA model indicates 
declines for all age groups and both sexes, the 
HSRC estimates that incidence has increased 
among females aged 15-49 and 15-24.”
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TRACKING NSP INDICATORS

SANAC releases  
first NSP report
Fareed Abdullah and Matseliso Pule, South African National AIDS Council

In 2011, the SANAC Plenary, chaired by the then Deputy President of South Africa, Kgalema Motlanthe, 
adopted the National Strategic Plan 2012-2016 (NSP). The responsibility to monitor the implementation 
of the NSP lies with the SANAC Secretariat. For the first time in more than a decade the Secretariat now 
has a Monitoring and Evaluation (M&E) Unit and has produced its first report of progress against the 
goals, objectives and targets set in the NSP. The report is late and covers the first year of the NSP. A second 
report will be published soon covering Year Two 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. In this article we provide the reader only with 
the highlights of the report as described in the five main goals of the NSP. 

 Goal 1  Reducing new HIV infections by at least 
50 percent, using combination prevention 
approaches 
• There are now 6.4-million South Africans living with HIV.
• HIV incidence (percentage) in the 15-49 year age group has 

decreased from 1.79 in 2008 to 1.47 in 2012.
• HIV incidence is highest among young women aged 15 to 

24, at 2.83 percent.
• A recent survey estimates that one quarter of all new 

HIV infections is in young women between the ages 15 
to 24 pointing to major epidemic drivers underlying this 
phenomenon.

The NSP 2012-2016 utilises the 2008 HSRC survey finding of 
HIV prevalence of 8.7 percent among 15-24 year old youth as 
a baseline for a targeted 50 percent HIV prevalence decline 
of 4.35 percent in 2016. Using 2012 data as a baseline, the 
50 percent HIV prevalence decline target for 2016 is 3.55 
percent. A prevalence of 7.1 percent was measured in 2012, 
indicating a decline of 18 percent since 2008.

According to all three approaches to estimating HIV 
incidence in South Africa, there has been a decline in HIV 
incidence from 2008 to 2012 among the population aged 15-
49. However, although the THEMBISA model indicates declines 
for all age groups and both sexes, the HSRC estimates that 
incidence has increased among females aged 15-49 and 15-24. 
Spectrum estimates show a 19 percent decline in incidence 
for males and females aged 15-49, from 1.9 percent in 2008 to 
1.54 percent in 2012. The HSRC household estimates that there 
were 469 000 new infections in 2012.

All estimation methods suggest a dramatic decline in 
perinatal transmission in recent years, with declines of 23 
percent to 36 percent over the period from 2010 to 2011. 
Furthermore, the THEMBISA model estimates a decline of 76 
percent from 2005 to 2012. 

The overall picture is that there have been declines in 
adult HIV incidence but these declines to not meet the 50 
percent decline required by the National Strategic Plan. 
Much more needs to be done to improve prevention efforts 
in South Africa, especially for young women.

 Goal 2   Initiating at least 80 percent of eligible 
patients on antiretroviral treatment (ART), with 
70 percent alive and on treatment five years 
after initiation
There are 2.5-million South Africans (as at March 2013) on 
antiretroviral treatment making it the largest programme 
in the world.
• An estimated 2.3-million are on treatment in the public 

sector.
• More than 200 000 patients are on treatment in the 

private sector through medical schemes.
• Retention in care in the public sector is 75 percent after 

one year on treatment.
• 75 percent of patients in the public sector are virally 

suppressed.
• Life expectancy has increased from 53 years in 2006 to 

61 years in 2012.
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South Africa has the largest ART programme in the world, 
with more than 2.3-million people in the public sector 
on ART in 2013. Using current eligibility criteria, the 
coverage estimate of patients in need of ART using the 
old coverage definition was estimated by the THEMBISA 
model in 2011/12 to be 57 percent, compared to 36 
percent of all HIV-infected patients being on ART using 
the new definition. This latter estimate is slightly higher 
than that found in the 2012 HSRC survey, which recorded 
an ART coverage of 31 percent of all HIV positive samples. 
Coverage in excess of 50 percent using the new definition 
has also been recorded at provincial level in some 
provinces based on routine data. 

To maintain an ART enrolment ratio above 1.3, South 
Africa will need to continuously enrol in excess of 500 000 
new patients onto ART per year. The growing number of 
patients previously initiated on ART will need to be retained 
in care. Greater attention needs to be paid to improving 
viral load monitoring and retaining patients in care.

 Goal 3  Reducing the number of new TB 
infections and deaths from TB by 50 percent
• According to the WHO, TB incidence in South Africa 

continues to rise, with 530 000 new cases estimated 
for 2012. This is an incidence of 1 003 per 100 000 
population.

• According to the TB register there were 323 644 cases of 
TB (new and relapses) in the same year.

• There were 88 000 deaths due to TB in PLHIV, and 31 000 
deaths from TB in HIV-uninfected patients in 2012.

• Stats SA estimates that TB is the leading natural cause of 
deaths in South Africa. 

• The TB register estimates that the case fatality rate is 8.4 
percent.

Of 22 highest-burden countries in the world, South 
Africa has the third highest absolute TB burden after India 
and China and, with an estimated 530 000 new cases in 
2012 or 1 003 per 100 000 population. This has increased 
from 490 000 new cases in 2009. 

Using the WHO estimates, very little progress has 
been made in achieving both the NSP TB incidence and 
mortality targets of reduction by 50 percent. Using the 
TB register estimates, there has been a significant decline 
in both TB incidence and mortality. This is in keeping 
with the increased number of patients on antiretroviral 
treatment. The Department of Health is in discussions with 
the WHO to develop a common understanding of these 
very widely varying statistics for the same disease. 

 Goal 4  Ensuring an enabling and accessible legal 
framework that protects and promotes human 
rights in order to support implementation of the 
NSP
• There has been a growth in programmes for key 

populations, including sex workers, MSM and prisoners.
• Targets and indicators need to be set to track this goal as 

well as the objectives in Strategic Objective 4 as they do 
not exist in the current NSP.

South Africa’s response to HIV, STIs and TB acknowledges 
the importance of constitutional values and human rights. 
Unfair discrimination on the basis of HIV or TB status is 
illegal in South Africa. The legal framework for respecting, 
protecting, promoting and fulfilling rights in the context 
of HIV and TB is largely in place. Special attention is given 
to groups that are at higher risk of HIV and TB to ensure 
that wherever service provision occurs, it is provided in a 
manner that upholds the dignity of PLHIV and people living 
with TB. 

The  NSP recognises that ongoing campaigns to educate 
citizens on human rights and discrimination are needed. 
Various initiatives address rights in South Africa, although 
improved monitoring and tracking is necessary to determine 
progress.

 Goal 5  Reducing self-reported stigma related to 
HIV and TB by at least 50 percent
• A national stigma index survey is currently underway 

looking at various aspects of stigma. This will include 
interviews administered to as many as 10 000 PLHIV 
throughout the country.

• A pilot stigma reduction programme is being planned for 
two districts in the Eastern Cape with a view to national 
rollout in areas of high stigma.

• Indicators and targets for this goal and related objectives 
needs to be revised. None are clearly stated in the current 
NSP.

The NSP calls for implementation of a Stigma Mitigation 
Framework and SANAC is leading a national stigma index 
survey that will cover 18 districts, and is mobilising resources 
for the implementation of a national stigma mitigation 
programme. Nationally, CSOs and government departments 
continue to deliver stigma and discrimination reduction 
programmes in line with the NSP goals and objectives.

National surveys indicate low levels of stigma and 
discrimination at population level, and the current Stigma 
Index Survey will further inform understanding.
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Conclusions and recommendations

The main conclusions to be 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 child birth, and 
perinatal transmission is estimated to be 2.7 percent. The 
country is on track to reach the NSP target of less than 2 
percent perinatal transmission by 2016. 

• In 2013, ART reached 2.5-million South Africans including 
more than 200 000 patients being treated in the private 
sector. The provincial health departments will, however, 
need to enroll approximately 500 000 people onto 
treatment over the next four years to reach the NSP targets 
for ART coverage. 

• It is likely that there is a decline in TB incidence and 
mortality due to the scale up of antiretroviral treatment 
though the WHO reports an increase 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, MSM and prison inmates, 
are being addressed. Work is also underway to create 
access to legal services for persons discriminated against 
because of their HIV status, while there is also unfolding 
work towards addressing gender-based violence (GBV).

• While surveys show low levels of stigmatising attitudes, the 
extent of stigma and discrimination from the point of view 
of PLHIV is yet to be determined. The implementation of 
the SANAC-commissioned national Stigma Index Survey, 

will provide necessary insight and also contribute to the 
development of appropriate indicators to track progress. 

It should be highlighted that this first Progress Report on the 
NSP does not adequately capture all the available data. This 
is especially the case in respect of government departments 
such as DBE, DHET, DSD and DCS. Neither does it capture 
data from NGOs, provinces or the private sector. It is SANAC’s 
intention to address this over each subsequent year. In many 
cases, the systems are not in place to capture these data or 
the NSP does not, in its current form, require this information 
to be captured. While there has been sound progress in 
relation to monitoring and surveillance, it remains an issue 
that measuring, monitoring and tracking the progress of 
the NSP is not fully addressed through present systems. It is 
necessary to identify available indicators that can serve as the 
basis for understanding progress over the 2012-2016 period, 
while also establishing appropriate approaches to address 
gaps for assessing progress in future. This includes a process 
of engagement between SANAC and various research bodies, 
as well as expanding the role of research, monitoring and 
evaluation within the multisectoral response as a whole. 

This report has revealed weaknesses in programme 
implementation as well as weaknesses in the monitoring 
system. The programme weaknesses must be presented to 
government through the structures of SANAC so that they can 
be addressed. The report has also highlighted weaknesses in 
the M&E System in respect of the main indicators selected for 
monitoring, as well as indicator definitions, targets set and 
baselines selected in the NSP. These must be addressed as part 
of the mid-term review. •

The NSP Review congratulates the South African 
National AIDS Council for producing its first report on 
progress against the goals, objectives and targets 
set in the NSP. This is a major step, as SANAC has not 
produced a comprehensive report in the more than 
10 years of its existence.

In the last issue of the NSP Review we published a table to indicators we endeavor to track. This SANAC report has been a significant 
development in efforts to track our response to the epidemic against a set of indicators.  We encourage all stakeholders and 
organisations to study the report in detail – engage with it and make sure feedback reaches the council.

In this issue we publish an article co-authored by SANAC CEO Dr Fareed Abdullah and the head of the Monitoring and 
Evaluation Unit Matseliso Pule. We will be publishing further responses to this report in due course and invite readers to submit 
opinion pieces which will be published on our website at www.nspreview.org
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‘Our next step is to increase coverage in the 
manner proposed by the 90 percent approach. 
This  means  testing  most,  if  not  all,  of  the  
population annually, initiating everyone who is 
positive on treatment regardless of  CD4, and 
supporting all those that are on treatment.’
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TRACKING NSP INDICATORS

Has Motsoaledi stopped 
consulting civil society?
Marcus Low, Treatment Action Campaign

In his budget vote speech in July, Health Minister Aaron Motsoaledi announced that the HIV treatment 
initiation threshold in South Africa will be pushed up to 500 CD4 cells/mm3. 

He also said, ‘Our next step is to increase coverage in the 
manner proposed by the 90 percent approach. This  means  
testing  most,  if  not  all,  of  the  population annually, 
initiating everyone who is positive on treatment regardless 
of  CD4, and supporting all those that are on treatment.’
These announcements came as a surprise to me and my 
colleagues at the Treatment Action Campaign (TAC) – the 
largest membership-based HIV organisation in South 
Africa. They were not discussed with the TAC, nor were they 
discussed through the relevant structures in the South 
African National AIDS Council (SANAC). The last we heard 
from discussions at SANAC was that South Africa would be 
sticking to an initiation threshold of 350 CD4 cells/mm3. 
The decision to raise the treatment eligibility threshold to 
500 cells/mm3 is an important one, with implications for the 
already overstrained healthcare system and many people 
living with HIV. For Minister Motsoaledi to have taken 
this decision without consulting local patient groups and 
experts is very disappointing.

A complex debate
Whether or not to initiate at 500 or 350 is a complex debate. 
The World Health Organisation guidelines both recommend 
starting at 500. The WHO guidelines, however, make it 
clear that the evidence for starting at 350 is ‘strong’ while 
the evidence for starting at 500 is only ‘moderate’. Part of 
the reason for disagreement has to do with the evidence 
gap when it comes to starting treatment at 500. While 
some observational data has been interpreted to support 
earlier initiation, the same data is considered by others to 
be inconclusive. The randomised control trial that should 
answer this question (the START trial) is ongoing.

In favour of a 500 initiation threshold, it is argued that 
there are operational benefits to starting patients earlier 
since some patients are lost to care in the time between 

testing positive and starting treatment. It is also possible 
that having in viral replication in the blood and an ongoing 
viral response, even if it is still at very low levels, could be 
harmful. We don’t really know yet, but there is a case for 
providing patients who are worried about their health with 
treatment at 500 rather than 350. Most notably, though, 
there are strong indications that earlier treatment reduces 
the risk of onward transmission and is therefore an important 
part of HIV prevention. (It should be noted, though, that the 
trial showing this benefit randomised patients to immediate 
treatment or treatment at 250 – and therefore has limited 
relevance to the 350 v 500 debate.) It is also worth noting 
that the 500 threshold is arbitrary and not based on any 
evidence. It could just as well have been 472 or 528.

The most important counter argument is that starting 
people at 500 may expose some people to avoidable 
harm. For example, to put an otherwise healthy person at 
risk of efavirenz-related psychological side effects (even if 
the risk is small) should not be done without very careful 
consideration and informed consent. It is a concern that in 
South Africa’s overstretched healthcare system, informed 
consent will often not be obtained and patients will simply 
be started on treatment. In addition, earlier treatment 
will, with the current ARVs, contribute to increased drug 
resistance over time, although we do not know how serious 
a problem that will be. It is also plausible that people who 
start on treatment at higher CD4 counts may be more 
likely to default. Finally, while the South African healthcare 
system is already buckling under the current demand, 
increasing demand in this way may be counterproductive. 
It could be argued that we should first come to terms with 
our retention in care problem before increasing the pool of 
eligible patients.

It is a shame that the Minister has not engaged in this 
debate with us before making his decision.
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Test and treat, whether we like it or not
The Minister’s remarks quoted above were made shortly 
after the recent AIDS conference in Melbourne. In his 
budget vote speech he specifically refers to the three 90s. 
The three 90s are new targets set by UNAIDS that state: 
1) 90 percent of HIV-positive people must know there 
status by 2030; 2) 90 percent of these must be started 
on treatment, and 3) 90 percent of these must be virally 
suppressed.

The second of these UNAIDS targets goes beyond the 
current WHO guidelines by recommending ‘test and treat’ 
(an approach whereby everyone who tests HIV-positive is 
placed on treatment irrespective of CD4 count). Minister 
Motsoaledi expressly endorsed ‘test and treat’ in his budget 
vote speech. Again, he has not engaged with South African 
civil society on this decision.

Similarly, UNAIDS did not engage with the TAC prior to 
launching the 90s in Melbourne. They have since given the 
TAC an opportunity to comment, but our comments have 
not resulted in any changes to the targets. For example, 
our argument that the second 90 should only refer to 
treatment-eligible patients, rather than all HIV-positive 
people, was not accepted. While all such requests can 
obviously not be taken on board, UNAIDS must explain 
more clearly its decisions to reject such recommendations.

The UNAIDS treatment targets document provides 
neither sufficient motivation for the chosen targets, nor 
adequate consideration of counter arguments. It is, for 
example, simply assumed that the next step after initiation 
at 500 will be ‘test and treat’ – even though this approach 
is not currently recommended in any major guidelines 
(except, arguably, the US guidelines, which allow for 
treatment above 500, although informed choice is stressed). 
The UNAIDS document ignores the possibility that the 
START trial may find no benefit at initiating above 350. 

It is also puzzling that the HPTN052 trial is used to 
argue that individual patients will benefit from earlier 
treatment. As noted before, this trial randomised to 

immediate treatment and treatment at 250 or below, and 
should not be overinterpreted in arguing for treatment 
above 350. In addition, hardly any attention is given in the 
document, to the potential harm from earlier treatment 
and the essential role that informed consent must play. 
While human rights and the rejection of coercion are paid 
lip-service, a true human rights approach would place 
much more focus on informed patient choice on whether 
to start treatment or not.

The Patient Choice alternative?
There remain many unanswered questions about both 
treatment at 500 and ‘test and treat’. A third approach worth 
considering is that of informing patients properly and 
letting them make the decision on when to start. In such a 
‘patient choice’ system, all patients will be offered treatment 
irrespective of CD4 count, but patients will not be pressured 
to start at CD4 counts above 350. While it would be made 
clear to patients that treatment at 350 or below is strongly 
recommended, the pros and cons of earlier treatment will 
be properly explained to a patient should he or she want to 
start earlier. It is likely that such an informed patient choice-
focused model would also lead to improved retention in care. 

A ‘patient choice’ model takes into account the rights and 
interests of patients in a way that the UNAIDS ‘test and treat’ 
approach and UNAIDS’s second 90 does not. As currently 
framed, UNAIDS’s target of treating 90 percent of HIV-positive 
people will create an incentive for health systems to place 
people on treatment without allowing those people to make 
an informed choice to delay treatment initiation.

Ambitious targets are needed to bring an end to the AIDS 
epidemic, but those targets should not undermine patient 
choice. An equally ambitious, but more acceptable target, 
would be for all people who are HIV-positive to have been 
accurately counselled on the pros and cons of earlier treatment 
by 2030, and for all those who choose to start treatment, to 
have access to it. Such targets might not fit neatly into the 
schema of three 90s, but then, why should they?  •

The UNAIDS treatment targets document 
provides neither sufficient motivation for the 
chosen targets, nor adequate consideration of 
counter arguments.
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TRACKING NSP INDICATORS

Time to connect the dots
Marcus Low, Treatment Action Campaign

In his Budget vote speech in July, Health Minister Aaron Motsoaledi said that only 50 percent of people 
in the public sector antiretroviral programme had received a viral load test in the past year. Of these, 
about 75 percent were virally suppressed. Putting these two figures together suggests that only in the 
region of 37 percent of patients on treatment in the public sector are known to be virally suppressed. It 
should be noted, though, that we understand very little about where these figures come from and how 
reliable they actually are.

According to Professor Wendy Stevens of the National 
Health Laboratory Service (NHLS), the NHLS has sufficient 
capacity to provide an annual viral load test for everyone 
receiving HIV treatment in the public sector – and are in fact 
doing well over two million tests per year. If the population 
number was to rise significantly in the coming years, as 
envisaged, she is confident that the NHLS would be able to 
scale up to meet the demand.

The low figures reported by the Minister of Health, it 
seems, are not caused by lab capacity, but more likely 
reflect poor demand for viral load tests, or are a product of 
poor information systems that are not fully and accurately 
capturing all the viral load tests that are being done. 
Even though annual tests are recommended in World 
Health Organisation (WHO) and South African treatment 
guidelines, anecdotal evidence suggests that many 
healthcare workers do not request these tests.

At an NSP Review session at the recent SA HIV Clinicians 
Society Conference in Cape Town, Dr Francesca Conradie 
argued that we need to build greater awareness about 
the importance of viral load tests. While CD4 count is an 
important indicator of when to start treatment, patients 
and healthcare workers need to understand that a viral load 
test is the most important test needed once someone is on 
treatment.

Useful data not shared
In the previous issue of the NSP Review we argued that viral 
suppression rates should form a key part of how we measure 
the success of our AIDS response and that this data should be 
shared routinely. We have since learned that the NHLS does, 
in fact, keep track of viral load coverage and viral suppression 
rates by province, district and facility. We understand that this 
information is regularly shared with the National Department 
of Health. This is reassuring news.

It is, however, a concern that more of this information is 
not publically available. While some anonomisation of the 
data is essential to protect confidential patient information, 
this is a technical difficulty that can easily be overcome. 
Anonymised viral load coverage and viral suppression 
rates broken down by province, district and facility must 
be published online at regular intervals so that civil society 
and researchers can form a clearer picture of the epidemic. 
Whether or not the Department of Health makes this 
data accessible will be a clear test of its commitment to 
transparency and inclusivity.

The third 90
The third of the ‘three 90s’, which make up the the new 
UNAIDS treatment target, refers to 90 percent of all people 
on antiretroviral treatment being virally suppressed 

Having an electronic system with unique patient 
identifiers would make it easier for patients to move 
from one facility to another, or from a prison clinic to 
a clinic on the outside, without losing all their data or 
having to start treatment all over again.
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by 2030. The inclusion of a viral load target in this call is 
welcome, since this will help drive the rollout and uptake of 
viral load testing. Reporting of viral load suppression rates 
will give us a much better picture of how well people on 
treatment are actually doing – as opposed to just knowing 
the number of people on treatment.

While the UNAIDS viral suppression target is worthwhile 
in itself, it should be read in the context of the other two 
targets. Having 90 percent of HIV people aware of their 
status is an excellent target, but the aim to have 90 percent 
of HIV positive people on treatment is problematic. This 
target assumes – based on very poor evidence – that 90 
percent of people who know their status need to be on 
treatment. (See page X for more on this issue.) 

Why no unique patient identifier?
Whether it is for viral load tracking or other health records, 
the lack of a unique patient identifier for patients in the 
public sector appears to constitute a major bottleneck. 
This identifier would be a number, code, or other indicator 

unique to a single individual – much like an ID number, and 
is essential to building an effective electronic health records 
system. 

Having an electronic system with unique patient 
identifiers would make it easier for patients to move from 
one facility to another, or from a prison clinic to a clinic on 
the outside, without losing all their data or having to start 
treatment all over again. It would also make it much easier 
to track what is happening in the healthcare system since 
it would, for example, reduce double-counting of the same 
person at two different facilities.

Building an improved electronic record keeping system 
that makes use of unique patient identifiers is not a trivial 
undertaking. That said, with the technology at our disposal 
many such systems can and have been built. While the 
initial cost may be substantial, it seems likely that such 
a project will be cost-saving in the long term through 
increased efficiencies and facilitating improved patient 
management.

We need unique patient identifiers now! •
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TRACKING NSP INDICATORS

Overcoming barriers  
to health care 
Kevin Rebe, Health4Men, Anova Health Institute

Men who have Sex with Men (MSM) are at high risk of acquiring and transmitting HIV and other 
sexually transmitted infections (STIs) but have historically been neglected in South Africa’s (and, 
indeed, that of most of the global South’s) response to the epidemic. MSM have been under-
researched and underfunded for HIV prevention and treatment interventions. This has occurred 
despite MSM accounting for a disproportionate number of new HIV infections, which is out of keeping 
with the size of the MSM population. Local data has confirmed this to be true for South African MSM 
with the Soweto Men’s Study and the JEMS study showing MSM HIV prevalences of 20 percent and 43 
percent, respectively. These high rates indicate a failure of existing HIV and STI prevention services and 
interventions.

Fortunately the tide is turning and relevant stakeholders are 
beginning to see the value of MSM-targeted sexual health 
interventions. As such, MSM in South Africa have been 
prioritised for services by the South African Department of 
Health as well as by international donors such as PEPFAR/
USAID and the Global Fund. A clear example of this 
prioritisation is the evolution in attitude towards MSM by 
President Jacob Zuma. In 2006 he is quoted as saying, ‘When 
I was growing up, an unqingili (a gay) would not have stood 
in front of me, I would knock him out.’ In 2012 he is quoted 
as saying: ‘Today, we are faced with different challenges. 
Challenges of reconciliation and of building a nation that does 
not discriminate against other people because of their colour 
or sexual orientation.’ Today we find MSM services prioritised 
in the country’s National Strategic Plan for Health Care.

In a 2012 report to the World Bank, authors at Johns 
Hopkins University School of Public Health modelled the 
effect of prioritising MSM-targeted HIV interventions in 
countries that have generalised heterosexually driven 
HIV epidemics. Such interventions were shown to be of 
overall benefit in reducing the country’s HIV prevalence 
and neglecting such interventions impacts negatively on a 
country’s overall HIV response. 

Despite goodwill and good intention, delivering health 
care to MSM is not always easy because of multiple real and 
perceived barriers to receiving such care. These barriers 
may be structural, community based or personal. Examples 
of structural barriers include a lack of health care access, 
prejudice and discrimination from health providers, and a 
skills deficit in meeting the unique health needs of MSM. 
Community barriers include homoprejudice, stigma, 

blackmail and extortion. Personal barriers include a lack of 
self-identification as MSM, incorrect HIV risk determination, 
low self-esteem, depression and anxiety, and, often, financial 
considerations.

In order to address these barriers to health care, the 
Department of Health and Anova Health Institute, with 
funding and support from PEPFAR/USAID, launched the 
Health4Men MSM programme at the Ivan Toms Centre for 
Men’s Health in Cape Town. This represents the first (and now 
the largest) state sector MSM-targeted sexual health and 
wellness clinic in Africa, with approximately 8 000 new MSM 
patient contacts to date.

The Health4Men model has been successfully rolled out 
across multiple provinces and new funding from the Global 
Fund will allow for national coverage within the next few 
months. The model is not clinic based but encompasses 
three main programatic arms. The first of these is community 
engagement, aimed at increasing the social captial of MSM 
living in townships and informal settlements and creating 
education and demand for MSM-related health services, 
as well as linking MSM to appropriate healthcare services. 
The second arm relates to direct clinical services, which 
will be discussed below. The third, and probably most 
important, arm of the project relates to institutionalising and 
mainstreaming MSM sensitivity and skills competency into 
exisiting HIV and STI state-health structures. 

Regarding direct clinical services, the scope of core service 
that should be offered to MSM has been well defined by the 
World Health Organisation and was released at the recent 
International AIDS Soceity Conference in Melbourne as 
part of a consolidated Key Populations Guidelines 
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document. Core services should be rendered in a non-
discriminatory and enabling environment, which promotes 
human rights and dignity. Core services are otherwise similar 
to those for all people affected by HIV and STIs and access 
should be as available and accessible to MSM as for the 
general heterosexual population. Prevention services should 
include post-exposure prophylaxis, pre-exposure prophylaxis 
and early treatment for prevention, among others.

The Health4Men experience has highlighted some 
specific health care needs that are different from those of 
heterosexual men. Firstly, STI campaigns have proven more 
effective than HIV or CD4 campaigns in linking MSM to HIV 
services and should be used as ‘hook’ or marketing tool. 
STIs may present differently in MSM compared to other 
men, including anal presentations of disease or high levels 
of asymptomatic infections with gonorrhoea or chlamydia. 
Rates of drug-resistant gonorrhoea are also higher in MSM, 
which has led to treatment failures being reported among 
MSM, globally and in South Africa. This exposes a problem 
in that South Africa’s current STI treatment guidelines are 
based on empiric and syndromic treatment without direct 
ascertainment of the cause of infection, or of antibiotic 
sensitivity. As such, the current guidelines do no meet 
the needs of MSM in our country as they will fail to detect 
asymptomatic disease, do not provide enough guidance 
regarding non-urethral STIs, and will result in treatment 
failures of cephalosporin-resistant gonorrhoea.

Another specific lesson learned is that mental health and 
recreational substance use harm-reduction programmes 
should be integrated into MSM clinical services. It must be 
stressed that MSM is not a mental health disease. However, 

MSM may internalise societal homoprejudice, which results 
in increased levels of anxiety and depression that may 
be self-medicated with alcohol and recreational drugs. If 
such services cannot be integrated, then robust referral 
networks and partnerships are required. The World Health 
Organisation has produced clear guidelines for working 
with people who use recreational substances, including 
needle and syringe exchange programmes and opioid 
substitution therapy (both of which are currently widely 
unavailable in our state healthcare sector).

Lastly, the Health4Men programme has generated 
experience and knowledge in delivering health and risk-
reduction messages to key populations of men. Nuanced 
and clearly directed messages are required and need to be 
innovative and technology-lead, especially for young MSM.

In summary, the Health4Men programme has been 
invaluable in providing experiential learning of how to 
deliver health services to a group of men who are at high 
risk of HIV and STIs but do not trust or attend healthcare 
centres. We would encourage the Department of Health 
to continue to partner with experienced NGOs to deliver 
targeted and nuanced programmes to MSM. As African 
countries retract back to conservatism and increased 
politically-sanctioned homoprejudice, the gap widens 
between effective programmes in South Africa and the 
lack of such programmes in the rest of Africa. This provides 
a unique opportunity for South Africa to lead MSM health 
care on the continent but also provides an imperative 
for the country to advocate for universal human rights 
and non-discrimination based on sexual orientation and 
gender identity. •
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Targets miss  
younger men 
Linda-Gail Bekker and Ben Brown, Desmond Tutu HIV Foundation, University of Cape Town

The 2012 National Strategic Plan for HIV, STIs, and TB laid an important foundation for improving HIV 
prevention and treatment for Men who have Sex with Men (MSM) and other key populations that are 
most affected by HIV in South Africa. Addressing the HIV prevention and treatment needs of these 
communities, and setting concrete goals for their success, are critical steps to making a lasting impact 
in our fight against this epidemic. 

Many of South Africa’s local organisations, along with our 
international partners, have already contributed significantly 
to these goals through innovative programming, expanded 
services, and continued advocacy efforts. In the past two 
years, MSM programming has expanded into new provinces, 
sensitisation training for healthcare workers has been 
embraced by the National Department of Health, and 
emphasis on new prevention measures like PrEP has also 
increased. These much needed initiatives will continue to 
bolster our prevention and treatment efforts for MSM and 
continue to make a difference in our epidemic. 

A great deal of work is still required, however, to meet 
the targets set forth in the NSP. In particular, one of the 
challenges we still face in providing services and support for 
MSM is the great diversity that exists within this population. 
Communities of MSM differ immensely across the country 
and include every race, socio-economic group, religion, 
and geographic community. This makes designing and 
implementing a ‘one size fits all’ programme for MSM nearly 
impossible. 

While work has been done across the country to ensure 
that the most-in-need MSM are gaining access to services, 
there is one group in particular that is slipping through the 
cracks: Very few if any programmes are targeting young MSM, 
particularly those under the age of 18. 

Unfortunately, very little research has been conducted 
with young MSM and therefore local evidence and data for 
this population is extremely limited. Globally, however, we 
know that young MSM are a highly vulnerable population that 
experience higher HIV prevalence than their older MSM peers.

Young MSM are increasingly vulnerable to HIV for a 
number of reasons. Unlike their heterosexual peers, young 
MSM face developmental and psychosocial challenges that 

increase their vulnerability to mental illness, substance abuse, 
and HIV. Like adult MSM, they may also experience stigma 
and discrimination because of their sexual orientation. 
Not only can this increase their risk of mental illness and 
experience of violence, but it that can also prevent them 
from accessing key healthcare services, including HIV and STI 
testing and treatment.  Being unable to disclose their sexual 
orientation to healthcare workers or other authorities means 
that young MSM may not be able to access care and support 
if they experience sexual violence. 

Like other adolescents, young MSM continue to be sexually 
active at younger ages. We know from some samples of MSM 
in South Africa that the majority report their age of sexual 
debut to be earlier than 16. Early sexual debut introduces 
young MSM into a pool of older sexual partners with a 
high prevalence of HIV. In such situations, safer sex and HIV 
prevention education, as well as access to prevention supplies 
like condom and lubrication, are critical to protect young 
MSM. Unfortunately, young MSM are generally not catered 
for within prevention programming for adolescents, as most 
safer sex education is strictly heterosexual. Because of their 
age, young MSM may also not be targeted by adult MSM 
programming. Ultimately, despite their increased vulnerability 
young MSM are being excluded from adolescent- and MSM-
specific programming, leaving them entirely unprepared to 
protect themselves against the HIV epidemic. 

In light of the potential risks faced by young MSM, we 
have to ask ourselves, as a country, what is the best way to 
protect this highly vulnerable population? This is not the first 
time in our fight against HIV that we have had to support 
a vulnerable group with few resources or little knowledge. 
Years ago, when attention was finally brought to the 
epidemic raging in South Africa’s MSM community, 
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we had little knowledge of the epidemic, few services, and 
little policy support. Now, thanks to coordinated advocacy, 
community-based services, extensive research, and refined 
policy, we are in a much stronger position. We must follow 
the same path for young MSM. If we are going to support 
this vulnerable population then we urgently need additional 
research, more appropriate education, expanded services, 
and targeted engagement. 

The Joint United Nations Programme on HIV/AIDS 
(UNAIDS) has released a draft technical brief that can easily 
guide us in the strategic information and services that 
we need for young MSM in order to fight this epidemic.  
Specifically, we need to better understand the young 
MSM population, their risk behaviours, mental health, and 
substance use habits. This information will allow us to refine 
current MSM and adolescent programming to make use of 
strategic funding and reduce gaps in service provision. 

We also need to leverage the existing adolescent 
programmes in our country but invest in making them 
applicable to all young people, including young MSM. 
Programmes should include discussions about sexual 
orientation and provide safer sex information that is 
applicable to non-heterosexual adolescents. If we are able 
to leverage our current adolescent programmes and include 
more sensitised and relevant information, then we will be 
able to use fewer resources and waste less time than if we 
create specialised and parallel structures for young MSM. 

Like all key populations, we do not need to build 
specialised healthcare services to support young MSM. 
Instead, we will only need our current services to be better 
sensitised to their needs. In addition, it is a useful exercise 

to think through possible other community-based venues, 
where young MSM may naturally convene, to offer some of 
the health and prevention services that are not dependent 
on health facilities. Healthcare workers and community-
based organisations in all HIV prevention programmes that 
include testing and treatment should be sensitised to provide 
appropriate counselling, care, and support to young MSM. 
Furthermore, HIV prevention supplies such as condoms and 
condom-compatible lubricant, as well as new prevention 
methods such as PrEP, should be made available and easily 
accessible to young MSM. 

We must not forget that young MSM will have their 
own opinions about their care and support and these 
opinions deserve to be heard. As highlighted by UNAIDS, 
we need to ensure that we are engaging young MSM in our 
programming and like all other adolescents, provide ways 
for their voices to be heard and included in the design of 
future programmes so that they may be more appropriate 
to their needs. 

As long as any one population in our country continues 
to remain vulnerable to HIV we will never win our fight 
against this epidemic. Young MSM are uniquely at risk 
when compared to other heterosexual adolescents and also 
when compared to adult MSM, and yet we are doing little 
to support them. We have made great strides in providing 
services to the MSM community in South Africa but will these 
efforts and funding continue to make a difference if the 
next generation of MSM grow up uneducated, stigmatised, 
bullied, and exposed to STIs and HIV? We urgently must 
change course before we lose the opportunity to make a 
difference in the lives of these young people. •

We must not forget that young MSM will have their 
own opinions about their care and support and these 
opinions deserve to be heard
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TRACKING PROVINCES

The national-provincial 
interplay in SA health
Nthabiseng Pooe, SECTION27

Over the past few years and on varied scales, we have seen provincial health systems in a state 
of collapse.  We have seen challenges with infrastructure, staffing, drug stock outs, provision of 
emergency medical services, lack of equipment and health facility management; all pointing to the 
collapse of a heath system. These challenges have been experienced in many provinces some of which 
cater for the most vulnerable in our society. The Minister and the National Department of Health often 
tell us that there is not much they can do because provinces are autonomous.

To what extent is this true and what are the restrictions on 
the National Department of Heath intervening in provincial 
health systems? To answer these questions, we need to 
first understand the governance framework, the nature 
and obligations created by the right to health and the 
constitutional and statutory mechanisms available.

Governance framework
South Africa has a unitary but decentralised system of 
government. It states in Section 40 (1) of the Constitution: 
“government is constituted as national, provincial and local 
spheres of government which are distinctive, interdependent 
and interrelated”. The ‘distinctive’ element indicates that 
each sphere exists in its own right and thus each sphere is 
the final decision-maker on a defined range of functions 
and is accountable for its decisions. The ‘interdependent 
and interrelated’ elements indicate the need for cooperation 
between spheres of government

The Constitution allocates government functions on 
either an exclusive or shared (concurrent) basis. The national 
government is exclusively responsible for legislation on 
defence, foreign affairs, the criminal justice system, (safety 
and security, courts), higher eduction, water and energy 
resources and administrative functions such as home affairs 
and tax collection.

The bulk of social services are shared competencies 
between national and provincial government, and include 
school education, health services, social security and 
welfare services, housing and agriculture. In these areas the 
national government is responsible for policy formulation, 
determining the regulatory frameworks including setting 
norms and standards and overseeing the implementation 

of the these functions. The provinces’ function is largely 
that of implementing national legislation and drafting and 
implementing provincial legislation. There however are a 
number of limited exclusive provincial functions, including 
granting of liquor licences, provincial roads, ambulance 
services and provincial planning. Municipalities are 
responsible for the provision of basic services, such as water, 
electricity, refuse removal and municipal infrastructure. These 
functions are performed within nationally and provincially 
set regulatory frameworks.

Cooperation, oversight and intervention
Guiding the relations of the three spheres of government is 
the principle of cooperative governance. The principles for 
this kind of cooperation are laid out in the Constitution and 
include a duty to provide effective, transparent, accountable 
and coherent government. Cooperative governance obliges 
the national, provincial and local spheres of government 
to cooperate, legally enforcing negotiation, rather than 
litigation, in resolving any political disputes that might arise 
between them.

This means that within the regulatory frameworks 
and subject to oversight, provinces and municipalities 
enjoy relative autonomy, remaining accountable to their 
constituencies to reflect their policy preferences. However, 
they are required to exercise their powers to the common 
good of the country as a whole by co-operating with the 
other spheres. In this sense the spheres are “interdependent”; 
only collectively and in cooperation with one another can 
they provide government that meets the needs of the 
country as a whole.

Provincial executive authority is also qualified in 
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section 125 (3) of the Constitution, which provides that 
the provinces have the executive authority to implement 
national legislation (within the functional areas set out in 
schedules 4 and 5):

“only to the extent that the province has the administrative 
capacity to assume effective responsibility. The national 
government, by legislative and other measures, must 
assist the provinces to develop the administrative capacity 
required for the effective exercise of their powers and 
performance of their functions.”

Where necessary, when constitutional or statutory 
obligations are not fulfilled, national government may 
intervene. Section 100 of the Constitution states that:

“when a province cannot or does not fulfil an executive 
obligation in terms of the Constitution or legislation, the 
national executive may intervene by taking any appropriate 
steps to ensure fulfilment of that obligation, including: 
• issuing a directive to the relevant provincial executive 

stating steps that may be required to meets its 
obligations; and

• assuming responsibility for the relevant obligation in that 
province to the extent necessary to: 

• maintain essential national standards or meet established 
minimum standards for the rendering of a service;

• maintain economic unity;
• maintain national security; and
• prevent that province from taking unreasonable action 

that is prejudicial to the interests of another province or 
to the country as a whole.”

Focus on health services
The need and mandate for cooperation is particularly acute 
in the health sector. Section 27 of the Constitution provides 
for the right of access to health care services for everyone. 
To ensure that this right is further given effect to the state is 
obliged to take reasonable legislative and other measures 
within available resources to achieve the progressive 
realisation of the right.

The National Health Act 61 of 3003 (“NHA”) gives effect 
to section 27 of the Constitution and lays the foundations of 
the health care system. The NHA proclaims its objective as, 
inter alia,

“to provide a framework for a structured uniform health 
system within the Republic, taking into account the 
obligations imposed by the Constitution and other laws 
on the national, provincial and local governments when it 

comes to health services” and (emphasis added)
“to provide for a system of co-operative governance and 
management of health services, within national guidelines, 
norms and standards, in which each province, municipality 
and health district must address questions of health policy 
and delivery of quality health services.” (Emphasis added.)

Various duties and obligations are set out in the NHA for 
the various role players. Section 3 of the Act states that the 
Minister must endeavour to protect, promote, improve 
and maintain the health of the population and ensure the 
provision of essential health services. Furthermore section 
25(1) of the NHA stipulates that the provincial MECs “must 
ensure the implementation of national health policy, norms 
and standards in his or her province.”

The duties of the provincial heads of health are set out 
in section 25 (2) and (3). These include the duty to develop 
strategic health plans, to submit such plans to the Director-
General, and to ensure that a provincial health plan is in 
conformity with national health policy. 

The NHA also makes provision for the establishment 
of a National Health Council made up of all the provincial 
MECs for health and is meant to advise the Minister of 
Health. Its composition is mirrored by the provincial health 
councils created by sections 26 and 27 of the NHA. The 
provincial councils are responsible for advising the provincial 
department on health policy and include members of 
municipalities, local and provincial government.

The legislated interaction between the national and 
provincial departments of health is therefore clear.
What does this all mean in REAL terms?
It all means that there simply isn’t any excuse for the 
National Department of Health to “stay out of” failing 
provincial health systems. This is so for a number of reasons.

First: the nature of the right to health. The right to 
health cannot be realised without functioning public 
health care facilities, and properly implemented 
programmes. It cannot be realised without available 
trained medical personnel, providing and dispensing 
essential medical services and medicines. It is literally a 
“life and death” right and when inadequately provided, the 
adverse effects on communities and particularly vulnerable 
groups are clear. In addition one person’s health affects 
others.

Second: the National Health Act establishes a 
uniform health system with both national and provincial 

The Constitution makes provision for the national executive 
to intervene when a province is unable to fulfil its 
constitutional or statutory obligations.
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departments of health playing a role in that system. Our 
framework states unequivocally that it is the duty of the 
national department to ensure that national policies are 
implemented. In addition, reporting obligations on various 
provincial heads exist; the reports and plans are submitted 
to the Director General. This is demonstrates the level 
of oversight and monitoring required from the National 
Department of Health. These powers are far-reaching 
and clearly go beyond policy-making. They suggest that 
the National Department of Health has a role to play in 
ensuring that the health system works, including where 
provincial health departments are running services.

Third: there are powers beyond the NHA. The 
Constitution makes provision for the national executive 
to intervene when a province is unable to fulfil its 

constitutional or statutory obligations. This is an important 
power which allows the national executive to either 
issue directives to remedy the problems or assume the 
obligations and ensure their fulfilment.

Conclusion
Provincial autonomy is real and constitutionally mandated, 
thus this principle must be respected and enforced. This 
principle however does not exist in isolation. Alongside 
autonomy is a collective duty for cooperation and 
interdependence – equally as important. Thus what the 
Constitution requires, and infact demands, is a balance. A 
balance which takes into account the duty on the state to 
respect, protect, promote and fulfil the rights in the Bill of 
Rights and principles of cooperative governance. •
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Today the future of the Treatment Action Campaign (TAC) is under threat. Donor 
priorities have changed and funding for AIDS is rapidly diminishing. However, the 
challenges have not gone away. Denialism may be dead but HIV and TB face a new 
set of complex challenges. The TAC continues to receive  reports of and engage with 
challenges of medicine stockouts, weakening health systems, growing evidence of 
poor adherence, and the spread of multi drug resistant-TB.

You need TAC now more  
than ever!
With its 8 000 volunteers located across 
the country, often in the poorest and 
most disadvantaged areas, the TAC is 
the eyes and ears of the response to 
HIV and the health system as a whole. 
Through its unblemished national and 
international reputation it is the only 
organisation with a voice loud enough 
to keep the AIDS programme on track.

If the TAC is forced to close or further 
scale back its operations then before 
long the response to HIV in South 
Africa will return to the unacceptable 
level of many other responses to 
diseases of the poor. Do we want 
that?

Since it was founded on Human Rights Day in December 1998,  the TAC has:
•	Helped drive down the price of antiretroviral drugs to affordable levels; •	Won a Constitutional Court case that opened the door to a nationwide programme to prevent mother-to-child-transmission of HIV; MTCT is now at less than 3%.
•	Broken the resistance of official AIDS denialism and brokered the first serious national strategic plan on HIV and TB;•	Mobilised communities continually to promote take-up of antiretroviral treatment and monitored the roll-out meticulously, pointing out every problem, stock-out and shortage;
•	Helped to set up organisations like the Joint Civil Society Monitoring Forum, the Budget and Expenditure Monitoring Forum, and now the Stop Stockouts Project; and•	Campaigned to draw attention to the collapse of provincial health systems in the Eastern Cape and Free State and created pressure to fix them.

Please help us to keep these campaigns alive. TAC gives you lives for money. Donate to the  
TAC today.

INVEST IN TAC, 
SAVE LIVES


	History of the Crisis
	More than a financial 
	Band-Aid needed to 
	heal the NHLS
	NHLS crisis draws blood
	Fear and loathing 
in the Free State 
	Join the club
	Left in the dark
	The long wait for healing
	Things fall apart
	This sh*thole is our home 
	Broken promises
	Standing up for her rights
	Community health worker testimonials
	SANAC releases 
first NSP report
	Has Motsoaledi stopped consulting civil society?
	Time to connect the dots
	Overcoming barriers 
to health care 
	Targets miss 
younger men 
	The national-provincial interplay in SA health
	OLE_LINK3
	OLE_LINK4
	_GoBack

