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EDITORIAL

Who will fight
the good fight?
Marcus Low, Head of Policy, Communication and Research at the TAC, Science Editor NSP Review

On September 27 the Treatment Action Campaign (TAC) Western Cape marched to the provincial
Department of Health to raise concerns about the quality of care provided to pregnant women at
maternity and obstetrics units. The march was the culmination of the kind of grassroots activism many
talk about, but few actually do.
Not knowing where else to go, a few women had approached
the TAC office in Khayelitsha with stories of delayed births
and potentially preventable infant deaths. In response, TAC
Western Cape called a community meeting bringing together
women from Khayelitsha and surrounding areas. Testimonies
were taken down, common issues identified, and the wheels
were set in motion for taking the concerns to the provincial
government. At the time of writing the department had
initiated an in-depth investigation into the complaints.
The Western Cape is probably not the worst place in the
country to give birth, but we know about the problems here
because of the strong presence of TAC in the community.
Often when there is no TAC or similar organisation, people
simply suffer in silence. Long queues, medicines shortages,
rude staff, undignified facilities, many users of the public
health care system simply just accept it as the way things are.
In some cases the state may even rely on the fact that
people do not demand to be treated with more dignity and
respect. When over 3,500 community health care workers in
the Free State were dismissed early in 2014, the provincial
department of health no doubt expected them to go
quietly. They did not. They sought a meeting with MEC for
Health Benny Malakoane to discuss their dismissals. When

Malakoane refused to meet with them they held a peaceful
night vigil at Bophelo House, the head quarters of the Free
State Department of Health. They insisted on their rights
and on a decent and reasonable process of engagement.
Government refused. Thirty-six hours in cells, 7 separate court
appearances, and hundreds of thousands of Rands later, the
so-called Bophelo House 94 have been convicted of taking
part in a prohibited gathering – a legally puzzling conviction
we are confident will be overturned on appeal.
It is extremely disturbing that the state responded
so disproportionately to a group of mostly aged women
praying and singing. As the court made clear, the arrests and
convictions were not because of any threat to public safety
or any threat to property, it was purely on a legal technicality
– and a misunderstanding of that legal technicality at that.
But of course cases like these are fundamentally political. It is
simple, the Bophelo House 94 are being punished for daring
to speak out against MEC Malakoane.
Another worrying thing is that even in provinces where
there appears to be more political will from the provincial
government, things do not appear to be going any better.
How is it, for example, that more than two years after our
‘Death and dying in the Eastern Cape’ report, we see a report

In recent years it has become clear that the key struggle
we’re facing is no longer the struggle for treatment, but
the struggle against a dysfunctional public service.
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as shocking as the South African Human Rights Commission’s
report into emergency medical services in the Eastern Cape.
The HRC paints a picture of a public service in a complete
shambles. Few ambulances are in working order. How is this
level of mediocrity still possible in 2015? How is it that we
keep failing at such basics as getting medicines from depots
to facilities and in ensuring a reliable ambulance service.
In recent years it has become clear that the key struggle
we’re facing is no longer the struggle for treatment, but the
struggle against a dysfunctional public service. Responding
to this challenge is in some ways much harder than our
earlier struggle. Apart from getting the ANC to drop their
extremely harmful policy of cadre deployment, there are
no easy policy wins anymore. We’re in a struggle that will
be hard to win through big battles, but that instead will
have to be won by a thousand blows. We have to demand
accountability at every single facility in the country, of every
district manager, and of every head of department and MEC.
We need to educate ourselves and our members about our
rights and demand that our rights be met – even if it means
we have to follow in the footsteps of the Bophelo House 94.
Of course, TAC and a number of our partner organisations
are struggling financially. Contrary to popular belief, the
problem is not that there is no money, a minute fraction of
the Global Fund or PEPFAR billions flowing into South Africa
can keep the most important civil society organisations in
the country afloat. The real problem is that many donors,
and UN agencies for that matter, are so scared of rocking
the boat that they would rather see organisations like TAC
go down that be associated with anything vaguely critical
of government. In their way, these donors are not all that
different from people who just turn away and tacitly accept

substandard treatment at health facilities.
It seems very likely that in a few months South Africa
will follow the World Health Organisation in recommending
treatment for all HIV positive people. In light of the
compelling findings from the START trial this change cannot
come soon enough. We are whole-heartedly behind it.
But yet, even as the Minister makes the ‘test and treat’
announcement and as the world applauds, there will be
many clinics in this country without key medicines. There will
be out of order ambulances gathering dust in quiet parking
lots. There will be MECs for Health in place who are still facing
serious charges of fraud and corruption. The conviction of
the Bophelo House 94 would not yet have been overturned.
In the Free State and Kwazulu-Natal patients will be suffering
because of the botched transition from the old community
healthcare worker model to the new ward outreach model.
And in places where there is no TAC or similar organisation
people will just accept this bleak state of affairs.
Of this decaying underbelly most of the world will be
silent. Even the WHO and UNAIDS, who in the light of
Ebola should really know better, will turn a blind eye to the
dysfunction in our healthcare system. Instead, the call for
90-90-90 will continue to resound as if it is the magic formula
that will solve everything. It won’t. Travelling at 120km/h
may seem like a great idea, but ignoring the fact that your
gearbox is about to blow and your wheels are about to fall off
is a dangerous form of wilful blindness.
As in the previous issue of NSP Review, we say again that
our healthcare system is at code red. For as long as it remains
true we will keep saying it for whoever cares to listen. We will
point out the elephant in the room. It is up to you whether
you want to face it or pretend it is not there.

But yet, even as the Minister makes the ‘test and treat’
announcement and as the world applauds, there will be
many clinics in this country without key medicines. There
will be out of order ambulances gathering dust in quiet
parking lots. There will be MECs for Health in place who
are still facing serious charges of fraud and corruption.
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The Treatment Action Campaign has for years drawn attention to the poor state of health services in the Eastern
Cape. Two years ago the NSP Review published a special investigative report titled Death and Dying which
highlighted the challenges and state of collapse. The national health minister responded immediately also
requesting that parts of the report, which highlighted the death of a baby in Holy Cross hospital following failures
at various stages of his treatment, be redacted to allow him time to investigate. We complied in the interest of
affording the health department an opportunity to address the issues highlighted. The newly established Office
of Health Standards Compliance did launch its own investigation into Holy Cross, the minster dispatched a high
level team to the hospital and there are reports of some improvements on the surface, but below the surface
the challenges continue. In this issue we returned to the Eastern Cape to monitor progress and while there are
pockets of hope, the province is by no means out the woods. The Eastern Cape Health Crisis Action Coalition, of
which the TAC and SECTION are members, will continue to focus on the challenges in this province.
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Holy Cross:
Some progress,
but all is not well

EASTERN CAPE
HEALTH CRISIS

Ntsiki Mpulo, SECTION27

Over the years Holy Cross has been in the news for all the wrong reasons. In a special NSP Review
Report Death and Dying, released in September 2013 we wrote about the sad death of a toddler who
died in the hospital. The attending doctor told a story of failure at several stages including lack of
oxygen and access to emergency services.
While there are signs of improvement, the hospital is by
no means out of the woods. The hospital situated 20 km
outside Flagstaff in the northern Eastern Cape is battling
various challenges and during an NSP Review visit in
August we were told of a lack of access to running water –
devastating for a hospital.
The latest water shortage has lasted one week but
according to Dr.James Whitehead, a physician stationed at
Holy Cross, the longest period the hospital has been without
water is six weeks. Hospital staff rely on the meagre supply
of 20,000 litres in tanks provided by the municipality, which
also supplies the community. With this limited supply, they
must ensure that patients receive medication, are fed and
that bed linen is washed. A member of the cleaning staff
complains that detergents and other cleaning chemicals
have not been ordered putting patients at greater risk. “At
times we wipe the floors and surfaces with only water,” he
explains, “But now while there is no water, we use nothing.”
The water crisis at Holy Cross hospital predates a visit
in 2013 by the Eastern Cape Health Crisis Action Coalition
(ECHCAC) and yet it persists. It is only one of a litany of issues
identified by the Office of the Health Standards Compliance
(OHSC) as critical to the turnaround of the hospital, which, it
found, was on the brink of total failure.
Built in 1923 by missionaries, the hospital has been the
centre of the community for nearly century but according to
staff, it continually fails the people of Flagstaff. A tour of the
hospital premises portrays a polished image: The teaching
facility is pristine, new desks and computer equipment

gleam – the result of a building upgrade completed in 2007.
But, beneath the facade lurks the reality that led to the
hospital receiving only a 43 percent grade from the OHSC
in October 2014, based on its scores on critical issues like
infrastructure, human resources, equipment, medication,
food preparation, TB services and emergency medical
services.
The hospital is keen to demonstrate that they have made
significant strides in snatching the hospital from the precipice.
The management acknowledge that there are areas that
are not up to standard and they try to minimise the severity
of some of the issues that still persist. These include staff
accommodation, which is in an appalling state. According to
a member of the board, the accommodation situation is at
crisis level, with frequent sewerage blockages, exacerbated
by water shortages and electricity outages. Doctors share
accommodation – three per house – or live in pre-fabricated
homes, while the nurses’ homes are old and dilapidated.
In addition to complaints about their living conditions,
doctors are concerned by the lack of skilled personnel at
management level. Until recently, there was no CEO, no
clinical manager and no nursing services manager. Mrs.
Gloria Mazeka was appointed acting CEO in September
2014.
The hospital has four or five permanent doctors, one of
whom is Dr. Whitehead – the acting clinical manager until
Dr. Yeye was appointed on 1 September 2015, bringing the
total number of doctors to six in a hospital which serves
100000 people.

Built in 1923 by missionaries, the hospital has been the
centre of the community for nearly century but according
to staff, it continually fails the people of Flagstaff.
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a rusty container: an example of the nurses’ accommodation; some old and older houses doctors live in;
new house for doctors; and young and old on the long walk to wellness.
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nurses gather water from a tank provided by the municipality – the only source of water for the week; a rusty
container: an example of the nurses’ accommodation; some old and older houses doctors live in; new house
for doctors; and young and old on the long walk to wellness.

“It’s sad when management doesn’t say: ‘We’re in trouble,
we don’t have money [...]’ That is not the attitude, they just
send you a letter threatening you with disciplinary action.”
8
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EASTERN CAPE continued
As a result of the shortage of doctors, the clinicians are
required to work unpaid overtime during evenings and
weekends, according to Dr. Whitehead. He recalls an
incident in which he was told to report for duty by the
district manager or face disciplinary action even though he
had given the hospital three weeks’ notice that he would
not be available for a shift that weekend.
Dr. Whitehead says the doctors are willing to assist in
times of need, however the chronic shortage is exacerbated
by the belligerent attitude of management. “It’s sad when
management doesn’t say: ‘We’re in trouble, we don’t have
money and we know we haven’t paid you for six months but
we promise to fix this.’ That is not the attitude, they just send
you a letter threatening you with disciplinary action,” he says.
“I attended a training session in Bizana at which there
were about 15 South African doctors. I asked them: ‘Why in
South Africa do you have people with no clinic experience
running hospitals?’,” says Dr. Whitehead. In response he
was told that non-clinicians are less likely to complain, and
they tend to say whatever the deputy director general, the
superintendent general or the district manager asks them
to say. They paper over the cracks in the system.
“But patients are the ones who suffer. Unfortunately it
is only when children or pregnant women die that things
happen, but patients on all the wards are at risk.” he says.
“There are dramatic incidents every week, patients dying
for no reason. I had a tirade at my nurses because they had
given 12 litres of dextrose without any potassium, so the
lady just fell over, dead. On another occasion they’d not
given furosemide over the weekend to a patient because
they couldn’t get the stock, so she died.
“There are ongoing issues of stock levels and things
not working but we deal with them as best we can,” says
Dr. Whitehead. “The thing I find saddest is that we (and
management) should be working together but there is this
constant battle with each other, for no reason.
“I’ve never met so many dedicated clinicians. We have
great doctors, a fantastic physiotherapist and pharmacist.”
A clinical employee bemoans the fact that there is only
one radiographer at this hospital – there should be three
to enable the department to run the requisite 24 hours
per day. “Even if there were three of them, if they are not
paid for overtime worked, they are well within their rights
to refuse to keep the section open for 24 hours,” he says.
As a result, after hours, no X-rays can be performed at the
hospital and patients are referred to hospitals in Lusikisiki or
Bizana, 70-90 km away.
“The problem in the Eastern Cape is the centralisation of
powers,” he says. “You can’t hold people to account if you do
not give them the power make decisions. Everything must go
to Mthatha to be signed and they refuse to use email because
it leaves a trail of accountability. The department has done
nothing to improve the situation at the hospital.”

•

Message from district administrator Mrs. Ntshanga
to Dr. Whitehead.
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Village Clinic: Access
delayed is access denied
Ntsiki Mpulo, SECTION27

On the first day of September 2015, two trucks clear a large plot of land to lay the foundation of the
new Village Clinic. This should be a moment for celebration but Nonyameko Ntiyo is exasperated;
construction of the clinic is long overdue.
Nonyameko is one of the patients of Lusikisiki Village Clinic
who participated in an application to the Eastern Cape
High Court declaring the relocation of The Village Clinic
by the Eastern Cape Department of Health to inferior and
inadequate facilities a violation of her constitutional right of
access to health-care services.
In the application filed in May 2013, the Treatment
Action Campaign (TAC) requested the High Court to direct
the Eastern Cape Health Department to provide a plan with
clear timeframes indicating the short and long term plans
the department would take to restore the adequate healthcare services to the patients served by The Village Clinic. The
department and the TAC reached a settlement, which was
made an order of the court in November 2013. So began the
long wait for the construction of a large permanent clinic in
Lusikisiki.
The health facility has been a site of contention since
it was erected in 2013 to replace a clinic inexplicably
moved by the department in December 2012. Lusikisiki
Village Clinic began as a park home. In 2004, non-profit
organisation Médecins Sans Frontières (MSF) added
a second park home when it started its antiretroviral
treatment campaign. Following interventions from MSF, the
clinic was moved into a building formerly owned by mining
giants AngloGold Ashanti in 2005 and a year later MSF
handed it back to the department. The department ran the
facility successfully until December 2012 when suddenly,
and without explanation, it closed the clinic.
In its place, the department erected tents as a clinic and an

old park home as a dispensary on an open piece of land. The
facility had no ablution facilities and patients were forced to
use pit latrines on land owned by the Department of Public
Works. There was no running water or electricity, a situation
that prevented nursing staff from performing essential lifesaving screens for pap-smears that detect cervical cancer, a
condition for which women living with HIV are at higher risk.
Unhappy with the facility, the community of Lusikisiki took
action. They approached the TAC, which acted on their behalf
in the matter that resulted in a settlement.
Following the settlement, the department built a
temporary structure comprising two park homes. The first has
a reception area and three offices, used as consulting rooms
by doctors and nurses, and the second is the dispensary. It
is here that Nonyameko comes to collect her ARV treatment
each month.
When Nonyameko Ntiyo discovered she was HIV-positive in
2004, she immediately began lifesaving antiretroviral therapy,
which she takes religiously except when there are drug
shortages at The Village Clinic, as she testified in her affidavit.
“I am living with HIV and am on ARVs. I also have
tuberculosis and am receiving treatment for it. I use Village
Clinic to collect my treatment and for any other medical issues
that I may have. I have had difficulty getting my treatment
since January 2013,” she explained. “In January, Village Clinic
ran out of 3TC and I had to borrow pills from my neighbour. In
February 2013, the clinic ran out of Kaletra, medication for the
treatment of tuberculosis.”
Nonyameko conducted a sit-in to make the point that she

“I came to Village Clinic in April but they didn’t have my
pills [...] They told me to go to St. Elizabeth to fetch them,
where I only got two weeks’ worth of pills.”
10
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The Village Clinic dispensary.

had the right to treatment and she did not want to default,
yet the clinic continued in its failure to provide her with the
treatment she needed.
According to Dr. Willem Venter, a doctor with extensive
experience in treating people living with HIV (PLHIV), “Patients
must adhere to the treatment for it to be successful. Adherence
rates of over 90 percent are required for HAART to be
successful. Without access to HAART, HIV will progress to AIDS
and the PLHIV will eventually die of an AIDS-related illness.”
Nonyameko’s difficulties continue: when she heard her
current medication, Abacavir, was not available at Village Clinic
in its current home, she recounted her struggle to access the
lifesaving treatment.
“I came to Village Clinic in April but they didn’t have my
pills,” she recalls. “The nurses at the clinic said that the issue is at
the depot but they told me to go to St Elizabeth to fetch them,
where I only got two weeks’ worth of pills.”
Nonyameko lives in Mevana, some distance from Lusikisiki’s
St. Elizabeth Hospital. She must take three taxis to reach the
hospital and at R10 for each taxi, a return journey costs her R30 –
a trip she can’t afford to make more than once a month because
she is unemployed and survives on her disability grant.
“I can’t keep going to the hospital, I don’t have the

money. And my file is kept here at Village Clinic, so I wonder
why my pills were not ordered,” she says. “In June, I returned
to the clinic and still there were no pills.” Supply was finally
restored in August, but Nonyameko is in constant fear
that the next time she comes, her medication will not be
available.
Correspondence with the Department of Health reveals
slow progress in building a suitable clinic. Protracted
negotiations for an appropriately located and large enough
piece of land resulted in delays. Now that the land has been
secured, the department says it will take another 18 months
to construct a facility that will meet the needs of the people
of Lusikisiki.
In the interim, mothers carry children wrapped in
massive blankets and old women hunch over, bundled in
coats to shield them against the cold, on their way to two
pre-fabricated buildings on an open piece of ground. Once
there, they huddle together on chairs outside the structure,
waiting to gain access to the cramped clinic. The only
shelter they have against the freezing wind is a corrugated
iron roof on poles and no walls, sandwiched between the
two park homes that serve as the clinic and the dispensary
at Village Clinic.

•
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Emergency medical
services update
Sashsa Stevenson, SECTION27
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Noluthando Damses’s baby Mivuyo with an emergency
services vehicle toy (above), and Xolisile Sam whose
sister died after waiting five days for an ambulance.
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On 25 and 26 March 2015, the South African Human
Commission held a hearing on access to Emergency
Medical Services in the Eastern Cape following a
complaint from the community of Xhora Mouth and
months of advocacy and analysis from the Eastern
Cape Health Crisis Action Coalition. People from
across the province told stories of the death of loved
ones when an ambulance didn’t arrive, complicated
births happening at home while waiting for an
ambulance, and people with disabilities forgoing
treatment because of the amount they have to pay to
get to a health facility for an appointment.
The hearing was harrowing but important. It was
an opportunity for problems with accessing care in an
emergency to be aired in front of responsible officials
and for those officials to account.
The Commission has produced a 103-page report
in which it makes important findings about the
failures of the Eastern Cape Department of Health and
other departments in ensuring access to Emergency
Medical Services for the people of the Eastern Cape.
The process also elicited a number of commitments
from the Eastern Cape Department of Health. Finally,
the recommendations contained in the report include
the purchase of new ambulances (in particular 4x4
vehicles), the training and recruitment of staff, the
need to ensure that people with mental and physical
disabilities are able to access transport to health
facilities, and the need to ensure that ambulances
arrive timeously.
The Commission launched the report in Mqele in
the Eastern Cape. To bring the Commission’s findings
and recommendations to life and to portray some of
the stories told and evidence given at the hearing,
the Eastern Cape Health Crisis Action Coalition has
produced a publication, in English and isiXhosa,
which will be used in training sessions at Xhora
Mouth, Isilatsha Village, Nier Village, Hamburg, East
London, Lusikisiki and Zithulele. In these sessions,
we will discuss health rights and advocacy, the ways
in which implementation of the recommendations
of the report can be monitored, and the next steps.
The Commission’s report is an important step but we
remain far from the goal of ensuring that an ambulance
is available to anyone in the Eastern Cape, when they
need it most.
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For the want of an
ambulance, lives are lost
Ntsiki Mpulo

Baby Mivuyo Damsesi clutches a toy ambulance in her grubby 2-year-old hands. Her mother,
Noluthando Damsesi (28) says that it was given to her at the crèche she attends in Silatsha Village,
50 km from East London. This is likely the only ambulance the little girl has seen in her short life. On the
night she was born, her mother went into labour late in the afternoon and an ambulance was called.
Mivuyo’s grandmother, Nontangabomo Totwana remembers the day clearly.
“Normally my daughter joins me around dusk for supper but
that day she did not appear,” says the 50-year-old grandmother.
“When I checked on her, I found her writhing in pain and I
realised that the situation was an emergency.”
Nontangabomo rushed to a neighbour and called an
ambulance but after hours of waiting, none arrived. Terrified,
she walked her daughter to a neighbour and between the
two of them they delivered Mivuyo safely. The ambulance
never did arrive.
In her 2015/16 budget speech delivered in June 2015,
Eastern Cape MEC for Health, Pumla Dyantyi, said “emergency
medical services (EMS) play an essential role in responding
to medical and obstetric emergency in the delivery of health
services to communities and this compels the department to
pull (sic) all efforts to build functional emergency services.”
Dyantyi said her department had, as of July 2014, increased
the province’s ambulance fleet from 306 to 416 and was
“coming closer to the ideal target of 656 for the province”.
She announced plans to “have designated ambulances for
inter-facility transfers”, and clarified that the changes would
include establishing inter-facility ambulance services to respond
to emergency assistance to pregnant mothers, and provide
dedicated MDR ambulances in order to prevent patients from
coming into contact with XDR/MDR-TB (extensively- and
multidrug-resistant-TB) patients during transportation.
But the people of Silatsha have yet to witness the
difference. Emergency services vehicles are a rare sight in
this village. If they come at all, they often have no medical
personnel and no equipment.

“THIS IS NO EMERGENCY”
This was the case when Xolisile Sam lost his sister, Tumeka.
Though he has told the story many times, it is clear the
memory still haunts Mr. Sam. His sister Tumeka was diagnosed
with HIV in 2008 and began taking ARVs shortly thereafter.
Her condition deteriorated at the beginning of 2014, requiring
frequent visits to the Mooiplaas clinic, 10 km away.
Because no ambulance would come to Silatsha to collect

her and take her to the clinic, her family was forced to use what
little money they had to hire one of two cars available in the
village to take her to the clinic, at the cost of R150 per trip.
On 26 September 2014, the family had depleted their
funds and even if there were money available, neither of the
two private vehicles in the village was available to transport
Tumeka. So Mr. Sam was forced to rely on the emergency
medical services call centre. He placed the call at 2 pm and was
told that the ambulance would be dispatched.
Hours passed and Mr. Sam called again only to be told that
he was exaggerating the severity of his sister’s condition and
that ambulances were for emergencies only. Still, he hoped that
someone would come to his sister’s aid. At 11 pm he called again
and was told that no ambulances were available, and there was
no guarantee that one would arrive before the next morning.
The family continued to hold vigil at their daughter’s bedside as
she struggled to hold on. She survived till morning.
Mr. Sam, seeing no recourse, called the Daily Sun and an
article appeared in newspaper the following day. Having read
the story, an official from the Department of Health contacted
Mr. Sam and promised to send an ambulance. It arrived a day
later with oxygen, no drips and no medical personnel. Tumeka
was transported, along with others collected at Cefane, to
Frere Hospital.
“She was admitted but given no help,” says Mr. Sam. “There
was no doctor at the hospital on that day. Tumeka died few
days later.”
Mr. Sam told his story at a Human Rights Commission
hearing into allegedly poor emergency medical services in
the Eastern Cape, held in March 2015. Following the hearing,
the commission is due to make public its report, which
contains recommendations for improvements to the system,
in October 2015.
Mr Sam is eager to hear the recommendations of the
report but all he wants to see is better training for emergency
services personnel so that others do not experience the level
of disregard he feels his family received at their greatest time
of need.
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Baby Mivuyo Damsesi
holds an emergency
services vehicle.
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Nosiphiwo Sitshetshe (above) was diagnosed HIV positive in 2012. Nosiphiwo had visited the clinic
consistently during each of her pregnancies and adhered to her drug regimen, until violent beatings from her
partner pushed her over the edge.She stopped taking her medication. She says she wanted to die.
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She says she wanted to die
Ntsiki Mpulo

When Nosiphiwo Sitshetshe (33) was diagnosed with HIV in February 2012, she was devastated. She
had contracted TB from her partner, and as a result was tested for the virus. She was immediately
started on antiretroviral (ARV) therapy, but things at home were unbearable. Her family made life
extremely difficult so she fled to her partner’s home, seeking refuge, but she found none. That was
when the beatings started.
This emerges as the NSP Review team visits a number of
families in the Peddie South area served by community
health workers from the Keiskamma Trust. The exchange
between Nosiphiwo and her partner, Thanduxolo
Makhabana, becomes intense as their story unfolds. They sit
next to each other on the couch in their living room but do
not look at each other.
The couple met when Nosiphiwo was 22 years old. She
says that he was very good looking then. Now, 10 years later,
he is gaunt and frail. He openly admits that he likes to drink.
“It’s when he’s drunk that he starts abusing me”, she says.
Thanduxolo was diagnosed with HIV in 1996 when he
was just 25 years old, 10 years before he met Nosiphiwo. The
44-year-old has fathered all three of Nosiphiwo’s children,
the oldest of whom is nine. Fortunately, none of the children
has tested positive for HIV. Nosiphiwo had visited the clinic
consistently during each of her pregnancies and adhered to
her drug regimen, until a violent beating from Thanduxolo
pushed her over the edge.
She stopped taking her medication. She says she wanted
to die.
Nosiphiwo is not the only woman who has felt this
way. In a paper published in AIDS, the official journal of
the International Aids Society, Abigail Hatcher, a senior
researcher at the Wits University Reproductive Health and
HIV Institute, found that women reporting partner violence
are half as likely to adhere to treatment.
These women also have 36 percent lower odds of
achieving viral suppression, which indicates whether or
not the infection is under control. Together, these findings
suggest that women who live with partner violence have
poorer health and could be more likely to transmit HIV than
others.
“In some ways, the findings were not surprising,” says
Hatcher in an article on the subject.
“We have known for the past few years that partner
violence leads to higher rates of HIV infection. But this is
the first time anyone has shown that violence consistently
impacts the health of women already living with HIV.”
Nosiphiwo’s health deteriorated dramatically in a matter

of weeks. She developed sores all over her body and her
feet swelled to such a degree that she could not walk.
Community health worker (CHW) Nokwezi Mati, realising
she had not seen or heard from Nosiphiwo, paid her a
visit at her home. This was the lifeline the mother of three
needed to bring her back from the brink of suicide.
Nokwezi visited her regularly and ensured that she
resumed her retreatment. Nosiphiwo’s family is just one of
the many that Nokwezi visits in the Peddie South area. She
is one of 51 community health workers in Hamburg who
are employed by the Keiskamma Trust. They work in teams
serving 47 villages that surround the Hamburg Clinic.
The trust has been active in the area since 2005. The
health programme was established to provide ARVs and
palliative care to AIDS patients in their own homes. Today,
community health workers continue to visit patients, help
them take their medication, do pill counts, report sideeffects and assist them to access clinics and treatment.
In her experience, Noluthando Luceka, a community
health worker and AIDS activist, says people in rural areas
are not open about their status.
“The stigma here is still strong. That’s what makes our
work even more difficult but we do what we can,” she says.
She says that since the ARVs were made available, things
have been easier; when her sister died of AIDS in 2008,
Noluthando vowed that the same would not happen to
her. She was diagnosed with HIV in 2003, but because she
was a member of the Treatment Action Campaign she felt
sufficiently equipped to manage her health and even asked
to be placed on HAART in 2012 when the doctor found her
CD4 count had dropped significantly. She compliments the
state’s ARV programme, but says that it is insufficient.
“Our patients do take their treatment, but because
they are poor, they don’t survive because they don’t have
access to good food. They need more support from the
government. Some of them need psychological help,” she
says.
It is clear that women like Nosiphiwo require more than
just ARV treatment; the CHW programme in Hamburg is a
lifeline.
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Since NSP Review’s last visit in 2013, the
Hamburg clinic buildings have deteriorated
even more.
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Failed by the system
Nombulelo Yose is the picture of good health. Her vitals are strong and, thanks to the support she
receives at work, she’s come to terms with her HIV status. Nombulelo now works as a data capturer at
Keiskamma Trust, a non-profit organisation based in Hamburg, about an hour’s drive from East London.
But not so long ago, she and her husband experienced a great deal of suffering at the hands of the
public health system in the Eastern Cape.
“I found out that I was HIV-positive when I was pregnant
with my second child,” says Nombulelo. “But I was not
started on antiretroviral therapy (ARVs) because they said
my CD4 count was high.”
Originally from King William’s Town, Nombulelo moved
in with her husband’s family in Peddie shortly after she was
diagnosed.
“Just after my child’s first birthday, I took her home to
King William’s Town so my family could meet her,” she says.
“It was a Saturday when I received a call with the news
that my husband was extremely ill and that I should return
immediately.”
He was admitted to a hospital in Grahamstown and
diagnosed with tuberculosis (TB) further complicated by
HIV. Nombulelo rushed to his side and spent the next few
days going back and forth to the hospital. She took the
opportunity to retest and check her children as well.
“They found that my CD4 count had gone down to
183 and I needed to be put on ARVs,” she says, emotion
starting to overwhelm her. “When I tested the children, I
found that my first-born child had HIV and had contracted
TB from his father.”
The family returned to Peddie and started visiting
the nearby clinic where they were started on a course of
Bactrim to treat the TB. They were told that they could not
be started on ARVs until that infection had cleared.
“We found that the treatment was taking a long time to
work,” she says. “My in-laws believe in witch doctors so they
advised us to take medicines prepared by a witch doctor in

East London. In a marriage sometimes you have no power
to disagree with your new family, so we began taking those
medicines. But I found that my husband became more and
more ill.”
Desperate, Nombulelo called a friend who worked
at Keiskamma Trust and told her that these traditional
medicines were not working. Her friend spoke to one of the
doctors at the hospice, a Dr. Baker, who arranged for them
to move into a ward and prescribed them ARVs.
Following tests, doctors at Keiskamma found that
Nombulelo’s husband suffered from a gastrolic ulcer, which
meant that they could not start him on ARVs until that was
healed.
“The problem was that the medicine to treat his ulcer
was not available in South Africa and had to be brought
in from overseas,” says Nombulelo. “The cost of the
medicine was over R20000 and we didn’t have the money.
My husband was the only breadwinner in the family; I
depended solely on him because I didn’t have a job.”
“Keiskamma Trust offered to buy the medicine for us but
didn’t have the money either so they had to raise the funds
for it,” she says. A few weeks later, a doctor from Keiskamma
went overseas to purchase the medicine.
In the interim, Dr. Baker had applied for a disability grant
for Nombulelo’s husband. But when they went to collect it,
staff at the South African Social Security Agency (SASSA)
pay-point refused to give them the money, saying that they
didn’t need it because they we were being looked after by
Keiskamma.

“I went to the sisters and asked for their help, but they said
that we should sit on the chairs and wait for the doctor who
was only due to come in at 7 am. At around 5:20 am, the
sister came to tell me that my husband had died.”
NSP Review #13 2015
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Nombulelo Yose (33) outside the Hamburg Clinic site.

“My husband was very badly affected by the treatment we
received from SASSA,” says Nombulelo. “He was really upset
and that night, after we had gone to sleep at Keiskamma
Clinic, I woke with a fright at around 2 am.”
“My husband was crying. He said Nolihle, my wife, I love
you,” she says with tears streaming down her face. “That was
the last thing he said to me.”
Nombulelo woke the sister on duty and told her
that her husband seemed delirious. They rushed him to
Nompumelelo Hospital, arriving at about 4 am.
“I went to the sisters and asked for their help but they
said that we should sit on the chairs and wait for the doctor
who was only due to come in at 7 am,” explains Nombulelo.
“Eventually, the nurses found a bed for my husband and I
waited on the cold benches. At around 5:20 am, the sister
came to tell me that my husband had died.”
Nombulelo’s story is a heartbreaking tale of how neglect
at the hands of the nurses at Nompumelelo Hospital caused
her suffering. She was fortunate to receive help from
Keiskamma Trust, where she began working as a sweeper
after her husband’s death. Soon, she was promoted to
community health worker but found that the work took a toll
on her mental health.
“I started having panic attacks but when they started I
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thought they were fits,” explains Nombulelo. “Even during
home visits, I used just fall down.”
Nombulelo was sent to Cecilia Makiwane Hospital for
observation and diagnosed with depression as a result of
not having dealt with the death of her husband. She was
prescribed anti-depressants, which she took for six months.
Now, Nombulelo is focused on remaining positive and
taking care of her children who live with her mother in King
William’s Town.
“I go home every month to take my treatment and see
my children,” she says. “My oldest asks about his father and
I tell him that his father died from AIDS, that both he and I
have AIDS but we are going to be well. I started talking to
him about HIV when he was eight years old because I want
encourage him to continue to take his medicines.”
Nombulelo is still baffled about how her son contracted
HIV and is disillusioned about the level of care patients
receive in the Eastern Cape health system.
“When I was first tested they said I was HIV-negative but
Dr. Baker said that I might have tested in the window period,
and something must have gone wrong,” she speculates. “A
mistake must have been made during time I was giving birth
because now my son is HIV-positive. I accept that I have HIV,
but I don’t accept it for my child.”
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The blame game at
Mthatha Depot
Ntsiki Mpulo

Drug stockouts are a national crisis and the Eastern Cape has felt the effect even more acutely in
the last few years a result of catastrophic decision-making by the Eastern Cape Department of
Health. As recently as May 2015, National Health Minister Dr. Aaron Motsoaledi was forced to return
from an international trip to address critical drug stock shortages in the country. Motsoaledi has
stated on record that drug manufacturers are sometimes to blame for the shortage, but civil society
organisations belonging to the Eastern Cape Health Crisis Action Coalition (ECHCAC) have found that it
is supply chain management issues that are crippling the Eastern Cape Health Department’s ability to
dispense lifesaving medication to people living with HIV and TB.
At the department’s Mthatha Depot, the situation was
exacerbated by the poor management of a human
resource issue resulting in the depot facing a shut down in
November 2012. NSP Review visited the depot to ascertain
the level to which it had recovered from this crisis and
found that many of the problems identified in 2013 persist.
Employees at the depot spoke to us on condition that they
remain anonymous.

NKANDLA-STYLE SECURITY
Security at the Nelson Mandela Academic Hospital and at
the depot appears lax. On arrival, the NSP Review team was
allowed access without question from the security guards at
the gate. At the depot, where security upgrades appear to be
underway, we were required to sign in but were not searched
on arrival or departure. Biometric finger print machines
installed at the entrance of each section of the warehouse,
we are told, are not yet connected.
Following massive stock theft uncovered in 2011, and a
fire, allegedly set by staff members, hidden cameras have
been installed on the upper level of the warehouse, where
needles, gloves and swabs are housed, but not on the lower
level, where the antiretroviral (ARV) and TB medications are
located. There are, apparently, plans to move these high-cost,

high-demand medicines to the upper level but it is unclear
when this will happen.
Mthatha Depot, obligated to carry medicines on the
Essential Medicine List, including ARVs, TB and other chronic
illness medications, services 14 sub-districts in the Eastern Cape
and supplies approximately 470 registered facilities. Around
95 percent of these facilities are primary health-care facilities
staffed by registered nurses and community health workers. The
remaining 5 percent consists of approximately 30 hospitals.
Each of these facilities places monthly orders, with
provision made for occasional emergencies. When the
system functions optimally (rarely), facilities hold six weeks’
supply of medicines, allowing them a buffer of about two
weeks between orders.
A source confirms that in the majority of facilities, orders
for medication are still processed manually. He says the
health-care facility faxes an order to the depot where the
information is captured by clerks, but that procurement
processes are thwarted by the lack of infrastructure and
skilled personnel. He complains that it is impossible to
place orders to suppliers via email when the server, which
is housed in a different building in town, goes down – a
regular occurrence. When telephone lines go down as a
result of cable theft, another regular occurrence, orders are
not received and cannot be sent to the suppliers.

Ideally, each health-care facility should have a
pharmaceutical manager and a pharmacy assistant but
many have neither.
NSP Review #13 2015
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On arrival, the NSP Review team was allowed
access without question from the security
guards at the gate.
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SHORTAGE OF SKILLED PERSONNEL

A HUMAN RESOURCE CRISIS

The most acute problem is the lack of qualified pharmacists.
In the sub-districts that the Mthatha depot services,
there are only two pharmacists to cover more than 100
health-care facilities. According to a source, Qaukeni
District has never had one. Ideally, each health-care facility
should have a pharmaceutical manager and a pharmacy
assistant but many have neither. Instead, nurses – who are
already stretched to capacity with tasks involving patient
management, prescribing and dispensing medication
(which should be done by a doctor) – are required to place
orders for those medications as well.
“Many complain that they are already overburdened
with tasks that are not central to their work and that they
do not have the required training to carry out the work of
a pharmacist,” says our source. “There is a level of apathy
(‘it’s not my job’) and just not having the time and training
to do it.”
According to the MEC for Health in the Eastern Cape,
Dr Pumza Dyantyi, 40 pharmacy managers, 48 pharmacist
assistants, and directors for both the Port Elizabeth and
Mthatha depots were appointed in 2014/15. She says that
nurses have received sufficient training and should be able
to place accurate orders. But this is not necessarily the case.
Our source tells us that medicines are ordered haphazardly;
some clinics are overstocked and others under-stocked.
“In some instances,” he says. “The clinic requirement is
for 1000 doses of a particular type of medication, which
are contained in 100 vials. However, hospital personnel
place an order for 1000 units which leads to overstocking.
The medicine needs to be returned but because of the
administrative burden, many facilities simple hold the stock.
This creates severe stock shortages in other areas, leading
to the disposal of expired medication.”

In an effort to control overspending in the department, a
moratorium was placed on new appointments, leaving the
depot with a severe shortage of skilled staff and just one
pharmacist. To further exacerbate the problem, staff who
believed they were owed performance bonuses, went on strike
in November 2012. The result was stock shortages of critical
medicines at health-care facilities serviced by the depot.
Médecins Sans Frontières (MSF) and the Treatment
Action Campaign (TAC) intervened in January 2013 to assist.
The non-profit organisations deployed 20 volunteers who
packaged, loaded and dispatched medicines to clinics across
the province. However, this apparently caused friction among
the remaining employees at the depot.
“It was presented as if the TAC and MSF were alone at the
depot and that department members were not committed.
We are here to serve people,” says a senior depot employee.
“We are not here to be scoring points.”
“You called the new superintendent general Dr Mbegashe
to come and account as to what are the strategies he
had in mind,” he says. “There was an accusation that the
superintendent general had no direction. They even said
they sacrificed during December and that depot staff did not
care. But I was here working shoulder to shoulder with them
throughout that period.”
The emergency intervention lasted for three months after
which the depot was handed back to the province. But the
situation has not yet normalised. Stock shortages are still
reported across the province. A supply chain manager and a
deputy director of finance have recently been appointed, which
should alleviate the problems faced by the facility. However,
these individuals will have the Herculean task of making sense
of the manual system that clinics use and ensuring that this is
integrated with the depot’s electronic system.
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In an effort to control overspending in the
department, a moratorium was placed on new
appointments, leaving the depot with a severe
shortage of skilled staff and just one pharmacist.
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Silicosis section
header here
NSP REVIEW COMMENT
A small community of mine workers in Zithulele in the Eastern Cape is slowly dying from lung related diseases.
Turberculosis and Silicosis are synonymous to these former mine workers. They struggle to breathe, to work, to
live. Their only hope for compensation for the years of suffering they have already endured and that lies ahead is
the class action brought by Bongani Nkala and 56 other miners against the mining industry. This landmark case,
Nkala and others v Harmony Gold and others, will see hundreds of thousands of mineworkers who contracted
silicosis and/or tuberculosis in South Africa’s gold mines given a voice and access to justice. The stories told here
are haunting echoes of those of the miners who are participating in the class action.
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Zithulele’s Miners’ Stories
[contextualising bit here?]

NGAYIBILISI
MONTSHOTWANA (76)

I started working in the
mines in 1958. I ended

Image: Gary Horlor

my last mining job in 2006. I went
to the doctor in Nqanduli and he
said I had worked too long in the
mines. He said that my lungs have
holes that will never heal. Doctors
say I shouldn’t work. I need to hire
people to help me around the
home. I feel weak and I cannot
breathe. The only way I can walk
any distance is when I use my
asthma pumps. If I don’t have them,
I won’t come back from where I’ve
been. I tried to get compensation
but they said the little I got was
enough and they won’t give me
anything more. The only money
I receive is my pension. I get no
disability and no other money.
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Silicosis Miners: Magugwana Mosini (80), Nabela Caloti (49) and Somajele Makubalo (64). The miners don’t
know the word silicosis. They say they suffer from ‘isifuba’, an illness in the chest.
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SOMAJELE
MAKUBALO (64) (right)

I worked on the mines
from 1972 to 2014 as
a labourer and then
blasting. In 1990, I spent three
months in the hospital because
my hearing had gotten bad from
the blasting. Then, in 2013, I
was treated for TB, but I am still
suffering. My chest is closed. I was
let go from work in 2014 with no
compensation. They took money
from our salaries but now they do
want to pay. I want to know where
that money is. I survive on the
pension from government alone.
It is not enough to provide for my
three children.

NABELO CALOTI (49) (middle)
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I started in the mines
when I was 21-years-old
in 1987. I was pipe fitter and a
driver. In 2005, I became sick. I could no
longer work so I was given a voluntary
retrenchment package of R6,222.91.
That money finished long ago. I was
recently treated for TB and hypertension
at Zithulele. I survive only on a disability
grant. I have seven children. How can I
feed them now?
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NDLAMBILA
DODWANA (66) (right)

We want the mining
companies to pay us
what they owe us. There

NTANA GADLO (48)

I worked on the
mines from 1985 to
1997. I used to burn with
a fever when I was sleeping,
then I started to get thin. I
was told that because I had
taken so much leave, I was
a deserter. They let me go
without a cent. Now I live only
on a disability grant.
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is a lot of money they owe us which
they didn’t pay. They told our
people to go down the mine and
eat dust. The dust still sits in our
lungs. Now, our people eat nothing
but they are the ones who have
dug the gold out of the ground. We
gave them our strength and now
we want them to support us.

MAGWEBENGA
MQWASHELE (83)

I went to the mines in
1959. I started as a machine driller.
In 1974 I became ill and stayed in the
hospital for over two months. I went back
to work but I became more and more ill
as time went on so I came home. I was
lucky to find temporary work here at the
hospital as a builder and a plasterer but
now I can barely survive. My wife is ill so
my daughter-in-law looks after me.
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I was just 20 when I went
underground in 1960. I
was a labourer for many years. Then I
became a driller but I was injured when
a rock hit me in the eye so I had to
come home. I have difficulty breathing
and my hearing is very bad. I have 14
children and my wife suffers from heart
disease. Some of my children are still at
school and others at college and one
is at university in Cape Town. It is hard
for them because there is no money
except for the government pension.

NGQUKUMBANA
MAKHUBALO (80) (below)

I was injured when I fell
from a step ladder and
shattered my ankle.
spent a year in hospital. I received
compensation for that injury but
nothing for my hearing loss from the
drilling. My eyesight is very bad from
the hours spent underground. They
said I was a deserter and gave me no
money.
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KAMAKO NQWILI (75)
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Alloys Mncedi Msuthu
(60) standing in a field
in Matatiele, Eastern
Cape. He is an applicant
in a court case brought
against 32 gold mining
companies. He worked
in mines for over 30
years and has silicosis.
He has received R60000
compensation.
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The long battle to get the
mines to cough up
Alide Dasnois, GroundUP
Images: Thom Pierce

Their lawyers are preparing to fight in court, but for many of the miners who contracted lung disease
from the silica dust on South Africa’s gold mines, it’s too late.
Miners with silicosis and tuberculosis are dying at an
“alarming” rate, warn their lawyers in a 181- page document
asking the Gauteng High Court for permission to proceed
with a class action to sue 32 gold mining companies.
Last week, in spite of opposition by the companies, the
Treatment Action Campaign (TAC) and Sonke Gender Justice
were granted leave by the court to join the litigation, which
affects tens of thousands of miners and their families.
Three legal teams in South Africa and two in the United
States are working together to represent 69 miners, and
seven legal teams are representing the mining companies
in a case which has already generated nearly 5000 pages of
documents. The mineworkers are applying to be allowed to
bring a class action on behalf of all miners who have silicosis
and tuberculosis as a result of their exposure to silica dust
since 1965, and of the families of all miners who have died of
silicosis and tuberculosis.
Anglo American, one of the companies involved, has
described the case as “without precedent in South African
law and indeed in any other jurisdiction in the world”.
The matter, which will be heard in October, could affect
some 196000 gold miners in South Africa and 84000 from
neighbouring countries who are thought to have silicosis, an
irreversible, incurable and painful disease in which scar tissue
gradually replaces healthy tissue in the lungs. The disease is
often associated with TB. It is disabling and can be fatal.
The mineworkers say the mines are to blame because they
failed over the years to take steps to protect mineworkers
against excessive levels of dust and the risks of silicosis and
tuberculosis.

In 1912, South Africa became the first state to introduce
compensation for silicosis as an occupational disease.
Compensation for pulmonary TB was introduced in 1916.
Yet, say the lawyers, though methods of controlling silica
dust were known early on and applied in other countries,
South Africa’s gold mines failed to act. “Despite the death and
serious injury of thousands of mineworkers over decades,
the mining industry has enjoyed almost complete immunity
from liability for the harm done to mineworkers’ health from
exposure to silica dust.”
The mines have been almost immune not only from civil
claims but also from paying statutory compensation. Because
of the nature of the disease, many mineworkers returned home
to South Africa’s rural areas and to neighbouring countries
without knowing they were ill. When the symptoms of illness
appeared, the former miners were unable to get screening or
treatment, and could not claim compensation. In this way, say
the mineworkers’ lawyers, the costs of silicosis and tuberculosis
have been transferred from the mines to the miners’
communities in rural South Africa and neighbouring countries.
But a 2011 Constitutional Court judgment opened the
door to mineworkers and their families to claim damages for
the wrongs done to them by the mines in which they were
employed.
“The question is not whether they should be allowed to
sue. The only question is how they should be allowed to do
so,” write the lawyers.
They argue that a class action is the only solution open
to the miners and their families. Many of them do not have
the benefit of education; as individuals they are too poor to
afford lawyers; they suffer from chest pains and coughs and

In 1912, South Africa became the first state to introduce
compensation for silicosis as an occupational disease.
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Above: Zimotshile Bethwayo (57) from Mpoza in the Eastern Cape worked in mines for 28 years. He has TB
and suspected silicosis and has received no compensation to date. Below: Vusumzi Yaka and Primrose Yaka
from Qora Location, Butterworth, Eastern Cape.
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Left: Lungile Mengane (58) worked in mines for 35 years. He has TB and possibly silicosis, and has to date
received no compensation. Right: Philion Dindi (51), worked in mines for 27 years. He lives in Didi Location,
Lusikisiki, Eastern Cape and has stage one silicosis. He received R30000 compensation.

A miner’s testimony
Bongani Nkala worked at Harmony Mine from 1985 to 1997. Here is his testimony from the court
papers:
During my time working for Harmony, I was frequently and
regularly exposed to silica dust released during day-to-day
mining activities. This exposure occurred from working with
and near activities such as drilling, blasting, and crushing of
ore and rock.
The dust levels underground were generally controlled
by spraying the walls with water. This was done once in the
morning, and after each blast that occurred during a shift.
Blasting underground created a lot of dust and much of it
remained in the workspace, even after the walls were sprayed
with water, as we could still see it, as well as taste and smell it.
There was no ventilation to control the dust levels in
my workspace underground and, as a result, the watering
process was the only means of dust control. The dust would
remain in the air until the walls were watered, and soon

thereafter, when walls dried, the dust levels would increase
again. The watering process was an ineffective means of
controlling the dust levels underground.
On a daily basis, I and my co-workers breathed silica dust
in the following areas of the mines: in the travelling tunnels
and in the worksite.
I was never provided with any respiratory equipment.
I inhaled all dust that I was exposed to. The dust levels
were especially high when I would enter the mine at the
beginning of my shift. I had to walk 8 km through the
tunnels underground to get to my workspace. Lots of
dust would settle on the equipment that we used and the
equipment was not cleaned during or between shifts. The
dust would also settle on our hair, face, and clothes while
we worked.
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Above: Myekelwa Mkenyane (49) from Amadiba in the Eastern Cape is sick with silicosis and an applicant
in the case. He worked in mines for 25 years. He received R36,000 compensation. “I am at home now and
my wife died. My neighbours and my children take care of me,” he says. Below: Nanabezi Mgoduswa (59) at
his home in Bizana, Eastern Cape is also an applicant in the case. He worked in mines for 14 years. He has
silicosis and drug-resistant TB. He received no compensation.
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are too weak and too sick to travel to see lawyers or attend
court. Widows and other dependents battle to follow up their
claims when the miners die.
“The interests of justice thus require that the mineworkers
and their families be allowed to proceed by class action. It
is their only hope. If the facility of a class action is denied to
them, most of them will not be able to sue at all.”
“They will be denied any remedy for the violation of their
constitutional, statutory and common law rights. The guilty
mines will get off scot-free.”
The mines are aware of this, the lawyers say, which is why
they are opposing the application. “They do not seek justice.
They seek to escape liability for their history of neglect of
mineworkers.”
The mining companies argue that there is no common
ground for a class action. In their own court papers their
lawyers argue that conditions on each mine were different
and that there is no “class” of affected workers or of negligent
mining companies. Some also argue that they did not
themselves operate the mines.
In its court papers, for instance, Anglo American says it is
not “and has never been” a mine owner and so is different from
the other mining companies, though it “held different interests
in many mining companies at different times.” Anglo American
also argues that there were important differences between
mines with respect, for example, to silica content of the rock,
dust control and ventilation standards, knowledge of risk, and
between mineworkers, such as how long each worked on a
particular mine, whether or not a miner was involved in other
activities which exposed him to silica dust, and whether he
was more or less “susceptible to contract silicosis as a result of
being HIV-positive or whether he smoked”.
But the lawyers for the mineworkers argue that as a
group the mines knew very well what had to be done to
protect workers and failed to do it. They quote UCT professor
Jonny Myers to show that the mining companies offered
protection, screening and treatment to white, but not to
black, mineworkers.
“This includes the occupational hygiene dust
measurement strategies, the provision of health services,
diagnosis and treatment, compensation for silica-related
diseases, and post-mortem examinations and recordkeeping, which pertained to white mineworkers.”
“The respondents and indeed the entire gold mining
industry consistently and systemically failed for decades
to take the required reasonable and practicable measures
to protect mineworkers against excessive levels of silica

dust and the concomitant risks of silicosis and tuberculosis.
Workers themselves had no control over their working
conditions”, the lawyers say.
In support of claims that the industry as a whole failed to
take care of the workers, they cite:
• The fact that prevalence rates of silicosis and TB did not fall;
• Numerous investigations and reports (including one by
the Chamber of Mines) which recognised a persistent,
industry-wide failure to take adequate dust control
measures;
• Admissions by the mining industry that legal dust limits
were not being met; and
• Statements by the 69 applicants about their own
experiences on different mines, which attest to the
widespread, generalised and systemic failure of the gold
mines to provide mineworkers with adequate and effective
protection from silica dust.
“The prevalence of silicosis, silico-tuberculosis and
tuberculosis is not, and never has been, a problem limited to
a few of the respondents’ mines. It is a problem common to
all of them.”
“The mines have known for years about ways to reduce
the risk of silicosis for their workers, yet tens of thousands
of mineworkers have contracted one of these diseases, the
lawyers say, citing incidence rates of up to 36 percent.”
“Gold miners with silicosis, silico-tuberculosis and
tuberculosis are dying at an alarming rate. For many, the
inevitable delay that would result from individual litigation of
their claims would be too long.”
Marcus Low, head of policy at the TAC, says: “Over the past
five decades gold mining companies in South Africa sent
hundreds of thousands of men into mines without taking the
required steps to protect those men from inhaling dangerous
levels of silicosis-causing dust. The record shows that these
mining companies knew that they were putting the lungs
and health of these men at risk.”
“They simply didn’t care enough and they knew they
could get away with it.”
“This case is about whether or not we accept a society in
which such cruelties are perpetrated. It is about whether we
will continue to turn a blind eye to this ugly scar that runs
through our history. It is about whether there will be justice
for the hundreds of thousands of men who died of silicosis
or who got sick with silicosis because of the indifference of
mining companies.” http://www.groundup.org.za
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Community healthcare workers are the backbone of South Africa’s health system. There is no doubt that this cadre of
healthcare worker play a critical role in ensure that people living with HIV and/or tuberculosis are diagnosed early, take
their medication and access the health system when issues arise.
Their role is especially important in a province like the Free State, where medicine stockouts, absent emergency
medical services, long waiting times, staff shortages, and severe negligence warn of a dangerously collapsing
healthcare system. Here it is especially important that community healthcare workers can continue to care for South
Africa’s poorest and most vulnerable people. However under the leadership of Free State MEC of Health, Dr Benny
Malakoane, 3,800 community healthcare workers lost their jobs in the first half of 2014. Instead of receiving the proper
recognition and fair pay they deserve, they are now struggling to survive and the people they are meant to serve
suffer without access to healthcare. In the next couple of pages we highlight the ongoing court case involving the
#BopheloHouse94 as well the TAC’s ongoing efforts to improve healthcare services in the province.

34

NSP Review #12 2015

FREE STATE

H E A LT H

HIV and Human Rights:
The right to protest
John Stephens, SECTION27

In April 2014, the Free State Health Department MEC, Benny Malakoane, issued a four-sentence circular
that, in effect, fired 3,800 people. The dismissed Community Health Workers, or CHWs, were the front
line of primary health care, capable of bringing services to those who can’t reach health facilities – a
cadre of workers upon whom the Free State’s poorest and most vulnerable depended. Yet, while their
jobs were critical and grueling, CHW pay was low, just over R1,000 per month for most and, in the Free
State, they often went months at a time without being paid at all.
A group of CHWs organised to respond to their working
condition, their sudden and unexplained dismissal, the
MEC’s subsequent refusal to meet them and the general
deterioration of the health system under the MEC’s watch. On
a winter evening on 9 July 2014, about 130 women gathered
at Bophelo House, the headquarters of the Free State Health
Department. They intended to hold a vigil through the night
until the MEC arrived at work the following morning, at which
point they would once again request a meeting with him.
The Public Order Police, the specialist police unit
mandated to deal with crowd management, arrested the
women in the early morning hours of 10 July for what they
called an “illegal gathering”. More than 100 of the CHWs,
many of them elderly, all of them unemployed, most of
them poor and far from their homes, spent several days in
jail, many without access to essential medication.
Over the intervening year, they were called to court
on seven occasions, before the trial began on their sixth
appearance—the trial would turn into a marathon,
spanning a total of two grueling weeks. Each time they
appeared in court, the CHWs travelled to Bloemfontein
from all corners of the province, often hundreds of
kilometers, leaving family responsibilities behind. They
slept on church floors or benches in community halls and
suffered conditions that one magistrate, after one of the
CHWs fainted in a hot and crowded courtroom, called
“inhumane and undignified”.
Eventually, the court moved the proceedings from the

magistrate’s court to the high court – a room capable of
accommodating all of the accused. From 6 to 10 July the
trial finally got underway. The testimony from Public Order
Police over those five days was shocking. They repeatedly
explained how they routinely – as per a long-held
institutional practice – make unlawful arrests, violate the
rights to freedom of expression and demonstration, and
use apartheid-era means of crowd control. In the course of
their testimony, it became obvious that this case is about
more than a disagreement between a few gogos and an
MEC – it is about a serious threat to a right fundamental to
a free society.

THE REGULATION OF GATHERINGS ACT
The accused are charged with violating the Regulation of
Gatherings Act, a 1993 law passed in the lead up to the
1994 elections marking the fall of apartheid. Today, the law
remains the primary piece of legislation through which the
right to assembly and protest, as provided in Section 17 of
the Constitution, is managed.
The law requires anyone who wants to hold a “gathering”,
defined as a group of more than 15 people, to give notice to
the police of their intent to do so. This requirement seems
rather innocuous, even a good idea: it enables people to
work with the police to ensure that demonstrators are
protected and that people can exercise their rights safely. But
in practice, across the country, police routinely use the law to
prevent protest, stifle dissent and arrest those who speak out
against power.
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In the Free State, police have added their own
interpretation to the way in which the legislation is abused.
For context, one must understand what kind of conduct the
law does and doesn’t criminalise: it is a crime to convene
a gathering and fail to give notice to the police of such
gathering; it is not a crime to attend a gathering for which no
notice has been given.
In some very extreme circumstances police can prohibit
a gathering from taking place. Gatherings can, for the
most part, only be prohibited if the police receive “credible
information under oath” of a threat that the gathering will
result in “serious” disruption to traffic, injury, or “extensive
damage to property” and the police will be unable to manage
the threat. In contrast to an “un-notified gathering”, it is a
crime to attend (or convene) a prohibited gathering.
But, the understanding of this law by the police in the
Free State seems to be that if there is a gathering of 15 or
more people and the municipality has not been informed of
and provided “authorisation” for that gathering, everyone at
the gathering is guilty of a crime and should be arrested and
charged with a crime carrying a sentence of up to one year
imprisonment.
This amounts to a requirement, in essence, that people
can only exercise their rights when given express permission
to do so, a particularly frightening requirement in the context
of the right to protest. This understanding of the law is eerily
akin to apartheid’s infamous Internal Security Act and is
diametrically opposed to the current state of the law under
the Regulation of Gatherings Act.
The police seem to be applying the law in this way across
the province. Just recently, approximately 30 health activists
in Reitz were arrested for similar reasons. It is abundantly
clear that these arrests intend to stifle dissent and assembly,
the precise rights the Gatherings Act is meant to manage and
protect.
On 1 October 2015, Magistrate Z Thafheni convicted the
Bophelo House 94 of attending a prohibited gathering. The
Magistrate, in an impressive feat of contorted reasoning,
found that failure to provide notice to police of a gathering
renders the gathering “automatically prohibited”. On 2
October 2015, she sentenced the Bophelo House 94 to a fine
of R600 or three months imprisonment, both suspended for
three years provided that they do not violate section 12(1)(e)
of the Gatherings Act.
The Bophelo House 94 embraced the conviction as an
opportunity to appeal to a superior court to clarify the law
and ensure that police, prosecutors and magistrates across
the province are no longer able to violate people’s right to
protest in this way. The legal team is working on the appeal.
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The failed state of
Free State health care
Lotti Rutter

“The doctor examined me and he looked me in the eyes and said angrily, ‘What does it mean if the
baby’s heart is not beating?’ I just kept quiet,” she remembers. Then the doctor said to her, “This child
you are carrying has been dead since January.”
Through tears Betty Mabuza recounted the deeply painful
experience of losing her baby at Bongani Hospital in February
this year. With a quiet resolve she described what was clearly
an absence of appropriate medical care. She described the
indifference and even disdain shown to her by nurses and
doctors, people she was relying on in a time of extreme
vulnerability and need, to help her. The Free State public
health-care system failed her. Sadly she isn’t alone.
The system failed more than 50 people who publicly
testified at the People’s Commission of Inquiry held in
Bloemfontein in July. It has failed the man who had “been four
months without insulin, going on to a fifth month”, as the stock
outs of medicines ravage in the province. It has failed Amelia
who watched helplessly as her grandson suffered dizziness,
vomiting, and even his skin beginning to peel off, only to find
the 7-year-old had been “given adult pills” instead of paediatric
formulations. It has failed the young man who told his mother,
“Mama, don’t call an ambulance, I’m finished.”
Moreover it has failed the countless further people who
provided written testimony to the commission, and the
hundreds of others who attended community dialogues
to share their grievances in May. It has failed health-care
workers who according to one “have simply lost their work
ethics because of the challenges they are facing”. It has failed
community health-care workers who have lost jobs, income,
and must now watch those they once cared for, suffer alone.
In the last few years, the Treatment Action Campaign
(TAC) has received an ever-increasing number of reports of
medicine stock outs, absent emergency medical services, long
waiting times at clinics, health-care worker negligence, broken
equipment, and poor quality facilities, to mention a few.
These reports point to a provincial health-care system that is
failing the people it is meant to serve. It points to a health-care
system that has collapsed.
“According to Section 27 of the Constitution this is a gross
violation of human rights,” states TAC General Secretary, Anele
Yawa. “One wonders, how can you allow such to happen under
the government of the people?”

The People’s Commission of Inquiry was held to investigate
these reports and expose the truth of the situation in the
Free State. The inquiry was presided over by an independent
group of commissioners including Thembeka Gwagwa, Bishop
Paul Verryn and Thokozile Madonko. Representatives from
government, civil society, and the media came to hear the
voices of people such as Betty and Amelia – people who rely
on the public health-care system to survive.
It was not without disruption. Around 80 school children
arrived on the first day in two buses in an apparent attempt to
disturb proceedings. Not long after a man from the audience,
identified as “Tebogo”, stood up to demand that the Free
State Health Department be able to respond to each and
every testimony. “TAC is not the biggest organisation in South
Africa. You are not the Public Protector or the Human Rights
Commission. You must give the government the right to
answer,” he says. Despite explaining that the department had
been extended the opportunity to respond at the end of each
day, he continued, deliberately causing an ongoing disruption.
During the commotion the entire Free State delegation left
on account of “fearing their personal safety”. Despite these
challenges and a few further phone calls from the crime and
intelligence unit, the proceedings managed to continue, and
the important testimonies were heard without any further
problems.
Currently the commission is finalising a report that will
outline their findings from the inquiry, as well as offer solutions
to reverse the collapse of the health-care system. On 10
November the commission will host an open dialogue to
address these issues effectively. An invitation will be extended
to the Free State Department of Health, as well as many other
stakeholders, to engage in this dialogue process and work
together with the commission to turn the problems in the Free
State around.
“Health issues are political issues and they need political
intervention. As activists we are not scared to speak truth to
power. We know the struggle cry of ‘freedom or death, but
victory is certain’,” says Anele Yawa.
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Above: Community Health care worker Dieketseng Mokeona. Below left: Sabelo Motaung believes his mother
could have survived if they had the help of Mma Mokoena earlier. Below right: A man using a walker in
Mandela Park.
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Communities suffer as
health care denied
Free State CHWs still dismissed
Nomatter Ndebele

Virginia is a small gold mining town in the Free State. This once-lively town has slowed down
significantly, with only a few of the mines still operational. The streets are quiet, and the first petrol
station heading into the township closed years ago. Many of the residents describe it as a ghost town.
However, there is another challege facing this mining town,
not obvious if you are simply passing through. In June 2013,
Dr Benny Malakoane, the MEC for Health in the province,
dismissed over 3000 Community Health Care Workers
(CHWs). In doing so, he severed the only dignified and,
for many, lifesaving connection to the public health-care
system for thousands of poor people. These are people who
were reliant on CHWs to bring them their medication, bathe
them and often make sure they had a meal. With the loss
of the CHWs, families have lost loved ones, children have
become orphans and hundreds of people have lost lives
that could have been saved.
Tears come to Diekesteng Malunga’s eyes when
she talks about all the people that have died since she
was dismissed from her job. Diekesteng, known to the
community as “Mma Mokoena”, lives in Meloding Township,
Zone 14. It is only 10 minutes away from the town of
Virginia, but the dusty shack-lined streets make it seem a
world away. Mma Mokoena had been a CHW for 15 years.
She started volunteering her time to the sick and needy
within her community long before she became known as a
“community health-care worker”.
“When we started this thing, we noticed that there were
a lot of people suffering in our community, because they
were sick and had nobody to help them,” she says. During
the early 90s there was very little understanding of HIV/
AIDS and people who had the disease were treated as

outcasts, and had no support system.
“These people were sick and their families wanted
nothing to do with them,” she says. In light of this, Mma
Mokoena and another group of women banded together
and started going door-to-door to see if there were any sick
people who needed assistance. That was in 2000 and Mma
Mokeona has not missed a single day since. She has served
the community of Zone 14 selflessly, earning her reputation
as the community’s “go-to woman”. Many of the people that
have showed up on her doorstep over the years have been
referred to her by neighbours and other patients.

“WHY MUST PEOPLE DIE?”
Sabelo Motaung (not his real name) was in his final school
year when his mother, Nthabiseng, suffered a stroke. His
father had passed away when he was younger and it was
left to him to take care of both his ill mother and his older
brother, who is mentally unwell.
In the beginning, the neighbours were willing to help
Sabelo by taking care of his mother while he was away at
school. But as her health deteriorated and the situation got
worse, people stopped coming to help. Sabelo struggled to
balance his studies with caring for his mother. Overwhelmed,
he went to the local clinic to ask for assistance.
“I told them my mother was sick and that I needed help,
but they told me that they couldn’t do anything unless she

Tears come to Diekesteng Malunga’s eyes when she
talks about all the people that have died since she was
dismissed from her job.
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Mpho Dihlopo (above) says that if it wasn’t for Mma Mokoena, he wouldn’t be alive.
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“I just wish that whoever employs her can give her her
job back because she is doing such important work. For
those of us who have no one, she is everything,” he says.
came to the clinic herself,” he says.
The local clinics do not allow anybody else other than
patients to collect their medication. CHWs were the only
people who were allowed to collect their patients’ medication
on their behalf and, when they were dismissed, many people
stopped taking their medication because they were unable
to make it to the clinic. Those who try often return home
empty handed, having not made it to the front of the queue
by the end of the day.
After being turned away from the clinic, Sabelo went
home and did what he could for his mother, but on his own
after the dismissal of CHWs there was not much he could do.
His neighbours then insisted he call Mma Mokoena.
Despite having lost her job, Mma Mokoena didn’t hesitate
to help Sabelo.
“I will never forget what I saw at that house,” says Mma
Mokoena.
When she arrived at the house, she found Nthabiseng
lying in a cockroach-infested bed, with bottles of various
medication by her bedside table. Nthabiseng had soiled
herself and someone had removed her underwear and
wrapped her lower body in plastic in an attempt to prevent
her from soiling her sheets even further.
“The first thing I did was undress her so that I could wash
her, and as I started to wash her I found maggots coming out
of her lower body,” said Mma Mokoena.
Nthabiseng was taken to the hospital, but they sent her
back home, saying there wasn’t anything more they could do
for her. She died a few days later.
“It hurts me that people have to die, when we are here to
help people. Why must people die?”
Although his mother did not live, Sabelo says that her last
days were a relief to him.
“When Mma Mokoena came, she did everything for my
mother, she treated her like a baby even though she was
older than her,” he says. He believes that Mma Mokeona may
have been able to save his mother’s life, if she had gotten to
them sooner.
“I just wish that whoever employs her can give her her job
back because she is doing such important work. For those of
us who have no one, she is everything,” he says.

AN OPPORTUNITY FOR HUMAN CONTACT
Mma Mokoena still attends to five of her most critical patients
every day. One of these patients is Mpho Dihlopo.
Mpho (51) has been ill since 2001. He was diagnosed

with a heart disease and HIV. When his family heard that he
had HIV they disowned him and left him to live alone in a
two-roomed windowless house. Sick, alone and dying, in
a desperate attempt to get help, Mpho got out of bed and
crawled along the streets holding onto fences and anything
that could support him. That is how he arrived at Mma
Mokoena’s house.
“She let me in and I just said, ‘Mma Mokoena, I am
suffering and I am hungry’,” he says.
Mma Mokoena did not ask him any questions. She went
straight to the kitchen and began to cook for him. At the
time, Mpho was very weak and had no appetite.
“She started feeding me soft porridge to drink, and she
would make me eat so that I could get a little stronger,” he
says.
For the 14 years since that day, Mma Mokoena arrives at
Mpho’s house every morning to check on him. For Mpho,
these morning visits are more than just a check in, they are an
opportunity for human contact.
“It helps me so much when I just sit and chat to her, when
I have someone to talk to even for a few minutes each day,
my heart feels much lighter,” he says.
On days when Mpho feels a little bit stronger he is able
to walk to Mma Mokoena’s house for his evening meal. He
attributes what little strength he has to her care. “If it wasn’t
for her, I wouldn’t be here.”

AN INVALUABLE ASSET
The battle is to get the CHWs reinstated. The issue is more
than just ensuring the CHWs have money to put food on
the table, it is about making sure that the public health-care
system in South Africa works for those on the periphery.
CHWs are an invaluable asset to the country’s health-care
system. Other than providing support to people who are in
the system, they also play an important role in identifying
people who have fallen on the wayside, and those in rooms
with no windows. They are able to track people who have
defaulted on their treatment and ensure that they are
monitored.
Zone 14 is just one example of a community that is
suffering without the assistance of CHWs. All over the
country, there are hundreds of patients who are losing hope
of ever getting better, patients who are dying just because
they cannot get their medication and are patients who are
dying every day, betrayed by the very health-care system that
promises them life.
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The Treatment Action Campaign’s Western Cape office has been highlighting what appears to be serious problems
in maternity and obstetrics units (MOUs) in the provincial healthcare system. After a number of shocking cases
were reported to the TAC Western Cape, a public meeting was called in Khayelitsha where many women shared
their stories. Given the seriousness and volume of cases reported, the TAC has been compelled to intervene.
“Many of our members are mothers who make use of the public healthcare system, and as such we have a
particular interest in the health of mothers and their babies,” said TAC Western Cape Women’s Representative, and
mother of one, Norute Nobola. “While it is hard to know the full extent of the problem, we believe that the number
of cases and the nature of the cases warrants a serious and urgent investigation by the provincial department of
health. For this reason our memorandum included a demand for an investigation as well as a number of interim
measures that must be taken until an investigation can be completed,” says Mandla Majola, TAC Western Cape coordinator. The Health MEC Dr Nomafrench Mbombo has responded to the TAC in a memorandum undertaking to
investigate each case contained in affidavits. NSP Review will reportback in detail in our December issue.
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TAC: Poor maternal and obstetric
care in the Western Cape
Roxanne Joseph

“Why are our babies dying and being born with disabilities?” 1,000 mothers, pregnant women and
activists demanded as they marched to the Western Cape Provincial Parliament towards the end of
August. Handing over a memorandum, they called for urgent action and an in-depth investigation to
address ongoing problems in accessing quality maternal and obstetric care in the province.
Over several months, the Treatment Action Campaign (TAC)
made a series of shocking discoveries in Maternity and
Obstetrics Units (MOUs) in the Western Cape. In response,
a public meeting was held in Khayelitsha in late July, where
numerous women shared their stories.
It took three days for one mother to be made aware of
the fact that her newborn baby had died. Another woman
was forced to mop up her own mess when her water broke
while under the care of MOU staff and nurses. They claimed
that there were cases of women who were “left in labour for
too long, resulting in avoidable deaths or disabilities of the
newborns”.
Some women said they had stillbirths, while others
claimed their babies experienced foetal distress, and many
of them spoke of mistreatment and little to no counselling,
despite their traumatic deliveries.
For Ntomboxolo, pain, suffering and being told to clean
the bed herself were just the beginnings of her traumatic
experience when she gave birth to her third child. Her son
was suspected of having epilepsy at birth, but was assured by
doctors at Tyberberg Hospital that there was “nothing wrong
with him”. Six weeks later, she was told that at birth he had

fluids in his brain, which has made him slower in learning the
basics of crawling, walking, eating and speaking.
Other, no less horrific, complaints included women being
turned away and denied medical attention without any
explanation, gross understaffing of nurses (at most MOU
sites, there are only two nurses for an entire ward of patients),
women being physically abused during delivery and
unhygienic facilities, such as blood-covered toilet seats.
As well as a list of specific demands, the TAC has
demanded that the provincial Department of Health launch
an urgent investigation. While it is difficult to know the full
extent of the problem, with endless stories continuously
being brought to attention, these issues demand immediate
attention.
Further demands include providing more nurses, proper
counselling and medical attention for every woman who
needs it, clean facilities, correct training at the MOU sites,
and that pregnant women and their spouses be treated with
dignity and respect.
With pressure from the TAC, the findings of the
investigation have been promised by the Department of
Health at the end of September.

For Ntomboxolo, pain, suffering and being
told to clean the bed herself were just the
beginnings of her traumatic experience when
she gave birth to her third child.
NSP Review #12 2015

43

WESTERN CAPE
MOU S

A mother’s pain
Nomatter Ndebele

In June 2015, 33-year-old Mirriam Senoe went into labour and was taken to Michael Mapongwana Day
Hospital. On arrival, the nurses performed a full examination on her and the baby concluding that,
although she was in labour, it was not time for her to give birth. She was provided with a bed at the
back of the maternity ward and told to wait.
Mirriam’s pain became more severe. When another nurse
came to check on her, she shouted at Mirriam asking her how
she had received a bed, and why she was in the hospital if she
was so far from giving birth. This nurse sternly told Mirriam
to avoid pushing and inducing labour, saying she would have
to wait for the night shift staff to deliver her baby. During this
time, Mirriam’s pains were getting worse.
By now, Mirriam was bleeding and the pain was not
subsiding. Mirriam started pushing, infuriating the nurse
who was attending to her. Without any further inspection an
ambulance was called to transfer her to Khayelitsha. When
the ambulance arrived, the paramedics were shocked to find
that the baby was crowning. She was rushed to Khayelitsha,
where she gave birth to her baby.
After the baby was born, Mirriam overheard the nurses
saying that the baby was unwell and was taken to Groote
Schuur Hospital. The following day, the doctors told Mirriam

the baby had been transferred to Groote Schuur because it
was seriously ill. Because of the delay in the birthing process,
the baby had defecated in Mirriam’s womb, polluting its
weakened lungs and leading to breathing problems. Mirriam
was discharged the next day without her baby.
The following day, Mirriam received a call to come to the
hospital to feed the baby. The next day she was called again
and told to come back to the hospital because the baby was
seriously sick. When she arrived, she was told that her baby
had died and that her options were either to take her baby
home and bury the child herself, or she could let the hospital
bury her child, which meant that she wouldn’t receive a
death certificate. Mirriam decided to let the hospital bury her
child.
After the incident Mirriam decided to lay a complaint at
the Michael Mapongwana Hospital and is awaiting news of
its progress.

Because of the delay in the birthing process,
the baby had defecated in Mirriam’s womb,
polluting its weakened lungs and leading to
breathing problems.
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A mother’s strength
Nomatter Ndebele

In 2012, 26-year-old Khululwa Bam went into labour at the Site B Hospital Midwives Obstetrics Unit.
When her water broke, a security guard at the hospital told her she had to clean up her mess before
she could be admitted into the hospital, and handed her a mop.
Khululwa struggled for hours but didn’t have the strength to
give birth. She asked if she could be transferred to Mowbray
Clinic so that she could be assisted with the birthing process,
but her request was denied. During this period, there wasn’t
a single doctor at the clinic. After hours of a fruitless pushing,
one of the nurses administered an injection to help Khululwa
give birth more easily.
At 4 pm that afternoon, baby Solulele was born –
weighing 3 kg which accounts for Khululwa’s difficulties in
labour. When baby Solulele came into the world however,
he was quiet. Concerned, the doctors ran a few tests and
checked if Khululwa had a history of diabetes. She did
not see her baby until much later, but they were both
discharged the following day.
A month later, Khululwa received a phone call from the
clinic telling her that tests had indicated that Solulele was
not well. She was referred to Mowbray Clinic, where he
underwent more tests and was finally referred to the Red
Cross Children’s Hospital.
At the Red Cross, Solulele underwent tests with his 6-year-

old sister to discern whether his illness was hereditary. They
came back negative. For months, Khululwa and Solulele were
in and out of hospitals trying to figure out why he was ill
and what could be done. He was eventually diagnosed with
severe brain damage and epilepsy.
During this time, Khululwa and her husband’s relationship
started to take strain. Her husband could not deal with a
physically disabled child and even suggested to Khululwa
that they kill Solulele because he didn’t think he was going
to make it. One afternoon, when Khululwa went to the shop
leaving Solulele in the care of his father, she came home to
find Solulele had fallen off the bed and was lying stiff on the
floor, while his father ignored him,watching TV.
At this point, Khululwa decided that she could no longer
be with her husband; she needed to focus her energies on
making sure her son received proper treatment. Khululwa
applied for a disability grant, which allows her to take
Solulele to the Red Cross Hospital at least seven times a
month. She hasn’t missed a single appointment in her quest
to keep Solulele healthy.

Khululwa struggled for hours but didn’t have
the strength to give birth. [...] During this period,
there wasn’t a single doctor at the clinic.
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“In one of the cells, we noted 60
inmates with 24 beds.”

Judging conditions
at Pollsmoor
GroundUp, www.groundup.org.za

Constitutional Court Judge Edwin Cameron and his law clerks have published a scathing report of
Pollsmoor Prison after visiting the remand centre – where awaiting trial prisoners are kept – and the
women’s centre on 23 April. Some of their findings are consistent with those reported by GroundUp
in May.
“Justice Cameron and his law clerks were deeply shocked
by what they witnessed during the visit. The extent of
overcrowding, unsanitary conditions, sickness, emaciated
physical appearance of the detainees, and overall deplorable
living conditions were profoundly disturbing,” states the report.
The Correctional Services Act empowers judges to
visit prisons. In 2009, the Constitutional Court began a
programme of prison visits and monitoring.
Pollsmoor, located in the up-market suburb of Tokai, Cape
Town, has about 8,000 prisoners. It consists of the remand
centre, women’s centre, three facilities for prisoners who
have been found guilty – Medium A, B and C – and two
community corrections offices.
The judge’s team found that the remand centre was
“extremely overcrowded at over 300 percent capacity”. It has
4,198 inmates. “There is no question that each of the five
centres is overcrowded. But the remand detention centre’s
overcrowding problem is extreme,” says the report.
They described the cells as filthy and cramped. Detainees
share single mattresses. Some have to sleep on the floor. “In
one of the cells, we noted 60 inmates with 24 beds.” There
were no sheets on the beds in one cell.”
A consistent theme in the report is the state of plumbing
and sanitation. “The ablution facilities we saw were
deplorable. Fifty to 60 people are forced to use one toilet and
one shower. The toilets we saw had no seats, and the showers
lacked shower heads. No privacy is possible,” the report
states. “Inmates are forced to flush the toilet with buckets.
They are also forced to use the sink to bathe. And it appears
they are also forced to use it to urinate. It appeared to leak
and smelt of urine.”

Cameron wrote that in one cell, “I checked the toilet. It did
not flush. The sink did not drain. These plumbing problems
produce a rancid stench.”
Prisoners spoke to the visitors, “pleading” for exercise.
Some said they had not been out their cell for a month.
Pollsmoor staff claimed this was an exaggeration, but “they
appeared to concede that no exercise had been permitted for
at least two weeks and possibly more”. The report describes
cells as dark, dingy and cold in the middle of the day. They
lacked natural light and windows were broken. “The thickness
of the air and lack of ventilation was palpable. It raises the
obvious question whether the Department is adhering to its
own norms and standards,” the report states. Prisoners also
reported lack of access to books and the library.
Prisoners and medical staff also reported inadequate
health care. The report states, “Several interviewees
complained of injuries and infections they have sustained
that the medical staff have neglected. Detainees pointed
out visible injuries and infections to us. They claimed their
ailments have not been attended to because they are not
allowed adequate chance to see a doctor.” Shortages of
medicines, including penicillin, as well as medications for TB,
diabetes and hypertension, were reported.
Scabies is a “a major and frequent medical problem” in the
remand centre. It can be prevented with warm baths, “”but
the lack of hot water and clean bedding in cells exacerbates
this problem”. Prisoners complained of skin boils and severe
itchiness. “Some detainees displayed rashes, boils, wounds
and sores to us,” the report says.
Some detainees said they had been assaulted by the staff.
One interviewee said he was given the “beating

Scabies is a “a major and frequent medical problem” in the remand
centre. It can be prevented with warm baths, “”but the lack of hot
water and clean bedding in cells exacerbates this problem”.
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of a lifetime” by one of the Pollsmoor correctional staff. He
identified his assailant as one of the officials accompanying
the team, a “Mr Hartle”.
“We’re human beings, but we’re treated worse than
animals,” one prisoner told the judge and his team.
Similar problems were reported in the women’s remand
centre. “The remand cell visited was in as poor a condition
as the male remand cells. Ninety-four women were crowded
into a poorly aerated room. The women shared beds or slept
on the floor on thin mattresses. The mattresses stank. There
was no working toilet, a clogged sink drain and only cold
water. They showed us tattered and torn sheets and blankets,
which were infested with lice. They noted that the cell was
also infested with cockroaches,” the report said. “Women
complained that as remand detainees they were not afforded
library books or magazines to read. Fights often broke out.
They attributed this to extreme boredom.”
The team heard that 40 people are currently held in the
remand centre solely because they are undocumented
foreign nationals. Besides the fact that they are supposed to
be kept separate from the prison population (they aren’t),
delayed decisions by the Department of Home Affairs on
their immigration status means that some are kept longer
than 90 days, “which means the migrants are being held by
Pollsmoor illegally”.
The report describes a litany of management problems.
Pollsmoor is severely understaffed. The ratio of prisoners
to staff is 4 : 1 – half the minimum number of staff required
to run the facility. A stock auditor should check that the
prison is sufficiently stocked with medical supplies “once a
month, but the prison pharmacist expressed concern that
no stock auditor has visited Pollsmoor for a long time”. The
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report details attempts by the prison authorities to get
buildings repaired, particularly the plumbing. Pollsmoor staff
blamed the failure to do this on a seemingly dysfunctional
relationship with the Department of Public Works.
According to the Regional Commissioner of Correctional
Services , Delekile Klaas, “budget constraints are a central
problem; Pollsmoor’s budget has actually declined. He also
told Cameron and his team that “long sentences with no
hope of release cause major problems that lead to gang
activities and fights.” Last week in D1 and C2 cells, the 26s
and 28s, two gangs here, got into a fight which involved
stabbings,” he said.
But the report isn’t all bad. It describes the conditions
of the female inmates (as opposed to those in the remand
section) positively, stating: “The female inmates gave a
more hopeful account of their day-to-day lives than male
detainees. They said they feel safe for the most part and
receive enough food. They also receive one hour of exercise
per day in the courtyard. They can go to the library once
every two weeks. They have books to read to keep their
minds focused. Justice Cameron and his law clerks observed
books in the cells. This was in stark contrast to the male and
female remand detention centres where no books were in
sight.”
Cameron also noted “his respect and appreciation for
the personnel’s professionalism and dedication, which were
plainly in evidence during the visit”.
The report includes a set of recommendations to address
the problems, including that Parliament allocate more money
to prisons. In response to the report’s recommendations, the
Pollsmoor Management Area Commissioner has drawn up an
action plan “designed to address the deficiencies”.

•

SCIENCE AND MEDICINE
Compiled by Marcus Low, Head of Policy Communication and Research at the Treatment
Action Campaign, and NSP Review Science Editor.

Time to scale up IPT in South Africa
Rebecca Tadokera and Marcus Low

Most people who inhale the tuberculosis (TB) bug never get sick with TB because their bodies are able to
contain the bug successfully. When the body controls TB infection like this, the infection is referred to as latent
TB. In healthy individuals with latent TB the probability of developing active TB disease during their lifetime is
only 5-10 percent1. By contrast, in HIV-positive people with latent TB the probability of developing active TB rises
dramatically by up to 30 percent because their immune systems are compromised and unable to contain the
infection. This risk is likely to be even higher for people with lower CD4 counts.
More than a third of the world population is estimated
to be infected with latent TB. In South Africa, although
the exact number of people with latent TB is not known
because of difficulties in diagnosis, it is believed our burden
is the highest in the world. These millions of people with
latent infection function as a reservoir for the TB bacterium.
Furthermore, TB is the biggest killer of HIV-infected people
and accounts for more than a third of the deaths in HIVpositive people. It seems unlikely that we will ever see the
end of TB if we do not reduce this high number of latent
infections.

GOOD NEWS
The good news is that latent TB infection can be cured
with Isoniazid Preventive Therapy (IPT). Isoniazid is also
part of the standard first-line treatment for active TB, but
can be used as a single drug (single pill once a day) for
the treatment of latent TB. Current guidelines in South
Africa indicate that HIV-positive people must receive
IPT for periods of 6, 12 or 36 months depending on
their CD4 count, ART (antiretroviral therapy) status and
TST (Tuberculin Skin Test) status in order to reduce the
probability of developing active TB. This recommendation
is in line with the current World Health Organisation
guidelines for IPT2.
While the likely public health benefit from IPT seems
significant, it is essential to also consider the best interests
1. Corbett et al., “The Growing Burden of Tuberculosis: Global
Trends and Interactions with the HIV Epidemic..”
2. WHO, “Global Tuberculosis Report 2014.”

of individual patients receiving IPT. In the recently
concluded TEMPRANO trial, 27 people out of 1,030 who
received IPT became sick with TB – much lower than the
58 people out of 1,021 in the non-IPT group. This builds
on evidence from a clinical trial done in Khayelitsha that
found a 32 percent reduced chance of active TB developing
in HIV-positive patients who took 6 or 12 months of IPT
combined with ART, as compared to ART alone3. Another
study from Botswana reported a 43 percent reduced
chance of TB developing and up to 50 percent decrease
in death, in patients who were on combined ART and IPT4.
Epidemiological models suggest that IPT rollout could play
a significant part in turning around the TB epidemic, with
evidence that it is only by treating both active and latent TB
that the goal of eliminating TB could be achieved globally5.
It is a concern, however, that despite good guidelines, the
number of patients who are initiated onto IPT remains very
low in this country. The most up-to-date data we could find

3. Rangaka et al., “Isoniazid Plus Antiretroviral Therapy to
Prevent Tuberculosis: a Randomised Double-Blind, PlaceboControlled Trial.”
4. Samandari et al., “6-Month Versus 36-Month Isoniazid
Preventive Treatment for Tuberculosis in Adults with HIV
Infection in Botswana: a Randomised, Double-Blind, PlaceboControlled Trial..”
5. Dye et al., “Prospects for Tuberculosis Elimination.;” Mills,
Cohen, and Colijn, “Modelling the Performance of Isoniazid
Preventive Therapy for Reducing Tuberculosis in HIV Endemic
Settings: the Effects of Network Structure.”
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from the Department of Health’s IPT Policy Review6 shows
that, as of 2013, South Africa had only just over 300,000
HIV-positive people receiving IPT. One reason why IPT uptake
has been low is that IPT used only to be recommended for
HIV-positive people who tested positive for latent TB. The
test for latent TB (TST) added significant complexity to the
management of HIV-positive patients. However, more recent
guidelines have removed this barrier by recommending that
HIV-positive people should be started on IPT if TST results are
not available. In addition, while there were some concerns
over the safety and potential side effects of taking IPT,
significant evidence has now accumulated to show that IPT is
safe for periods up to one year.
While the increased rollout of IPT to HIV-positive people
in South Africa must clearly be a priority, it is important to
ensure that IPT is not given to people with active TB. Isoniazid
alone will not cure active TB and giving IPT to people with

6. RSA, “IPT Policy Review South Africa.”

active TB will put those people at risk of developing isoniazid
resistance and ultimately, drug-resistant TB – in addition to
not curing them.

UNANSWERED QUESTIONS
Some important unanswered questions remain about IPT. For
example, some studies have shown that, especially in high TB
prevalence settings, the protective effect of IPT wanes quite
quickly in the months after someone stops taking IPT. The
latest evidence shows that IPT protection last only for a year
at the most. In other words, someone might be protected
while on IPT, but may fall ill with TB a few months after they
stop taking IPT. To counter this problem, we need trials that
assess the safety and efficacy of keeping HIV-positive people
on IPT for longer periods – potentially for even longer than
36 months. But unanswered questions and caveats aside,
the available evidence suggests that providing IPT to more
HIV-positive people right now will save lives. We have good
guidelines in place. It is time we insist on implementation.

Concern over pyrazinamide resistance
Pyrazinamide is an important drug for the treatment of tuberculosis (TB). Together with three other drugs, it makes
up the four-in-one pill that people with drug-susceptible (DS) TB are treated with in South Africa. The other three
drugs are rifampicin, isoniazid and ethambutol. Apart from its existing use, pyrazinamide also forms part of almost
all experimental regimens currently in phase II and III TB trials.
A systematic review recently published in the journal PLOS
One has found that resistance to pyrazinamide is worryingly
widespread. It estimated that globally 16.2 percent of new
TB cases are pyrazinamide resistant – 1.4 million of the
estimated 9 million new cases per year. The picture is worse in
people who are also resistant to other first-line TB drugs, with
an estimated 60.5 percent of people with confirmed multidrug resistant (MDR) TB being resistant to pyrazinamide.
These findings suggest that many people now receiving
pyrazinamide are likely resistant to the drug.
The findings are also worrying given how widely
pyrazinamide is used in experimental treatment regimens
for both DS- and MDR-TB. For example, a high-profile phase
III trial called STAND is testing a three-drug combination
of pyrazinamide, moxifloxacin and pretomanid for both
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DS-TB and MDR-TB. In people with prazinamide resistance
this regimen would effectively be reduced to a two-drug
regimen.
As pyrazinamide forms part of many existing and
experimental treatment regimens, resistance testing for the
drug should become more important in future to ensure it
is not given to people who are resistant to it. Unfortunately
we don’t yet have fast, affordable, and accurate tests for
pyrazinamide resistance. The development of such tests
must be a high priority.
It’s noteworthy that since the introduction of the
GeneXpert machine in South Africa, testing for rifampicin
resistance has become widespread because the machine
tests specifically for this condition. People who are resistant
to rifampicin are typically also resistant to isoniazid.

START changes everything
Marcus Low

With results in from the landmark START trial, all dials are aligning on how to beat back the HIV epidemic.
Everything is set, but will there be lift-off?
In July findings from the landmark START trial were presented
at the International AIDS Society Conference held in
Vancouver, Canada, and simultaneously published in the
New England Journal of Medicine (NEJM). Data from another
important trial called TEMPRANO were also published in the
NEJM.
Together these two trials provide a conclusive answer
on one of the most debated questions relating to HIV
treatment in recent years. We have previously written in
the NSP Review about what we considered to be a lack
of evidence in support of treatment at CD4 counts above
350 cells/mm3. We argued that a definitive answer would
only come from the START trial. With these findings in, the
debate on when to start treatment in HIV-positive people is
now over.
START is an ongoing randomised controlled trial that
examined early versus delayed treatment for people with
HIV. HIV-positive trial participants who started ART early
experienced significantly fewer serious AIDS events than
people who delayed starting ART until their CD4 counts
dropped to 350 cells/mm3 or had an AIDS-defining illness.
The early treatment arm had 14 cases of cancer
compared to 39 in the delayed treatment arm. In addition,
the early treatment arm had six cases of tuberculosis as
opposed to 20 in the delayed arm. The overall AIDS-related
events rate in the early arm was 1.8 percent compared
to 4.1 percent in the delayed arm – which amounts to a
relative risk reduction of 57 percent. There were a total of 12
deaths in the early arm compared to 21 in the delayed arm,
although this last finding was not statistically significant.
These are much more compelling findings than we
had anticipated. In essence, START provides convincing
evidence that many serious AIDS-related events like cancer
and TB can be prevented by early treatment.
In light of these findings it was clear to us at the
Treatment Action Campaign (TAC) that antiretroviral
therapy must now be recommended and provided to
all HIV-positive people in South Africa. We changed our
position accordingly. As START shows, providing treatment
at CD4 counts above the current eligibility threshold of 500
cells/mm3 would prevent significant numbers of cancer
and TB cases in South Africa – and by extension among
our members. We thus urge government to update the
national treatment guidelines to allow for treatment for

all HIV-positive people irrespective of CD4 count. Broadly
speaking, it appears that the lower your CD4 count falls,
the more urgent becomes the need to start taking ART. We
thus recommend that where legitimate resource constraints
limit capacity to start people on ART, people with lower CD4
counts should be prioritised.
Previous research has shown that people on ART with
suppressed viral loads are unlikely to transmit HIV (in
particular the HPTN052 trial). That earlier treatment also
benefits the health of individuals means that the interests
of individual people living with HIV are now aligned with
the public health objective of preventing transmission
by putting people on to treatment earlier. Our previous
criticism of the second “90” (90 percent of people who test
HIV-positive on treatment) in the UNAIDS “90-90-90” targets
thus also now falls away.
We can now fully support the target of 90 percent
of HIV-positive people knowing their status by 2020, 90
percent of these to be on antiretroviral treatment by 2020,
and 90 percent of these people to be virally suppressed by
2020.

WILL THERE BE LIFT-OFF?
While START together with HPTN052 points toward “test and
treat” and to “90-90-90” as the way forward, we are concerned
that the AIDS response in South Africa may be faltering at the
very moment when we need lift-off.
As reported elsewhere in this issue of NSP Review, HIV
testing rates appear to be declining in South Africa. This
decline, together with widespread stock outs of essential
medicines and worryingly low rates of retention in care,
are raising serious red lights for us. At the recent SA AIDS
conference in Durban, we argued that our public health-care
system is at code red. Nothing has changed.
We find it unlikely that South Africa would reach the
“90-90-90” targets without a radical political intervention. In
provinces with dysfunctional health-care systems, such as
Mpumalanga, the Free State, the Eastern Cape, Limpopo, to
some extent Gauteng, and increasingly North West, there
seems to be little accountability required of failing MECs
for Health or failing heads of health departments or failing
district managers.
As TAC General Secretary Anele Yawa argued at SA AIDS,
the elephant in the room is politics. The problem
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everyone is tiptoeing around is that key positions in our
health-care system are increasingly filled with loyal cadres
of the African National Congress (ANC) rather than with
qualified people committed to fixing the public health
care system. In a shockingly dysfunctional province like
Mpumalanga the underlying problem is clearly political.
Similarly, in Limpopo the TAC has had to deal with five
different MECs for health in as many years.
It is hard to see a sustainable improvement in our public
health care system while people like Free State MEC for
Health Benny Malakoane remains in place. Malakoane is
facing multiple charges of fraud and corruption and has
consistently been in denial about the state of health care in
his province. (You can read about the situation in the Free
State on page X.) Unfortunately, the lack of accountability
that we see in the Free State is emblematic of a wider lack
of accountability throughout government and the public
service.
It is not a stretch to argue that the biggest obstacle in
South Africa’s way to reaching the “90-90-90” targets is the
ANC’s explicit policy of cadre deployment.

THE ROAD TO REACH “90-90-90”
While the core obstacles in our view are political, there
are also a number of more practical and technical issues
that need to be addressed if we are to reach the 90-90-90
targets. It is essential that the South African National AIDS
Council, the Department of Health, treasury and civil society
get together to figure out the nitty gritty of reaching these
ambitious targets by 2020.
As explained on page X, we need to ensure that HIV
testing rates in South Africa increase rather than decrease
if we are to reach the first “90”. Increased testing will require
significant human and financial resources. It would also
be essential to ensure that testing, and then treatment,
is accompanied with quality counselling services. We are
concerned that HIV counselling services have not increased
in line with the increasing numbers of people on ART. In
some areas where we work there has, in fact, been a decrease
in the availability of HIV counselling services. We suspect that
as people start treatment at higher CD4 counts, and while
they are still healthy, good counselling will become an even
more important part of ensuring good treatment adherence.
The Department of Health must urgently provide clarity
in relation to the role of various levels of counsellors and
treasury should make sure the money is available to employ
the army of counsellors that we desperately need.
The way forward will also require a shift of emphasis
from CD4 count tests toward viral load counts. While an
initial CD4 count may be useful, a viral load test becomes
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the more important test once someone is on treatment.
Viral load tests show whether the replication of HIV in the
body is successfully being suppressed by ART – and as such
it provides a good indication of when people may need to
switch to an alternative ART regimen. Both South African
and World Health Organisation HIV treatment guidelines
recommend at least one viral load test per year. We have,
however, seen widely varying estimates of what percentage
of people on ART in South Africa actually receive these tests.
It is imperative that all HIV-positive people on ART should
be given this test at least annually and that they should be
provided with their test results.
To better understand the state of our AIDS response it is
important that we do not look only at the numbers of people
who have started ART, but also at whether patients remain
in care and healthy. Viral load coverage rates are a good
indicator of the number of people who are receiving care,
while viral suppression rates are a very useful indicator of the
health of those people. As per the third “90”, the Department
of Health and SANAC must make viral load monitoring a
cornerstone of how we measure our AIDS response.
Better and more open reporting of viral load data could
also play an important part in increasing accountability in the
health care system. We see no reason why patients should
not have access to the viral coverage and viral suppression
rates for their clinic, their district and their province. If
the Department of Health shares more of this data more
regularly, it would help civil society to hold health care
facilities, districts, and provinces to account more effectively.

SIX STEPS TOWARD 90-90-90
1. All HIV-positive people in South Africa should be
recommended antiretroviral therapy (ART).
2. All people starting ART should receive thorough
and accurate counselling about the benefits of
taking ART.
3. Where congestion or resource limitations make
it impossible to offer ART to all HIV-positive people,
people with CD4 counts below 350 cells/mm3
should be prioritised.
4. All people on ART should receive at least one
viral load test per year.
5. The Department of Health should regularly
report retention in care, viral load coverage and viral
load suppression rates for all facilities in the public
health care system in South Africa.
6. Political obstacles to health system
strengthening must be addressed.

A better first line?
Polly Clayden

A new study is being planned for South Africa. The results from the study could change first-line treatment here
and in other low- and middle-income countries.
WHAT ARE THE NEW DRUGS THAT WILL BE
STUDIED?
For first-line HIV treatment, South African, World Health
Organisation (WHO) and many other national guidelines
currently recommend a fixed dose combination (FDC) of
efavirenz (EFV) plus tenofovir diphosphate fumarate (TDF)
plus emtricitabine (FTC).

DOLUTEGRAVIR
Dolutegravir (DTG) is a new drug from the integrase inhibitor
class. It has a low 50 mg once-daily dose, a very high
barrier to resistance, good efficacy, minimal toxicity, and
the potential to be low-cost and co-formulated. DTG could
replace EFV as preferred first-line in South Africa, as it has in
some high-income countries.
In previous studies, DTG was superior to EFV at 48 weeks
in people taking first-line ART (and remained so at 96 weeks).
At 48 weeks fewer people stopped treatment due to side
effects in the DTG group than the EFV group (2 percent vs
10 percent). Rash and central nervous system side effects,
frequently associated with EFV, were more common in the
EFV group.
Data from this comparison and from studies comparing
DTG to raltegravir (RAL) and in people with resistance to other
integrase inhibitors, were used to gain approval in adults and
adolescents aged 12 and above in the US and Europe.
DTG studies have not yet included significant numbers
of people who would be treated in low-and middleincome countries. The registrational studies for DTG
had approximately 80 percent men and few non-white
participants. Hardly anyone in the studies was co-infected
with other diseases (a few with hepatitis B and none with TB
or malaria).
There is not much information about treating HIV/TB
coinfection with a DTG-based regimen. It is likely that 50 mg
twice-daily dosing of DTG will be required when it is given
with TB treatment to overcome drug-drug interactions.
As yet information about DTG in pregnant women is
scarce.
For DTG to be recommended in South Africa, more
information is needed on how it is likely to perform in real
world, low- or middle-income settings.

INTEGRASE INHIBITORS
During the HIV life cycle, its RNA is converted into DNA
by the reverse transcriptase enzyme (and nucleoside/
nucleotide reverse transcriptase inhibitors, or NRTIs, work
by blocking this process). Once reverse transcription of
RNA into DNA is done, HIV DNA must be integrated into
the CD4 cell’s DNA. Integrase inhibitors work by blocking
integration. Perhaps viral lifecycle picture? We have one
here: http://i-base.info/hiv-life-cycle/
Raltegravir is the only integrase inhibitor that is
available in the South African public health system at the
moment. It is only recommended for third-line treatment.
It is expensive and needs to be taken twice a day.

TENOFOVIR ALAFENAMIDE FUMARATE
Tenofovir disoproxil fumarate (TDF) – the current formulation
of tenofovir – is recommended globally as part of first-line
treatment and used widely in high-, low- and middle-income
settings.
The downside of TDF is its potential for kidney and bone
toxicity. There are limits to the lowest possible price of TDF
with the current formulation, due to its high milligram dose
(300 mg).
Gilead Sciences (the originator manufacturer) has
developed a new version of tenofovir: tenofovir alafenamide
fumarate (TAF).
TAF is not yet approved but it has been submitted to the
FDA and EMA as part of an FDC (with a different integrase
inhibitor to DTG) and co-formulated with FTC.
Both TDF and TAF are prodrugs of tenofovir. TAF doses are
one tenth or less than that of TDF and give levels of tenofovir
in cells, which are four to seven times higher and blood plasma
concentrations that are 90 percent lower than those with TDF.
It is possible that the reduction in blood plasma
concentrations with TAF could mean less tenofovir
accumulation in bone and kidneys and, in turn, fewer bone
and kidney associated toxicities compared with TDF.
The studies that the originator company has conducted
to gain approval for TAF (and that are ongoing) will not give
sufficient information to recommend TAF with DTG in a setting
such as South Africa.
That is why independent investigators in South Africa
plan to establish this evidence.
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WHAT IS THE DESIGN OF THE STUDY?

WHY IS THERE NO EFV ARM?

In order to justify widespread use of TAF 25mg/FTC/DTG as
first-line treatment for millions of people worldwide, the
efficacy and safety of this combination will be compared
with a recognised standard of care. A TDF/FTC/ DTG regimen
is a preferred regimen in the US Department of Health and
Human Services (DHHS), International Antiviral Society-USA
and European AIDS Society guidelines.
The study will randomise 600 HIV-positive, treatmentnaive people to a 96-week, non-inferiority comparison. The
treatment arms will be:
Arm 1 (Experimental):
TAF25mg/FTC/DTG
Arm 2 (Control)		
TDF/FTC/DTG

As the current standard of care is TDF/XTC (either FTC or
3TC)/EFV 600 mg, why does the study not compare the new
regimens to this one?
Other studies have shown that DTG is better than 600 mg
EFV. The study is designed in the context of studies that are
ongoing or in the planning stage. Another study is looking at
DTG/TDF/XTC vs 400 mg EFV/TDF/XTC. This study is focused
on demonstrating TAF versus TDF.

The study will compare the proportion of people in each arm
with viral load less than 200 copies/mL at week 96. If this is
similar (the margin is specified before the study starts), then
the experimental arm is considered to be non-inferior to the
control arm.
The study will also look at the results at 48 weeks and at
viral load less than 50 copies/mL.
The study will enrol a substantial number of women –
who will not be excluded if they become pregnant during the
study – and include people on TB treatment.

WILL THE TRIAL USE FDCS?
There are not yet FDCs of the new regimens. The study will
use dual formulations – TAF/FTC and TDF/FTC – and a single
DTG. Both arms will have the same number of pills – two,
once daily. Generic companies are planning to develop FDCs.

WILL THE NEW FDC BE CHEAPER?
The reduced dose overall means potentially considerable
reductions in generic prices. It will also mean smaller tablet
sizes.
DTG 50 mg /TAF 25 mg /FTC 200 mg gives a total daily
dose of only 275 mg, which is a considerable reduction from
EFV 600 mg/TDF 300 mg/ FTC 200 mg with a total of 1100
mg.

HIV testing: Has the wave broken?
Rebecca Tadokera

In April 2010, South Africa launched an ambitious HIV Counselling and Testing (HCT) campaign. Apart from
some concerning reports of forced testing, the campaign was a success, testing over 10 million people by June
2011. After an impressive start, there are worrying signs that the campaign might be hitting some speed bumps.
The UNAIDS reports that 19 million of the 35 million people
living with HIV globally are not aware of their HIV-positive
status, with the majority of these being in Africa. Of those
who know their HIV status, at least 90 percent are accessing
treatment. In South Africa, statistical estimations show
that more than 6 million people are living with HIV and
that at least half of the people who are HIV-infected do not
know their HIV status. It is therefore imperative that the
momentum of the HCT programme be sustained in order
to access and test the millions of people who may be living
with HIV but are unaware of their status, so that they can be
linked to care.
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While there has been improved HIV testing coverage in
South Africa as a result of the HCT programme, there are
some concerns about the accuracy of the available data.
According to the District Health Barometer, double counting
may be occurring due to testing for confirmation of results
that are positive. In addition, HIV testing coverage has
only been introduced into the National Indicator Data Seta
with routine data collection as recently as April 2013. The
Western Cape has complete data on HIV testing coverage
only for the last quarter of 2013/14, with evident gaps in the
data for the past few years. Thus the accuracy of the data
may be a cause of concern.

Recent HCT data from the Department of Health’s Annual
Performance Plan suggests that the number of people
tested for HIV in South Africa peaked in 2011 – first having
increased significantly from 2008, and then declining
after 2011 (Figure 1, below). As shown in this figure,

the actual number of people tested falls way below the
Annual Performance Plan (APP) and the National Strategic
Plan (NSP)c targets. This is cause for concern as it flags a
potential barrier, and calls for plans to be made to overcome
this obstacle if these goals are to be met.

Figure 1. A summary of the number of people who have been tested for HIV within the HCT programme (in
millions) from 2008 to 2013 relative to the APP and NSP targets.

DON’T FORGET THE TEST IN “TEST AND TREAT”
UNAIDS has recently set revised HIV targets for the world
to meet by 2020, widely known as “90-90-90”. These targets
aim for 90 percent of all people with HIV to be tested for
HIV, 90 percent of those who test positive for HIV to receive
antiretroviral treatment, and 90 percent of all people on
treatment to achieve viral suppression or undetectable
viral load counts. In addition to these ambitious targets,
the landmark START trial showed that it is better for people
living with HIV to start antiretroviral treatment earlier
rather than delaying until their CD4 count drops. In order
to get more people on to treatment earlier (while they are
asymptomatic), more people would need to be tested. The
first “90” is thus a good and sensible target, and probably
the most critical as it determines the pace of achieving
the subsequent “90s”. Following the release of the START
findings, the World Health Organisation issued a statement
that they will be issuing new guidelines and moving
towards the “test and treat” approach whereby people are
offered treatment as soon as they test positive.
A recent modeling study by Dr Leigh Johnson of the
University of Cape Town suggests that South Africa is on
course to meet the first “90” by 2020. However, Johnson’s
study only took into account testing data until 2012 and does
not account for the decline in testing rates noted after 2011.
How large an impact this drop off would have on Johnson’s
estimates is unclear. We suspect that for the first “90” to be

reached in South Africa by 2020, the HCT campaign will have
to be significantly re-energised at least to the 2011 levels.
This will require significant political will and commitment
from the Minister of Health, Dr Aaron Motsoaledi, and the
Deputy President Cyril Ramaphosa, along with sufficient
resource allocations to the HCT programme.

INNOVATIVE APPROACHES
It is also apparent that innovative approaches will have to be
incorporated into the HCT programme as we inch toward the
90 percent mark. These may include finding the best ways to
provide HCT services to key populations that may be difficult
to reach with normal interventions. Such key populations
may include men, older people, men who have sex with men,
adolescents and commercial sex workers. Various research
studies have consistently shown that more women tend to
access HCT services than men. In South Africa women aged
15 to 24 have the highest rate of new HIV infections and
should be considered to be at most risk, and targeted for
HCT. There is also a need to ensure access to regular testing
for commercial sex workers. Couple HCT should be promoted
as it increases access to earlier ART initiation and reaches
more men. Family counselling is another option, to identify
children and adolescents in households who were not
previously diagnosed. Other innovative approaches include
pushing for the implementation of self-testing, testing for
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triage, and training lay providers to offer HIV testing services
at a community level.
In summary, the HCT programme is the gateway into
HIV care and prevention programmes. While significant
progress has been made, with the programme, innovative
and aggressive approaches are required to sustain the
momentum that was generated pre-2011 in South Africa for
the ambitious global HIV/AIDS targets to be achieved.

MAIN SOURCES
www.unaids.org/sites/default/files/epidocuments/ZAF.pdf
ww.hst.org.za/publications/district-health-barometer-201314
www.health-e.org.za/2014/07/21/report-south-african-dept-

health-annual-performance-plan-201415-201617/
www.nejm.org/doi/full/10.1056/NEJMoa1506816START trial
Leigh F. Johnson, Thomas M. Rehlea, Sean Jooste and LindaGail Bekker, 2015. Rates of HIV testing and diagnosis in South
Africa: successes and challenges. AIDS 2015, 29:1401–1409

NOTES
a. National Indicator Data Set: List of agreed national indicators
that are aligned to the millenium development goals
b. Testing for triage: The process of sorting people based on
their need for immediate medical treatment as compared to
their chance of benefiting from such care.
c. The NSP indicator for HIV testing coverage counts all people
aged 15 to 49 years who were tested for HIV as a percentage of
the total population in this age group over a 12-month period.

LATE BREAKER

PrEP is effective at preventing HIV in highrisk gay men
The Lancet last month published the results of the PROUD study, which shows giving daily HIV medication to
gay men who are HIV-negative yet at high risk of becoming HIV-positive is highly effective at preventing new
infections. The authors, led by Professor Sheena McCormack, of the Medical Research Council (MRC) Clinical Trials
Unit at University College London, UK, say that PrEP should now be added to the HIV prevention toolkit for men
who have sex with men at risk of HIV infection as soon as possible in the United Kingdom and elsewhere.
Randomised placebo-controlled trials have shown that
daily oral pre-exposure prophylaxis (PrEP) with tenofoviremtricitabine reduces the risk of HIV infection. However,
this benefit could be counteracted by risk compensation in
users of PrEP, meaning they increase risky sexual behaviour
in the belief that the HIV medication is protecting them. The
authors did a pilot study to assess the feasibility of an openlabel trial of PrEP.
PROUD was an open-label randomised trial done at 13
sexual health clinics in England. It enrolled HIV-negative
gay men who had had at least one episode of receptive or
insertive anal intercourse without a condom in the previous
90 days. Participants were randomly assigned (1:1) to receive
daily combined tenofovir disoproxil fumarate (245 mg)
and emtricitabine (200 mg) (also known as Truvada) either
immediately (275 patients) or after a deferral period of one
year (269 patients). Follow-up was quarterly.
Based on early evidence of effectiveness, the trial steering
committee recommended on October 13, 2014, that all
deferred participants be offered PrEP. Follow-up for HIV
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incidence was complete for 243 (94 percent) of 259 patientyears in the immediate group versus 222 (90 percent) of 245
patient-years in the deferred group. Three HIV infections
occurred in the immediate group (1·2/100 person-years)
versus 20 in the deferred group (9·0/100 person-years)
despite 174 prescriptions of post-exposure prophylaxis
(known as PEP) in the deferred group. Thus people in the
immediate group had an 86 percent relative reduction in
risk of acquiring HIV compared with the deferred group.
The results suggest that 13 men in a similar population
would need to be offered one year of PrEP to avert one HIV
infection. The 28 recorded adverse events that led to an
interruption in PrEP included nausea and headache, but there
were no serious adverse events deemed related to study
drug.
The prevalence of sexually transmitted infections,
including syphilis, rectal gonorrhoea or chlamydia, did not
differ significantly between groups despite a suggestion
of risk compensation among a small proportion of PrEP
recipients. A total of 152 such infections occurred in the

ANSO can we possibly cut about 380 words
from science section? otherwise we have to
add three more pages in.....:\

immediate group compared with 124 in the deferred group,
which after adjustment for the larger number of screens in
the immediate group was not statistically significant.
The incidence of new infections recorded in the deferred
group was roughly seven times higher than the national
estimate of 1·34 cases per 100 person-years reported for men
who have sex with men attending sexual health clinics in the
UK 2012. Although participants in PROUD were much more
likely to have had rectal infections and to have used postexposure prophylaxis than was the overall population of men
who have sex with men attending sexual health clinics, the
authors say the size of the difference in HIV incidence was
still surprising. The authors say: “The difference suggests that
the PROUD study population was highly selective, despite
broad eligibility, and that the offer of PrEP generally attracts
those men who are most likely to benefit from it. This finding
is highly encouraging for PrEP implementation, although
quantifying the likely demand in the UK remains challenging.”
They highlight an economic assessment based on a
mathematical model adapted to the UK HIV epidemic in men
who have sex with men suggests that providing targeted
PrEP to this group from 2016 would be cost-effective at
current prices, or without targeted implementation if Truvada
was half the price.
They conclude: “The impressive reduction in HIV incidence
in people taking PrEP, without a measurable increase in other
sexually transmitted infections, is reassuring for clinical,
community, and public health stakeholders. National health
services are under financial constraints, but they cannot
afford to ignore the results of PROUD and IPERGAY[1], which
strongly support the addition of PrEP to the current standard
of prevention for men who have sex with men at risk of HIV
infection.”
Writing in a linked comment, Dr Kenneth Mayer, The
Fenway Institute, Fenway Health, Boston, MA, USA and

Harvard Medical School, Boston, MA, USA, and Dr Chris
Beyrer, Bloomberg School of Public Health, Johns
Hopkins University, Baltimore, MD, USA, conclude: “The
PROUD results show that PrEP should be part of the range
of services offered by any clinical programme that focuses
on sexual health. The time for cautionary speculation is over:
HIV prevention services should be expanded worldwide by
offering PrEP routinely to those who could benefit.”
The paper can also be found at www.thelancet.com/
journals/lancet/article/PIIS0140-6736(15)00056-2/abstract
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