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There is a risk that over the next three
months an NSP will take shape that will
lack many of the targets and deadlines
it needs to make an impact. It is
understandable that government doesn’t
want what they see as an external plan
to interfere with their internal plans.
But civil society should not accept this.
We need leaders who can stand up to
government, when needed work with
them, but ultimately demand we do
better on key issues such as sex work,
condoms in schools, active case-finding
for TB and community healthcare
workers. Unfortunately, from what we’re
hearing, civil society is capitulating on
these issues without much of a fight.
Even though many critical issues
will be mentioned in the eventual NSP,
mere mentions are not enough. We
need plans, timelines and budgets. We
need an NSP that is highly focused and
concrete. The decriminalization of sex
work, for example, has been on the
agenda for years – but simply having
it on the agenda is not enough. We
need to have a roadmap from where
we are now to an actual amendment
in our laws. Without such a roadmap,
we do not in fact have a plan.
Similarly, setting targets for providing
more people with HIV treatment and
helping people adhere to treatment is
all good and well, but targets are not

a plan. How do we improve treatment
adherence? Do we need to employ
more community healthcare workers
to provide adherence support and
to trace patients who default? We
think we should. How do we provide
differentiated care through adherence
clubs, if we don’t pay people to run
those adherence clubs? How do we
ensure there are no drug stockouts
which endanger trust in the health
system. How do we build a Medicines
Control Council that can cope with
the workload or registering new drugs
and investigation unlawful treatment
and activities? These are the issues
the NSP must map out in detail and
force action on. It should make the
case so clearly and convincingly
that the Department of Health and
treasury has no option but to fund it.
In the same way, we can say
whatever nice things we wish about
active case-finding for TB (possibly the
most critical TB intervention we are
not implementing), but if we don’t
map out what that means in the real
world then it will be just an another
aspirational target. The NSP has to
make it explicit that we can’t do active
case-finding without people and that
we need to train and pay people to
start doing active case-finding. In two
words Community Health Workers.

Another critical area on which the
new NSP must move the dial is HIV
and pregnancy prevention in schools.
We need a programme that is explicit
about the right to comprehensive
sex education and the right to access
condoms – the latter being a right in
terms of the right to access healthcare
services. But again there appears
to be no clear plan on the table on
how we get from here to there.
If the new NSP doesn’t deliver on
these critical issues with detailed
timelines and budgets then it will
be hard for us to support it. As has
become clear in recent issues of
Spotlight (previously NSP Review),
our HIV and TB response is at code
red. Our public healthcare system is
in crisis. We need a plan that deals
with this emergency seriously and
based on the best available evidence.
Anything less is not good enough.

A difficult political
environment

The development of the new NSP comes
at a very difficult time in South Africa’s
history. Amid the Public Protector’s
State Capture Report, the various
scandals relating to the Gupta family,
spurious charges against Finance
Minister Pravin Gordhan and widespread

calls for President Jacob Zuma to stand
down, Deputy President and SANAC
chair Cyril Ramaphosa has had a lot
on his plate. In this fraught political
context the new NSP has hardly elicited
the national conversation or leadership
that is needed – that it is needed is
clear from the fact that around seven
million people in South Africa now
live with HIV and tens of thousands
still die of tuberculosis every year.
To some extent, our HIV and TB
response is also falling victim to the
wider crisis in our politics. It is thus very
encouraging that Health Minister Dr
Aaron Motsoaledi and deputy Minister
Joe Phaahla took a public stand against
corruption when late in October they
publically declared their support for
Minister Gordhan. The spurious charges
against Minister Gordhan has since been
withdrawn. We trust that these leaders
will not lose their jobs or be victimised
for having taken this correct and
principled stance. We will watch closely.
While the fight against corruption
and state capture in South Africa is
urgent and critical, the development
of the new NSP is also critical. We urge
the Deputy President, the Minister of
Health, the rest of the national cabinet
and all provincial cabinets to engage
with both these urgent issues. Just like
corruption, HIV and TB impacts the lives
of millions of people in this country.
While the big picture politics are
deeply concerning, there are also some

signs that all is not what it should be at
SANAC. The position of SANAC CEO Dr
Fareed Abdullah was recently advertised
amid rumours of a campaign to replace
him with a person more compliant to
the whims of some in government.
Whether there is any veracity to these
rumours we do not know, but it has
reached us from various sources.
What is clear though is that in the
current political context we need
SANAC to be stronger than ever.
Abdullah has done well in steering
SANAC over the last five years and
much of what concerns us at SANAC is
beyond his control. Removing him now
will threaten operational continuity at
SANAC – something we cannot afford.

Civil society
leadership crisis

While operational continuity is critical
at SANAC, we urgently need new energy
and ideas on the political side. This
political energy has to come from civil
society leaders at SANAC. Many people
we have spoken to have expressed their
disappointment with the failure of the
current civil society representatives
to raise critical issues impacting on
ordinary people living with HIV and/
or TB over the last five years.
Activists in SANAC have expressed
their unhappiness with that is currently
happening in SANAC, or more
specifically in SANAC civil society.

There is a strong feeling that SANAC
needs a civil society that is fully
representative, that speaks with the
voices of the marginalized, speaks with
the voices of the poor and that the
only way in which this can happen is if
the current civil society is disbanded.
The new NSP provides an opportunity
to make a clean start where we
avoid the pit-falls of the past and
ensure that people living with HIV
and TB in South Africa feel they are
properly represented. One way to
avoid these pit-falls is to set some
guidelines of what we expect from
our civil society representatives.
To start with, we should insist that
civil society leaders must represent
constituencies and not just themselves
(academics and other technical
experts can of course contribute in
their personal capacities to technical
questions). Ideally, we want people
who have been elected by affected
people and who must account back
to those people on what they have
or have not done at SANAC.
Secondly, we should insist
on transparency regarding the
financial affairs of all civil society
representatives. Where people represent
NGOs, the finances of those NGOs
should be open for public scrutiny
– as is the case with all NGOs. If
people do business with government,
then that potential conflict of
interest should be disclosed.

Looking back, there is much to be proud of, but what lies ahead is what
matters now and what we do in the next three months will set the course
of the next five years.
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Delays at the South African National AIDS Council (SANAC) has meant
that the new NSP (National Strategic Plan) will now only be ready in
March 2017. While the delay itself is not of any great concern, the kind
of plan that will be produced by an unsettled SANAC and a weakened,
unrepresentative civil society is concerning and brings into question
the very idea of SANAC and the NSP. Already we are hearing rumours
of a back-track on various things contained in draft zero of the NSP –
including a back-track on the recommendation to decriminalize sex work.
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Dear Deputy President
Ramaphosa

I am writing this letter to you in your capacity as the Chairperson of the
South African National AIDS Council (SANAC), as it reaches a crucial
stage in the development of the next National Strategic Plan (NSP) on
HIV, TB and STDs.
Deputy President, a few days
ago I received the following
text message from a friend:
‘Two funerals today of family/friends
that died of AIDS. One kept it secret
from the family; found CD4 results
under mattress of 34. She attended
a church that preaches believers
don’t take ARVs. In the other case, he
defaulted on treatment and died. Late
40s/early 50s. Free State and Limpopo.’
This sad message probably indicates
something we would rather not
consider, that there are a growing
number of people dying from AIDS and
TB again – despite the availability of
antiretrovirals. Statistics reveal to us
that a high proportion of adolescents
are dying of TB and HIV, both diseases
that can be prevented and either cured
or managed. I hear that the rates
of vertical HIV infection (mother to
child transmission during and after
birth via breastfeeding) are higher
than we admit. These facts point to
the heart of the challenges we face,
challenges that must be brought
to the fore as SANAC, under your
leadership, finalises a new strategic
plan on HIV for the next five years.
This will be our country’s fifth
national AIDS plan since democracy.
It is certainly the most critical. This is
the do-or-die plan. Literally. I’ve been

involved in all five so please allow me to
reflect on why this one is so important.
The first plan, drawn up by the
National AIDS Convention of SA (and
known as the NACOSA plan), covered
the years 1994-1999. It was drafted with
the full involvement of civil society and
in close cooperation with ANC leaders.
It was strong on human rights, but did
not include ARV treatment because in
1994 treatment was unproven. It failed
not because it was not a good plan, but
because, tragically, it coincided with the
first years of our liberation. Our nation
had other pressing priorities. There was
little political will to implement it.
The second 2000-2005 plan was a poor
plan. It was largely ignored; that was the
period of AIDS denialism, the period of
Manto Tshabalala-Msimang and Thabo
Mbeki, a time when SANAC was chaired
by a disinterested then Deputy President
Zuma. SANAC was so dysfunctional
we didn’t even bother with it.
The third NSP, 2007-2011, was the plan
that broke the back of AIDS denialism.
It was ambitious and expansive, it set
a target of ‘appropriate packages of
treatment, care and support to 80
percent of HIV positive people and
their families by 2011’, it strengthened
programmes to prevent mother-tochild transmission, it introduced the
idea of a programme of voluntary
male circumcision. NSP 2007-2011 was

an omnibus, a bumper edition. It had
to be. It was strategically necessary
to pack it with every programme we
knew had some efficacy because AIDS
denialism had placed us seven years
behind the AIDS epidemic and there was
total disarray in the national response.
However, to be honest, NSP 20072011 wasn’t very strategic. The strategic
focus came from something that is
not even mentioned in the plan; it
was the Treatment Action Campaign’s
(TAC) mobilisation to popularise the
plan and to focus the government
to continually expand access to ARV
treatment that made sure it remained
relevant to the national discourse.
It was the health workers who were
desperate to start saving lives again.
The fourth plan, 2012 to 2016, is about
to expire. Nobody will miss it. Very few
people knew about it in the first place.
It was too complex, too unfocused. It
came out of a process, much like the
one going on at the moment, that
allowed everyone to throw in their
pet project and didn’t distinguish
clearly enough what were the priority
projects. It dodged the difficult issues.
Cabinet’s only contribution before it
approved it in late 2011 was to delete
a firm commitment to decriminalise
sex work from the plan. Are you
therefore surprised we have such high
rates of HIV among sex-workers?

#16 – December 2016
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This open letter from Mark Heywood appeared on Spotlight’s website and in the Daily Maverick at the end of August. While
we are three months further down the line, the issues highlighted by Mark are still relevant and important to take note
of as the new plan for HIV and TB is crafted. We welcome responses to this, please write to the Editor and let’s talk!

5

We can’t afford another 500-point
strategy that’s read only by experts
and which is unintelligible to the
people who need to know the plan.

Avoid jargon

Avoid reference to UNAIDS’ confusing
jargon that means nothing to an
ordinary person – and actually
causes confusion. ‘Test and Treat’,
‘Treatment as Prevention’, ‘Decanting’,
‘90-90-90’, ‘Getting to Zero’, ‘KPs’,
‘VPs’ and ‘MSM’, and so on…

spotlight
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Leave things out rather than stuff
everything in. In my view a strategic
Strategic Plan should now focus
all its efforts (or rather our efforts)
around two keys questions:
1. How to massively cut the number
of new infections, particularly in
young women and among what
AIDS experts call ‘key populations’.
It is scary, outrageous, shocking that
2,000 young women are infected
with HIV every week. If we could
cut this by 75 percent – and we
have to believe that we can – we
would be on a winning streak.
2. How to improve the quality of care
for the 3.5 million people now on ARV
treatment and how to find our way
to the missing 3.5 million who need
to be on HIV and TB treatment.
To address these two challenges, DP,
you have been entrusted to provide
leadership. You must force us to
square up to the things that can’t
be said. You must help us to do the

things ‘that can’t be done’. They can.
We must throw the kitchen sink
at these two critical challenges and
leave the rest to take care of itself.
We can do this because many of the
other necessary programmes and
activities of the AIDS response are
now reasonably well entrenched. The
message is that they must continue.
So what could we do about
prevention? There are 25,741 schools in
our country. These should be the sites
where we concentrate the struggle
against HIV. We should say that within
six months every school should offer
continuous quality sexuality education,
especially about gender and sex,
voluntary male circumcision, male
and female condoms, Pre Exposure
Prophylaxis (PreP, but please don’t call
it that), HIV and TB testing, access to
HIV and TB treatment and support for
adherence. If we did this, we would win.
So what could we do about
treatment? There are 3,182 clinics and
331 Community Health Centres (CHCs)
in our country. These need to be the
sites of our struggle against AIDS and
TB, co-ordinating salvoes into schools,
shebeens, churches, football clubs,
burial societies. But to do that they
need better management, empowered
clinic committees, resources, and
properly employed, paid and supervised
community health workers as the
backbone of ward-based outreach teams.
Is this impossible? No it is not. Would
it make a difference? Yes, it would.
And finally a word of warning, or
rather exhortation. There are a number
of risks that we must counter.
The first is that many of those who
represent ‘civil society’ in SANAC and
Provincial AIDS Councils are pretenders;

they are out of touch and disconnected
from real people, they are their own
insular civil society, they have formed a
world in a parasitic eco-system that feeds
and flies them. If these people continue
to guard the gates of the AIDS response,
we are in trouble. You, DP, need to
once more insist on accountability and
evidence, volunteerism and sacrifice.
Measure people by their
actions not their words.
Finally, DP, a special appeal. We
can’t implement the NSP outside of the
public health system. And here’s the
rub: At the moment the NSP is being
developed without any reference to
the desperate state of our clinics and
hospitals, or the exploitation of our
health workforce. This might seem odd,
but my guess is that hardly any of the
people busy making proposals about
the NSP, or being consulted about it,
either have HIV or have HIV and use the
public health system. This means that
they do not appreciate the obstacles
created by drug-stockouts, poor quality
information, rushed HIV testing, and
treatment illiteracy from the treaters.
It is half-true that AIDS ‘is not a health
issue’. But without a solid health system,
the response has no backbone. At the
moment that backbone is broken.
It does not need to be part of the NSP,
DP, but it is critical that we empower
Health Minister Motsoaledi to fix the
health system in the provinces.
Deputy President, AIDS is not
over. Millions of lives depend on
your leadership of this process.
Please get it right.
Mark Heywood
Activist
Former deputy Chairperson of SANAC

Will we get the NSP
right this time?
Marcus Low, Spotlight Editor

At the end of this year South Africa’s big plan to fight HIV and
tuberculosis (TB) comes to an end. The National Strategic Plan (NSP)
for HIV, TB and STIs 2012-2016 will be replaced by the 2017-2021
NSP. It is vital that the new NSP avoids the mistakes of the past and
fully incorporates new scientific evidence. It is also critical that it sets an
ambitious and realistic course that all of South Africa can get behind, not
just people working in health care.
What went wrong with
the previous NSP?

While there was a lot that was good in
the previous NSP, we need to be honest
about the problems with the Plan and
how we implement it. A great plan on
paper is of little use if we do not have
the systems or political will to use it
effectively. Looking back over the past
five years, two problems stand out.
Firstly, there was so little effective
tracking of our progress against NSP
targets that we only occasionally got
an idea of how we were performing
against the targets. The NSP would
have been of much more value if every
single district or provincial AIDS council
meeting had up-to-date data on a
series of key indicators for their area.
In the absence of such data, much of
the work relating to the current NSP
was done in a vacuum. This contributed
to a lack of focus and direction.
Secondly, the lack of coordination
between government and AIDS
councils meant that the NSP often
ended up feeling irrelevant when it
came to the actual implementation
of TB and HIV programmes. Few
people seem to understand that at

NSP
2017-2021

all levels, the NSP and the work of
AIDS councils are supposed to set
the course for our collective AIDS
response. Instead, government, local
and national, appeared to do what
it wished irrespective of the work
done in AIDS councils, KwaZulu-Natal
at times being a notable exception.
This tendency of government to
forge ahead with little regard to AIDS
councils undermined the vision of a
wider societal AIDS response drawn
together by the NSP and AIDS councils.

Top six priorities
in the next NSP

To deal with these problems and
to provide for a more focused and
effective NSP, the following should be
considered for the NSP 2017-2021:

1. We need real-time monitoring
of the health-care system
Rather than creating long lists of
targets, the NSP must set fewer
targets that we know we can track.
It is essential that these indicators
must regularly be shared with AIDS
councils at all levels. When a district
AIDS council meets, it must have fresh
stats for the entire district as well as
for each facility in the district. This
will help focus our response in the
areas where it is most needed. Often
this data is already available to the
Department of Health or the National
Health Laboratory System, but is not
shared timeously with AIDS councils
or the wider public. If the new NSP
is to revitalise society’s response
to TB and HIV, the Department of
Health will have to start sharing
more data with society.
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Keep it short and simple
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In recent months an extensive consultation has taken place again about
the next NSP. However, I would strongly recommend to you that now
you entrust the development of the plan to an expert team. Their job is to
distill the ideas, insights and learnings they have heard, into a strategy.
They must do what they must do – but my unsolicited advice to them
would be as follows:
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5. We need concrete plans to
bring in business and labour
Ensuring more people are tested and then
started on treatment will require taking
our AIDS response beyond the health-care
system. Many people, especially men,
simply never go near a clinic and we have
to find other ways of reaching them.
The solution, however, is not to hold
talk shops in Sandton every six months.
Instead, the NSP must outline concrete
ways in which business and labour can
play a part in the HIV and TB response
by, for example, facilitating HIV testing

in the workplace. It must be a key part of
the work of district AIDS councils to invite
and involve local business and labour
to be part of our TB and HIV response
in concrete ways. There are already
good examples out there. We must
learn from them and replicate them.
6. We need to reform SANAC
One of the elephants in the room is
the severe dysfunction in many SANAC
sectors. Unfortunately, these sectors
are often little more than talk shops.
Where it matters, for example in relation
to medicine stockouts and the ongoing
crisis in the Free State public healthcare system, SANAC leadership is often
missing. Leaders should be keeping
government on its toes and pushing a
progressive agenda if SANAC is to have
any relevance going forward and if SANAC
is to help mobilise wider civil society in
our collective TB and HIV response.
Part of the change will have to be
in leadership, but a large part of it
will have to be in the way SANAC is
structured. Unpopular as such a move
might be, all SANAC sectors should be
disbanded. It is deeply disappointing,
but for various reasons they simply
haven’t delivered as many of us hoped
they would. Instead, a single SANAC
task force of no more than 15 people,
including the Minister of Health and the
Deputy President, should be established
and should meet at least once a
quarter. Business, labour, health-care
worker groups and membership-based
civil society organisations must all be
represented in this task force. Critically,
no individuals who are not accountable
to substantial constituencies should
be on this task force. In addition to
the task force, SANAC should also
convene a technical task team made
up of appropriately qualified experts to
consider technical scientific issues and to
provide advice to the SANAC task force
and the Minister and the Presidency.

Promising initiatives such as the provision of pre-exposure
prophylaxes to sex workers must be continued and expanded to
other groups of people who are at high risk of HIV infection.

Top eight indicators for the new NSP
It is critical that we monitor our TB and HIV response in as close to real-time as we can. It
is also essential that we get data sliced up by district and facility so that we can see where
the trouble spots are and respond to them effectively. Ideally, all of the indicators below
should be available to every ward, district, and provincial AIDS council in the country. This
data should also be available to all members of the public. (Note, these suggested indicators
include monitoring against the UNAIDS 90-90-90 targets – By 2020, 90 percent of all
people living with HIV will know their HIV status, 90 percent of all people with diagnosed
HIV will receive sustained antiretroviral therapy, 90 percent of all people receiving
antiretroviral therapy will have suppressed viral load.)
1. Number of people tested for HIV in the last three
months by facility, district, province, and nationally.
This statistic should also be expressed as the
percentage of HIV-positive people who know
their status (the first 90) if possible.
2. Number of people on antiretroviral treatment
by facility, district, province, and nationally.
Ideally, this statistic should also be expressed
as the percentage of people who know their
status that are on treatment (the second 90).
3. Viral load coverage by facility, district,
province, and nationally.
Viral load coverage must be expressed as the
percentage of people on treatment who have received
at least one viral load test in the last 12 months.

4. Viral load suppression rate by facility,
district, province, and nationally.
This should be expressed as the percentage
of people on antiretroviral treatment who
are virally suppressed (the third 90).
5. N
 umber of people with a confirmed diagnosis
of Drug-Sensitive-TB and Drug-resistant TB by
facility, district, province, and nationally.
6. Percentage of people with DS-TB or DR-TB
who have started TB treatment by facility,
district, province, and nationally.
7. D
 S-TB and DR-TB cure rate by facility,
district, province, and nationally.
8. HIV vertical (mother-to-child) transmission
rate at six weeks and 18 months by facility,
district, province, and nationally.
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3. We need an ambitious plan for TB
While the new NSP will undoubtedly
have good and aspirational targets for
TB, it should also provide clear guidance
on how those targets could be reached.
For example, it should set South Africa
on a course for dramatically scaled-up
contact tracing and active case-finding.
Since these are human resourceintensive activities, government has
shied away from them; the NSP has to
break this impasse. Similarly, the NSP
should show the way toward addressing
infection control both in the public and
private sector so that we can reduce
TB transmission in schools, correctional
facilities, taxis, hostels, shops, the
mines, and all other places where TB
is transmitted. As with HIV testing
and linking to care, the TB response
will not succeed if we can’t grow it
outside of the health-care system.

4. We need to implement
an ambitious and evidencebased HIV prevention plan
All indications are that the rate of new
HIV infections in South Africa is still
very high (around 280,000 per year).
Rightly, much of the talk at the recent
International AIDS Conference in Durban
focused on prevention, especially
prevention in women and girls aged 15
to 24. It is clear that we urgently need
to ensure that all young people in this
age group have easy access to condoms,
and comprehensive sex education. Yet,
between the Department of Health and
the Department of Basic Education,
government seems incapable of getting
its act together in any meaningful
way. The new NSP must help break
this deadlock. It must launch a serious,
focused, sustained, HIV prevention
campaign, driven and endorssed by
the Presidency, targeting schools
and children of school-going age.
The NSP must also ensure that
proven HIV prevention interventions,
like condom provision and voluntary
medical male circumcision, are
scaled up aggressively. Promising
initiatives such as the provision of
pre-exposure prophylaxes to sex
workers must be continued and
expanded to other groups of people
who are at high risk of HIV infection.

spotlight

spotlight
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2. We need a roadmap to
treatment for all
The landmark START (Strategic Timing of
AntiRetroviral Treatment) trial showed us
that all people living with HIV should be
offered antiretroviral treatment. In line
with these findings and with World Health
Organisation guidelines, all people living
with HIV in South Africa will be eligible
for treatment from September this year.
But merely making more people eligible is
not enough. As shown by the recent TasP
(Treatment as Prevention) trial, much
of the challenge will be to test people
and then to get people who test positive
to start treatment. Making a success
of such a campaign will require a very
ambitious new test-and-treat campaign
– as well as employing the thousands
of community health workers and lay
counsellors required to make such a
campaign work. All this must be carefully
planned, budgeted and coordinated
through SANAC. The document that
must bring all that planning together
in one place is the new NSP.
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LATE BREAKER: Spotlight has received claims from an impeccable source that one patient has died and another had a severe
adverse reaction after the so-called stem cell treatment at Pelonomi Hospital. The claims further state that the death was covered
up. We understand a criminal investigation is underway. Please follow us on www.spotlightnsp.co.za for updates on this story.
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Return of the quacks
Anso Thom, Spotlight Editor
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these ‘doctors’ were operating with
the tacit support of the leaders who
had the power to close them down.
They included the likes of German
multi-vitamin peddler Matthias Rath;
KwaZulu-Natal truck driver and seller
of a concoction called uBhejane (the
recipe of which he said was revealed
to him in a dream by his ancestors)
Zeblon Gwala and the likes of Tine van
der Maas a barefoot Dutch nurse who
pushed lemon, garlic, beetroot and
olive oil concoctions at the behest of
the health minister, or Belgian eccentric
Kim Cools who continues to claim that
he had injected himself with the HI
virus but remains negative due to his
remedies (see previous Spotlight).
Activists told stories and journalists
wrote articles of the heartache these
people had caused – the undignified
deaths of mothers who left families
orphaned as they dumped their
antiretrovirals for Rath vitamins, the
fatal and excruciating suffering of the
much-loved DJ Khabzela after the health
minister sent Van der Maas to heal him,
or the illegal Rath clinical trials conducted
on poor people, made to strip, have their
photographs taken and give their blood.
And then there was Virodene – a
powerful chemical detergent peddled
by a bunch of crazy scientists as
a cure for AIDS, which had as its
cheerleader President Mbeki.
Mbeki and Tshabalala-Msimang were
not alone in the rejection of proven
treatments. Tshabalala-Msimang’s MECs

either turned a blind eye to the fact that
people were being used as guinea pigs,
or did everything in their power to deny
poor people access to lifesaving drugs.
Sibongile Manana was the MEC of
Health in Mpumalanga at the height of
the denialism years from 1999 to 2003.
Now she is a Member of Parliament.
As MEC she gave the Greater Rape
Intervention Project (GRIP) in Nelspruit
hell. She bullied Rob Ferreira Hospital’s
Dr Thys von Mollendorff, a gentle caring
doctor whose only crime was to try and
help rape survivors. He offered them
a dignified, safe space in his hospital
where they were given the option of
accessing legal, tested antiretrovirals
to prevent infection. But Manana
hounded Von Mollendorff and GRIP
out of the hospital and treated them
like criminals, dragging them to court
and evicting them from the hospital.
Penny Nkonyeni, MEC for Health in
KwaZulu-Natal during the Manto years,
often rolled out the red carpet for her
Minister. She printed quack pamphlets
for distribution, hounded doctors
who dared to offer pregnant mothers
the option of treatment to prevent
transmission of HIV to their babies,
and she was a willing partner in finding
crooked NGOs prepared to run illegal
clinical trials using quack concoctions.
Nkonyeni was later the speaker in the
provincial parliament and Education
MEC before being removed in a Cabinet
reshuffle earlier this year. She indicated
she was joining the private sector.

It now appears that, much like Manana
and Nkonyeni, Malakoane enabled a
quack to operate with impunity in a state
hospital, using unsuspecting state patients
as guinea pigs in an illegal stem cell trial.
within days of health minster Dr
Aaron Motsoaledi becoming aware
of this contract. It is refreshing
and heartening to know and see
in action the difference an ethical,
incorruptible and no nonsense health
minister and medical doctor can
make. If only we had someone like
Dr Motsoaledi in the early 2000s.
The MCC swiftly closed the
ReGenesis operations at Pelonomi
and have made it clear that according
to the information they have, an
illegal trial was being conducted,
using an untested intervention.
For now, the operations have
been brought to a halt and the Free
State Department of Health has
cancelled the contract. The MCC
has sent ReGenesis a comprehensive
list of questions, and Free State
Premier Ace Magashule has been
left with the task of holding his MEC
accountable. Don’t get your hopes up.
Within a day of the information
being revealed by Spotlight
and the investigative television
show, Carte Blanche, Free State
premier Ace Magashule shifted
his Health MEC to Economic and

Small Business Development,
Tourism and Environmental Affairs,
and installed his former Police,
Roads and Transport MEC Butana
Kompela as the health custodian.
However, we cannot allow
another quack enabler to get away
without being held accountable.
The Free State Department of
Health and Premier Magashule have to
provide answers to some very serious
questions. For instance, why did the
Free State Department of Health
publish a tender for stem cell therapy
in the first place? On what basis was
ReGenesis appointed in June? Why was
Malakoane so closely involved with
the project, chairing the board that
would provide oversight of the work
and research done by ReGenesis?
Simply shifting Malakoane to
another post doesn’t make these
questions go away. For there to be
any accountability we need answers
to these questions. The people of
the Free State are not guinea pigs.
They are not pawns in an alleged
scam to enrich charlatans.
Not on our watch. The ball is in
your court Premier Magashule.
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Take a trip on a public train or a walk
down a road in our city centres and you
will easily find pamphlets marketing
remedies for anything, from enlarging
penises to bringing back lost lovers.
Even more seriously, the city lamp poles
are plastered in posters offering cheap
pregnancy termination services. Poor
people stand on street corners for hours
offering pamphlets and directions to the
closest ‘doctor’. All illegal, all dangerous,
but almost all operating with impunity.
The reasons these quacks proliferate
are many. Not so long ago we had
a president and health minister who
created an enabling environment for
them. President Thabo Mbeki questioned
the efficacy of lifesaving anti-AIDS
medication, told people they were
toxic, and dragged his feet when it
came to signing into policy the rollout
of these medicines for the thousands
who were suffering and dying.
His Health Minister, a medical
doctor, Dr Manto Tshabalala-Msimang
spoke often and passionately about
the so-called healing properties of
beetroot, garlic, lemon and olive oil.
People sniggered, referred to her as
Dr Beetroot and shook their heads.
But what Mbeki and TshabalalaMsimang had done successfully, was to
sow seeds of doubt. Many, many people
living with HIV, desperate for a remedy
not only to control the virus, but to
exorcise it from their battered bodies,
turned to the quacks, who promised
to do so. What was criminal was that

The examples are many and for
those who were there, these memories
are painful. Those who were there
made a pact saying, never again.
Fast forward to 2016.
Dr Benny Malakoane is a medical
doctor and was until recently Health
MEC in the Free State. Over a threeand-a-half year period he oversaw
the collapse of the public health-care
system in the province, and turned
the state machinery on elderly
community health workers who were
asking inconvenient questions, while
facing multiple charges of fraud
and corruption (these cases are still
ongoing due to continued delays).
It now appears that, much like
Manana and Nkonyeni, Malakoane
enabled a quack to operate with
impunity in a state hospital, using
unsuspecting state patients as guinea
pigs in an illegal stem cell trial. In
fact, this operation had been signed
and sealed in a three-year contract
which was due to further impoverish
the Free State health system and
enrich the shareholders of ReGenesis
Health with millions of rands.
Questions must be asked over
the enthusiasm of the MEC in
signing this contract and personally
overseeing its implementation. One
has to ask how the MEC could be
so enthusiastic in rolling out an
untested stem cell intervention in
the Pelonomi hospital’s orthopaedic
department while his health system
is collapsing and failing to get basic
medicines to clinics and hospitals.
The Medicines Control Council led
by Professor Helen Rees intervened

spotlight
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For a long time, South Africa has been a country where charlatans are
able to flourish and peddle dangerous remedies for all kinds of ailments.
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Why CHWs matter
Sasha Stevenson, SECTION27 attorney
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individual risky sexual behaviour.
Disease prevention, health promotion,
and linkage to care are at the core
of CHW programmes the world over.
Health behaviour and social welfare
promotion, preventive health-care
service and commodity distribution,
diagnosis and management of
common illnesses, assistance during
birth, and community organisation
are all traditional CHW functions.1
CHWs have long been recognised
to be an important part of a primary
health-care system. They have the
potential to bring the community closer
to health services, and health services
closer to the community, and to play
a vital role in preventative and other
health services that do not require
professional and in-facility care.
The efficacy of CHWs depends on the
effectiveness of the health-care system
as a whole.2 They are not a panacea
for a weak system3 and cannot replace
facility-based health-care services.4 What
they can do is offer certain services to
otherwise underserved communities,

Why do we need CHWs?

[CHWs] have the potential to bring the
community closer to health services, and
health services closer to the community,
and to play a vital role in preventative
and other health services that do not
require professional and in-facility care.

The central goal of the new NSP is
prevention. In focusing on prevention,
it supports the new ‘test-and-treat’
policy, which is aimed at reducing
HIV-related morbidity and mortality
and significantly reducing TB incidence
and TB mortality. It envisages a
comprehensive multi-sectoral prevention
programme focused on high-incidence
hot spots in the hope of changing

and provide preventative and health
promotion services that are not otherwise
adequately available within the health
system. Evidence suggests that CHWs can
bridge the gap between the community
and the health-care system and can
facilitate patient re-entry into health-care
services after a negative experience.5
The factors holding us back in our
HIV programme are many and varied.
Medicine stock-outs continue to be a
serious health system weakness, with the
2015 Stop Stock-Outs survey finding that
one in three health facilities experienced
a stock-out of ARVs or TB medication
in the three months prior to the survey
call.6 And behaviour-change interventions
have not resulted in the reduction of
risky sexual behaviour as intended. But
well-trained and capacitated CHWs can
help us to reach ‘smaller’ goals: making
sure that people who access treatment
keep taking it; tracing people with TB
or who are close to people with TB
and ensuring that they have access to,
and take, treatment. They can offer
information to help reduce risky
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The structure of our health system
and the nature of our health-care
workforce are unsuited to the goals
that we have set ourselves: universal
health coverage; an ‘end to AIDS’ and
the reduction in non-communicable
diseases through preventative and
health promotion services. These goals
can’t be reached in a hospital-centric
health system with unsupervised, NGOemployed and underpaid community
health workers (CHWs) serving as the
only community-based services in the
absence of capacitated and reliable clinic
and hospital outreach programmes.
For some time, the national and
provincial departments of health have
been discussing and partly implementing
a CHW programme. There have been
multiple policy documents and there
has been some action from provincial
departments but we remain a long
way from establishing a standardised
CHW programme, let alone one that is
capable of meeting the objectives of the
health system, the National Strategic
Plan (NSP), and the population.

spotlight

A community health care worker cleans an elderly woman during
her visits around the community of Sweet Waters in KwaZuluNatal. She resorts to using bread bags in the absence of gloves.

Photo: Thom Pierce
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The role of community health workers in the South African public healthcare system has been unclear and controversial. How many do we need?
What exactly should their role be? Who should employ them? What
should they be paid? Is there good evidence to inform policy?
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Achieving critical health objectives
The provision of universal health
coverage is impossible when people
have to travel to access health services
with health-care professionals whose
training is expensive and lengthy. In a
review of studies on CHW programmes
in eight countries, including three
in Sub-Saharan Africa, it was found
that the services offered by CHWs
helped in the decline of maternal and
child mortality rates and assisted in
decreasing the burden and costs of TB
and malaria.8 Without health promotion
and disease prevention services, best
provided by CHWs, the burden on
the health-care system from HIV, TB,
non-communicable diseases (NCD),
among others, will continue to rise
in a manner that is not sustainable.9
As described below, CHWs can play
an important role in HIV, TB and NCD
interventions through promoting and

The return on investment
The economic burden of a population
that is not healthy is clear. Poor health
in early life can hinder cognitive
development and worsen educational
outcomes.10 Unhealthy employees stay
away from work or go to work but
are unproductive. This puts significant
strain on the economy. On the other
hand, there is an appreciable economic
benefit to having a healthy population.
The Lancet Commission on Investing
in Health reported that around one
quarter of economic growth between
2000 and 2011 in low- and middle-income
countries resulted from the value of
improvements to health. The return on
investment in health was estimated to
be nine to one.11 The investment in an
effective CHW programme, therefore,
has the potential to offer both health
and economic benefits for South Africa.
Cost-savings elsewhere in
the health system
CHWs can provide care that traditionally
has been carried out by professionallytrained medical staff, at higher cost, in
facilities or in community settings. There
is good evidence globally that CHWs
can provide effective services at a lower
cost. The treatment and management
of chronic diseases and TB, maternal
health interventions and neonatal
care, for example, can all be offered by
CHWs.12 South Africa has already seen
the benefits of ‘task shifting’ with the
adoption of nurse initiated and managed
antiretroviral therapy (ART). Shifting
appropriate tasks to CHWs frees up
nurse and doctor time that can then
be used for tasks more suited to their
skills. With the significant challenges
presented by understaffing, and long
waiting times at health facilities, this is
an important benefit from investment
in a CHW programme in South Africa.

Further societal benefits
Investment in health has benefits that
go beyond improving the health status
of individuals and strengthening the
economy; the health sector is a job
generator. In a sample of 123 countries,
women were found to make up 67
percent of employees in health and
social sectors, compared to 41 percent
of total employees.13 A CHW programme
can lead to employment of women, of
young people, and of people in rural
areas with few other employment
opportunities.14 Access to care closer to
home also saves significant transport
costs that have to be absorbed by poor
households (up to R600 one way in
rural Eastern Cape15). In South Africa,
while access to health-care services
in the public sector is free of charge,
ancillary burdens fall on households.
These burdens are unmanageable in a
population where 26.7 percent of the
population is unemployed and 36.3
percent of the population has stopped
looking for work.16 A well-designed CHW
programme can address these issues.
There is not nearly enough
research in South Africa in the case
for investment in CHWs. In light of
research conducted elsewhere, the
economic and social benefits of a
well-designed and comprehensive
CHW programme in South Africa are
clear. Here, we seek to lay out what
such a programme should look like.

History of CHWs
in South Africa

Community health workers have been
present in South Africa since the first
CHW programmes were initiated in
the 1920s. The 1997 White Paper on the
Transformation of the Health Sector
regarded CHWs as separate from primary
health-care teams and did not advocate
the incorporation of CHWs into the
public service.17 But when the Health
Minister and Health MECs went to [name
of event?] in Brazil in 2010, they returned
with a vision of a wide-reaching CHW
cadre integrated into the health-care
system. This led to the National Health
Council mandating the establishment

Doris Ntuli (center) stands alongside two of her
colleagues after completing house-to-house
visit in the community of Sweet Waters.

of Ward-Based Primary Health Care
Outreach Teams (WBPHCOTs) in
2011, and the release by the National
Department of Health of the Provincial
Guidelines for the Implementation of the
Three Streams of PHC Reengineering.
The National Department of Health
(NDoH) declared ‘seven key foundations’
to its 2012 Human Resources for
Health Strategy. The first was the
employment and training of a ‘large
workforce’ of CHWs. The Department
proclaimed that CHWs are central to
its strategy and that standardisation
of their employment is necessary. The
HRH Strategy suggests that CHWs be
consolidated into one cadre that will
predominantly focus on maternal,
child and women’s health plus basic
household and community hygiene. 18
Unfortunately, it has taken
time to move from this vision to

implementation. The (still draft)
Municipal WBPHCOT Policy Framework
and Strategy April 2015 lays out the
NDoH’s plans for the CHW programme
and will be referred to throughout
this article. The draft Investment
Case for Ward-Based Primary Health
Care Outreach Teams (‘Investment
Case’) appears to refine some of the
planning from the WBPHCOT Policy
and proposes a programme design.
That is as far as we have progressed
from a policy perspective.
In reality, CHWs and WBPHCOTs
already exist. In 2011 there were
approximately 72,000 CHWs in South
Africa, but this number seems to be a
combination of HIV counsellors and
health promoters in clinics, CHWs and
home-based carers (HBCs).19 In September
2015 there were 2,965 WBPHCOTs that
had been formed in the country but

only 59 percent of these were reporting
their activities, casting doubt on
whether the teams are operational.20
CHW programmes differ significantly
from province to province and, while
few CHWs are treated well, in some
provinces the treatment of CHWs
is particularly reprehensible. In the
Free State, more than 100 CHWs
were arrested during a night vigil for
protesting their dismissal following a
requirement to re-apply for their jobs.
In Gauteng, the Department of Health
has appointed a payroll management
company to be the employer of CHWs
to avoid having to pay them as public
employees. The following table gives an
idea of the differences in the provincial
programmes. The information was based
on an article in the Mail & Guardian21
and was updated through conversations
with CHWs in each province.22
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Looking at each of these pillars in more
detail, the case for investment in a CHW
programme in South Africa is clear.

assisting with adherence; directly
observing treatment; leading and/or
facilitating support groups; encouraging
health-seeking behaviour; and doing
basic screening, among other services.
There is no other cadre of health-care
worker that can perform this vital role.

spotlight

sexual behaviour. These interventions
are the core business of CHWs. We will
not be able to meet NSP targets without
them and thus the development of a
strong CHW cadre should be seen as a
fundamental component of the NSP.
Linked to but separate from the
NSP, are numerous and compelling
arguments for investment in a CHW
programme. In ‘Strengthening Primary
Health Care through Community
Health Workers: Investment Case and
Financing Recommendations’7 Dahn
and others report on the findings
of a high-level panel that looked
into the case for investment in a
CHW programme, summarising the
findings in the following four pillars:
1. Investment in CHWs is a requirement
to achieving critical health objectives.
2. Investing in CHWs results in a
positive economic return.
3. Scale up of CHWs can lead
to cost savings in other parts
of the health system.
4. Investment in CHW systems yields
further societal benefits.

Photo: Thom Pierce
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Yes

NPOs

CHWs paid R1,800

Depends
on NPO

Depends
on NPO

Depends
on NPO

Home based
caregivers
and lay
counsellors

No, candidates
have to apply

Smart Purse
(a payroll
management
company
contracted by
the Department
to employ CHWs)

CHWs paid R2,500

No

Kit bag
provided
by the
clinics

Sick leave,
annual
leave,
unpaid
maternity
leave

No

No, candidates
have to apply

846

KZN DoH

CHWs paid R1,800
and supervisors paid
R2,300

No

No
uniform,
forced to
buy their
own

Sick leave,
annual
leave,
unpaid
maternity
leave

No, all
singlepurpose
workers
have been
trained and
absorbed
into the
system

Yes

546

NPOs

CHWs paid between
R1,500 and R1,800

No

Kitbags
with
essential
equipment

Sick leave,
annual
leave,
unpaid
maternity
leave

Yes

Yes

NPOs and
Mpumalanga
DoH

Home-based
caregiver paid
R1,000-R1,200
Home-based
caregiver supervisors
paid R3,000
Counsellors paid
R3,000
Mentor counsellors
paid R3,500

Mentors
get R700
transport
allowance

Kitbags
with
essential
equipment

Sick leave,
annual
leave,
unpaid
maternity
leave and
paternity
leave

No

Yes

CHWs paid R2,500
and supervisors paid
R3,500

No

Northern Cape
DoH (through
Persal System)

CHWs paid R2,400

NPOs

CHWs paid between
R0-R1,100

Eastern Cape

678

Gauteng
KwaZulu-Natal
Limpopo
Northern
Cape

168 according
to NDoH
but 348
according to
Mpumalanga
DoH

486

1,872

Separate
provincial
system

NPOs

Kitbags
with
essential
equipment

December
bonus
extra
R2,500

No

Yes

No

No kitbag

Yes

Yes

No recruiting
CHWS from
NPOS

No

Depends
on NGO

No

Yes

Both old and
new CHWs are
recruited

There has been a long-standing debate
about how many and what kind of
functions a CHW can perform.23 It is
important to consider the effectiveness
of CHWs in performing certain
clearly defined roles,24 rather than
assigning them tasks that they are
not trained to do. Nor should they
be overloaded with tasks, making
it difficult to work effectively.
Clear job descriptions also assist
CHWs in navigating their dual
accountability to the community and
the health-care service .25 Whatever
their role, effective integration
into the health-care system is vital
to the sustainability of a CHW
programme, partly because CHWs
are well placed to help patients from
vulnerable communities to gain
access to facility-based care. 26
CHWs perform different roles
depending on the programme. They
may be generalists, performing a
range of tasks, or specialists with a
focus on, for example, TB treatment
or maternal and child health.
There are few high-quality
evaluations to establish the
comparative effectiveness of generalist
or specialist CHWs27 and limited
evidence on the long term costeffectiveness of generalist CHWs, who
take on responsibilities across a wide
range of diseases or conditions.28
Ordinarily, specialist CHWs are part of
NGO-driven programmes29 and, because
CHW programmes have been heavily
donor-dependent, many health systems
have been left with a fragmented
environment, where disease-specific
responses dominate.30 Government
programmes, on the other hand,
attempt to get more ‘bang for buck’
by using generalist CHWs. However,
these programmes frequently are not
monitored and evaluated, making it
difficult to assess their effectiveness.
What we do know is that some
CHW-driven interventions work
better than others. A 2006 Cochrane
review31 found that there is:
• Strong evidence of the effectiveness
of CHW-driven work in:

»» immunisation promotion
»» tuberculosis treatment support
• Good evidence for the effectiveness
of CHW-driven work in:
»» under-five mortality reduction
• Variable evidence for the
effectiveness of CHW-driven work in:
»» under-five morbidity reduction
»» breastfeeding support
»» support for mothers
of sick children
»» parent-child interaction
»» child abuse reduction
The evidence for CHW-driven work
on high risk pregnancy support
suggests that it is not effective.32
The Cochrane review assessed
studies carried out in high-income
countries and its use may therefore be
limited for a middle-income country
like South Africa but it remains
one of the best indications of the
available evidence that we have.
A 2011 review of studies from high,
middle, and low income countries
bore some similar results.33 It found:
• Moderate quality of evidence of
effectiveness for the promotion of:
»» immunisation uptake in childhood
»» initiation of breastfeeding
»» any breastfeeding
»» exclusive breastfeeding
»» pulmonary tuberculosis cure rates
• Moderate quality evidence
or no effect for:
»» TB preventive treatment
completion
»» child morbidity
»» neonatal morbidity
»» health-care seeking for
childhood illness

•
•
•

The findings of these reviews
support the general view that CHW
interventions should be focused on HIV,
TB and maternal and child health.
The WBPHCOT Policy34 provides
for tasks to be completed by CHWs
in the following ‘broad areas’:
• Health promotion and
disease prevention
»» Conduct community,
household- and individuallevel health assessments.
»» Identify potential and actual health

•

•

risks and assist the household or
individual to seek appropriate care.
»» Screen and refer individuals
for further assessment and
testing, where appropriate.
»» Identify pregnant women and
conduct home visits during
pregnancy and the postnatal
period to promote healthy and
safe births and identify danger
signs needing extra care.
»» Provide extra support for healthy
behaviours during early childhood,
including exclusive breastfeeding.
»» Provide screening and health
promotion programmes in
schools and Early Childhood
Development centres.
»» Work in partnership with
the School Health Team and
other health-care workers,
such as Health Promoters.
»» Counsel on and provide support
for family planning choices.
»» Provide follow-up and assistance
to persons with health problems,
including distribution of medicines
according to the Integrated
Chronic Disease Model, and help
with adherence to treatment and
treatment defaulter tracing.
»» Promote and work with
other sectors and undertake
collaborative communitybased interventions, such as
Early Childhood Development,
palliative care, geriatric care.
Curative services as their
scope and training allow
Rehabilitative care as their
scope and training allow
Palliative care as their scope
and training allow
Psychosocial support
»» Establish and manage support
groups, e.g. treatment adherence,
disease area-specific.
Administrative tasks
»» Comply with all reporting
requirements
»» Attend supervision meetings

The policy clearly envisages a
generalist programme with a range
of required functions, albeit
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The ideal number of CHWs depends
on a number of factors, including
the population served (decisions to
be taken in this regard will include
whether rural and/or urban households
are served, and whether household
income is taken into account); the
chosen ratio of CHWs to individuals or
households; the distance and means
of transport between households; the
role to be performed by the CHWs
(including whether the CHWs will have
obligations inside health facilities and
also at people’s homes), among others.
Also relevant is the existence of a
formal primary health-care service
infrastructure. In some countries
in which CHW programmes have
been successful, CHWs are the

primary health-care system. This
is not the case in South Africa.
The WBPHCOT Policy provides
that one team will serve an average
population of 6,000 individuals, or 1,500
households, per annum37 and gives
the following factors for the number
of CHWs and HBCs per WBPHCOT:
population density; geographic location;
burden of disease in catchment
population, and distance from PHC
facility. Due to the significant variation
in each of these factors, there is no
‘best practice’. However, the WBPHCOT
Policy suggests that a standard
WBPHCOT will include six CHWs,
meaning that each CHW is allocated
to 250 households or 1,000 individuals,
assuming that CHWs work alone.
The proposed standard ratio of CHWs
to population is significantly lower than
that in other successful programmes.
Locally, in KwaZulu-Natal, one CHW
serves 50 or 80 households, depending
on poverty levels. In Thailand, only 8-15
households are served by one CHW and
in Brazil the ratio is 1:150 households.38
In Rwanda, one CHW is appointed
to 255 people.39 Having assessed the
CHW programmes in Brazil, Nepal,
Bangladesh and Rwanda, the Investment
Case suggests that accepted practice
validates the ratio of 1:150 households.40
The total number of CHWs required
depends on the ratio chosen and the
total population coverage desired.
Michel Sidibé, Executive Director of
UNAIDS, in his plenary speech at the
2016 International AIDS Conference in
Durban, proposed a total of 200,000
CHWs by 2020. This would provide for

a ratio of one CHW to 265 people, if
the whole population was covered. The
National Development Plan has a more
ambitious target of 700,000 CHWs
by 2030 to serve an estimated future
population of 60 million, meaning a
ratio of one CHW to every 85 people,
which would be one of the highest
CHW-to-population ratios in the world.
At this point, there is no evidence
to suggest that a standard ratio of
one CHW per 250 households would
be effective, given the range of tasks
allocated to CHWs, and the need in
many communities for CHWs to team
up and visit households in pairs in
the interests of safety. This doesn’t
account for the large proportion of
South Africa’s population that live
in sparsely populated rural areas in
which CHWs would have to travel
long distances between households.
In such areas, the ratio would need
to be dramatically different.
The ratio proposed by Michel Sidibé
(1:265) is unlikely to be financially
attainable at this stage but may be a
target to aim for. We argue that the
Brazilian ratio of 1:150 households
or 600 people, as supported in
the Investment Case, is based on
evidence and is therefore the most
appropriate ratio for the South African
setting. The ratio would need to be
amended to suit local conditions.
The question that then arises is the
population that should be covered.
This is more a matter of priority
than of excluding some populations
permanently from coverage. The
Investment Case proposes allocating

...in KwaZulu-Natal, one CHW serves
50 or 80 households, depending on
poverty levels. In Thailand, only 8-15
households are served by one CHW and
in Brazil the ratio is 1:150 households.

How should CHWs
be employed?

Issues around the employment of CHWs
are some of the most highly contested
in discussions of CHWs in South Africa.
For years, CHWs have been calling for
employment by the Department of
Health, the standardisation of payments,
training and role clarification, and
for an increase in their salaries.
CHW programmes around the world
deal with the payment and employment
of CHWs differently. There is a mix of
NGO-driven programmes and those that
are centralised and operate out of a
Department of Health. What is clear is
the need for CHWs to be embedded both
in the community and in the health-care
system. Where CHWs are employed by
NGOs, embedding their services in the
health-care system tends to be more
difficult. Equally, programme consistency
cannot be ensured. Embeddedness in
communities can be ensured, regardless
of employer, by ensuring that CHWs are
from the communities that they serve
and that the community is involved in
recruitment.41 There are limitations to
this manner of recruitment however,
as CHWs operating in their own
communities may find it difficult to
discuss the health problems of their
neighbours and those neighbours
may be less willing to provide
such information to the CHW.42
Employment by the state makes
supervision, management and the
development of a standard programme
easier. It is also in line with South African
government policy to insource where
possible, including the resolution in
the 53rd ANC National Congress in 2012
to insource those providing critical
services in the Department of Health.43
The WBPHCOT policy envisages

employment by the Department of
Health or by NGOs (where they exist)
and seconding of CHWs to Departments
of Health.44 It is unclear whether NGOs
would be amenable to a secondment
arrangement. National Treasury has,
in meetings with CHWs, expressed its
preference for NGO employment as
such employment is less expensive for
the state (in that it does not need to
pay public sector salaries, including
benefits) and does not add to the
already substantial state wage bill.
Given the vital importance of proper
integration into the health-care system
and the need for the creation of decent
jobs in South Africa, we cannot continue
to rely on the employment of CHWs
through NGOs and the payment of
extremely low stipends. If we value
the work of CHWs and consider it
indispensable to the move towards
a preventative health system, as we
purport to, CHWs must be employed
by the state and receive the associated
benefits. While this will be more
expensive, it also offers the social and
economic benefits described earlier.
The Investment Case pins the cost of
employment of CHWs on Level 1, notch
1 at R67,806 per CHW per annum. This
is the level we should be pursuing.

How much will the CHW
programme cost?

The cost of a CHW programme depends
on the employment status of the
CHWs, their salaries and benefits,
management costs, training costs,
logistics, equipment, consumables
and infrastructural support.
Very few studies take into account
all of the costs of a CHW programme,45
just as they fail to take into account
all of the benefits, such as nurse hours
saved, cost savings to individuals and
the health system when CHWs avert
preventable sicknesses, cost savings
associated with reduced burden on
health facilities, and others.46

Remuneration

There is some discussion of whether
CHWs need to be paid at all and, if
they are paid, whether payment needs
to exceed the small stipends most

South African CHWs receive to cover
their transport and other basic costs.
The evidence shows that CHW
programmes collapse when the
workers either are not paid at all or
are not paid enough, when payment is
irregular and when the remuneration
differs between CHWs. While some
programmes around the world are
volunteer-based, the programme model
cannot be a mix of both paid and
volunteer workers.47 There is also no
evidence that volunteer programmes
can be sustained long term.48 For the
individuals involved, too, programmes
that rely on volunteers or pay only small
stipends, experience problems with
retention of staff, which has implications
for the cost of the programmes –
primarily the cost of retraining – and
the effectiveness of CHW work.49
As noted above, employment
within the health system would mean
payment at Level 1, notch 1. This would
be good for the CHWs themselves
and for the sustainability of the
programme, although it would mean
that coverage would be limited to start
with as this is an expensive option.

Management and supervision

Another important CHW programme
feature and cost is that of management.
It is generally accepted that poor
management or supervision and
support is the weakest link in many
CHW programmes.50 Despite this,
the responsibilities, structures and
cost of management is frequently
not taken into account in assessing
the cost of a CHW programme.
In South Africa, the WBPHCOTs
are frequently managed by nurses in
their first year out of training. They
are expected to supervise CHWs who
are much older and more experienced
than them. They are not given the
same training as the CHWs and are
unable to stand up for their teams
when, for example, more senior
nurses in health facilities want to use
CHWs to fill gaps in the staffing at
clinics.51 It is important that we get
this aspect of the programme right
and that managers/supervisors are
appropriately experienced, trained and
capacitated to fulfil this role.
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limited to preventative functions.
There is some evidence to suggest that
CHWs are more effective when they
are able to perform some curative
functions rather than performing only
preventative functions.35 This helps
CHWs to be taken seriously by patients
and motivates CHWs themselves.
There is argument to say that,
particularly if there is a low CHW
to population ratio and given the
expectations not only to provide care
in homes and in facilities but also
to link with School Health Teams
and others, plus the social work
functions performed by CHWs, the
list of functions assigned to CHWs
is too long and there should be
provision in the WBPHCOTs for the
inclusion of social auxiliary workers.36
It is clear is that within the scope
of CHWs under the WBPHCOT Policy,
are functions that have been shown
to be effective in the response to HIV
and TB and in maternal and child
health. The possibility of expansion or
refinement of the range of functions of
CHWs should be left open, subject to
monitoring and evaluation of the CHW
programme, but the base functions
provided for are a good start and
are largely supported by evidence.

WBPHCOTs to all wards where 60
percent of the population is below
the upper bound poverty line. This
would amount to coverage of 36.1
million people. At a ratio of 1 CHW
to 600 people, this would require
60,166 CHWs or 10,027 standard
WBPHCOTs, a huge increase from
the 2,335 WBPHCOTs currently in
existence. It is a good place to start.

spotlight
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Training is a vital component of a
CHW programme. It is necessary for
programme developers to decide how
the length and frequency of training;
who will conduct the training; and
the method of training and how this
relates to the roles to be performed by
the CHW (for example, if CHWs’ skills
are identified and expanded to suit
the role or if new skills are taught).
The WBPHCOT Policy envisages
training in two phases over 20 days,
with opportunities for refresher and
specialised training.52 A significant
weakness of the current training
programme is that there is no first
aid or basic counselling training
provided in phase 1. Given that CHWs
could be the only easily accessible
health worker, particularly in rural
areas, the lack of training puts CHWs
in a difficult position when their
assistance is sought in emergencies.
It may be necessary to rethink some
aspects of the training programme
to make it fit the requirements of
the CHWs work. Refresher training
should be institutionalised.

spotlight
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Other resource requirements include
equipment, medicine and transport.
The WBPHCOT Policy provides for
transport but places the obligation
on the operations manager of the
clinic with which the WBPHCOT is
associated to secure funding to meet
transport needs. This is a significant
weakness given the numerous other
obligations on operations managers.53
Finally, a resource and programme
design requirement that is often not
considered is that of debriefing and
trauma counselling for CHWs. CHWs
have a high prevalence of exposure
to traumatic events, through directly
experiencing, witnessing or hearing
about these events.54 There appears
to be no provision for debriefing or
mentally protecting CHWs from this
exposure within the CHW programme.

Adding it all up

Estimating the total cost of a programme

is difficult but necessary. The Investment
Case gives different cost projections
depending on the community served and
the means of employment of CHWs.
It uses the report on ‘Income Poverty
at Small Area Level in South Africa in
2011’ by Noble et al. (2014) to identify
communities most in need by the
percentage of the population in the
area living below what is called the
‘upper bound poverty line’ of R1,113
per capita per month. This is a sound
approach to decide on coverage of the
programme, and should be supported.
Terms of employment to be
considered include workday hours
and pay-rates: full-time employment
or a five-hour day on a stipend,
determined by the Ministerial
Determination (an eight-hour day on
this basis costs R29,880 per CHW per
annum), or employment as Level 1,
notch 1 employees of the state (an
eight-hour day on this basis costs
R67,806 per CHW per annum). As
noted above, the latter means of
employment should be pursued.
In costing the recommended coverage
and salary level (employment by
the state and coverage of all wards
where 60 percent of the population
lives below the upper bound poverty
line), the Investment Case finds
that it would cost R4,896,709,793
(including the costs of all WBPHCOT
members, infrastructure, support
resources, training and administration,
but excluding debriefing).
However, while the Investment
Case recommends a CHW to
population ratio of 1:150 households,
its costing is based on the current
standard of 1:250 households.

If we were to cost the programme for
a ratio of one CHW to 265 people, as
proposed by Michel Sidibé, otherwise
using the same coverage and other
cost assumptions as the Investment
Case, the costs would be as follows:
• Total cost of employment per
WBPHCOT (per Investment
Case): R1,325,668
• Total cost of employment for 22,704
WBPHCOTs: R30,097,966,272
• Operating costs per WBPHCOT
(per Investment Case): R62,967
• Total operating costs for 22,704
WBPHCOTs: R1,429,602,768
• Training cost per WBPHCOT (per
Investment Case): R72,000
• Training cost for 22,704
WBPHCOTs: R1,634,688,000
• Total cost (without vehicles):
R33,162,257,040.
If we were to cost the programme
for a ratio of one CHW to 600
people, otherwise using the
same coverage and other cost
assumptions as the Investment Case,
the costs would be as follows:
• Total cost of employment per
WBPHCOT (per Investment
Case): R1,325,668
• Total cost of employment for 10,027
WBPHCOTs: R13,292,473,036
• Operating costs per WBPHCOT
(per Investment Case): R62,967
• Total operating costs for 10,027
WBPHCOTs: R631,370,109
• Training cost per WBPHCOT (per
Investment Case): R72,000
• Training cost 10,027
WBPHCOTs: R721,944,000
• Total cost (without vehicles):
R14,645,787,145.

Given that CHWs could be the only easily
accessible health worker, particularly
in rural areas, the lack of training puts
CHWs in a difficult position when their
assistance is sought in emergencies.
For the complete version, please visit
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A new dawn for medicines
regulation in South Africa

The Medicines Control Council (MCC) regulates medicines in South
Africa. Without the council’s permission, medicines may not be marketed
and clinical trials may not be conducted. The MCC plays a critical role
in protecting both the broader public and study-participants against the
dangers of unproven medicines.

spotlight
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The MCC will soon be replaced by the
South African Health Products Authority
(SAHPRA). Spotlight asked MCC registrar
Dr Joey Gouws and MCC chairperson
Professor Helen Rees about changes at
South Africa’s medicines regulator.
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Spotlight What still needs to happen
before the MCC becomes SAHPRA?
And, when is this change expected to
happen – is the April 1 2017 date that
has been quoted in the media realistic?
Gouws On 24 December 2015, the
State President, signed The Medicines
and Related Substances Amendment
Act, 2015 (Act 14 of 2015) into law.
However, the said Act has not yet
been proclaimed by the President as a
number of administrative transitional
arrangements require implementation
prior to the date MCC would cease to
exist and SAHPRA be established. The
MCC is working towards the 1 April 2017
date for SAHPRA to be established.
Spotlight By how much have staff levels
at the MCC increased in recent years
and how much will they increase further
once the SAHPRA is fully in place?
Gouws The staff component at the
MCC has been increased by 52 staff
over the last 24 months with the view

to employ another 30 staff members
once SAHPRA is fully in place.
Spotlight What is being done to
ensure new molecular entities (NMEs)
are more quickly registered in South
Africa? Can you share any evidence
that registration times are being
reduced? Is the MCC working toward
a target time for registering NMEs?
Gouws Registration timelines for a
medicine depends on the submission
by the pharmaceutical industry of a
quality dossier, with the Regulator
having available sufficient resources,
with appropriate expertise, to conduct
a review of the dossier. Over the last
24 months, additional staff have
been appointed at the Regulator and
staff have been exposed to various
training sessions on regulatory
matters. In addition, workshops
have been conducted with the
industry to explain the requirements
for a quality dossier. Registration
timelines are still being worked on.
Yes, the MCC is working towards
a target time for registration of new
molecular entities of 36 months.
Spotlight Can you share more
detail on what is being done to

ensure generic medicines are more
quickly registered in South Africa?
Again, if you can share evidence
of reduced registration times, it
would be appreciated. An idea of a
target registration time for generic
medicines would also be useful.
Gouws See the response as per point
three, with registration timelines for
a generic application of 24 months.
Spotlight At the moment it is
relatively difficult to find information
regarding the registration status of
medicines in South Africa (certainly
compared to the FDA). Are there any
plans to make registration information,
including assessments of the evidence
and reasons for decisions, more readily
accessible to the South African public?
Gouws Medicine is registered by
the MCC at each of their six weekly
meetings. Following the MCC
meeting, the medicines registered
are published in the Government
Gazette and on the MCC website,
www.mccza.com with the view of
the MCC transferring to SAHPRA,
systems are under investigation to
allow for greater transparency in
the decision making process of the
Regulator. However, the MCC must

Spotlight The MCC responded very
quickly in relation to ReGenesis in the
Free State and other specific cases
in recent years. However, quackery
and the unlawful marketing of health
products remains widespread in
South Africa. What is being done to
ensure that the MCC has sufficient
capacity to clamp down on unlawful
marketing of health products, including
complementary and alternative
medicines and supplements?
Gouws Complementary medicines
have been called up in 2014, with
certain pharmacological categories
of medicines making therapeutic
claims to treat a disease asked/
instructed to submit applications to
the MCC for registration over a period
until 2019, based on disease risk.
In addition, the maximum levels
of certain vitamins and minerals
allowed in complementary medicines
without requiring the product to be
submitted to Council as a high-risk
product, have been published. These
products require the submission of a
so-called orthodox application, which
requires safety, clinical, efficacy and
quality data before they can be sold.
Finally, legislation requiring the
label of the product to include a
disclaimer that the MCC has not
evaluated the medicine for safety,
quality and efficacy, has been
implemented since 2014. By the
implementation of these measures,
the public can make an informed
decision on the use of these medicines.

In July 2016, proposed legislation
has been published to address the
definition of health supplements,
which will allow MCC to have
regulatory oversight over this category
of medicines, once enacted.
The marketing and sale of
unregistered medicine is an illegal
activity, which is a matter for the
police and the courts and not that
of the MCC. The Council’s mandate is
the evaluation of a dossier submitted,
and the registration of the said
medicine, if the information evaluated
supports safety, quality and efficacy
of the medicine under review.
Spotlight Some commentators
and advocates are alarmed by what
they see as a lowering of regulatory
standards through initiatives like
the 21st Century Cures Act in the
United States and the Adaptive
Pathways pilots in the EU. Can you
reassure the South African public
that regulatory standards will
remain robust in South Africa?
Gouws Measures such as the 21st
Century Cures Act and Adaptive
licensing are means to allow, in a
limited way, access to specific medicines
in a controlled matter, without
lowering standards but to increase
pharmacovigilance monitoring within
the space of ethics versus science.
The regulatory standards in South
Africa have been robust, thorough
and in line with international best
practices. In addition, regulatory
standards and requirements are
published on the MCC website
for scrutiny and comment by all
stakeholders prior to implementation.

Spotlight To what extent and in what
ways is the MCC sharing information
and cooperating with other regulatory
agencies such as the FDA and EMA?
Gouws The MCC is a member of various
international medicines initiatives
that include the FDA and EMA. This
includes but is not limited to:
• PIC/S – Pharmaceutical Inspection
Co-operation Scheme: allows the
exchange of medicine manufacturing
site inspection reports amongst/
between regulators to allow/facilitate
work-sharing and to harmonise
technical guidelines on inspections.
• ICMRA – International Coalition of
Medicines Regulatory Authorities:
supports training activities,
regulatory cooperation, sharing
of regulatory information and
concerted strategic leadership.
• IGDRP – International Generic
Drug Regulator’s Programme:
supports work-sharing on active
substances, mutual reliance in
assessment of active ingredients
and application of biowaivers.
• WHO – World Health Organisation:
supports medical devices and
medicines with respect to quality
assurance, safety, medicine
access and rational use.
• EDQM – European Directorate for the
Quality of Medicines and HealthCare:
supports certification of suitability of
active ingredients to the monographs
of the European Pharmacopoiea
(MCC observer status).
In addition, the MCC has signed a
Memorandum of Understanding with
the FDA and SwissMedic (Switzerland)
to allow exchange of information.

‘We are keen to increase the transparency of the work of the MCC
including giving more feedback to applicants about decisions made,
more opportunities for pre-application discussions with applicants for
issues that are unusual and/or of critical public health interest, and
more transparency to the broader community about the workings and
decisions of Council.’ – Professor Helen Rees, MCC chairperson.
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take into consideration the provisions
of Section 34 of the Medicines Act,
dealing with confidentiality.

spotlight

New ARVs and TB medicines are on the way. How soon we will get them in the public sector will partly depend on
the state of South Africa’s medicines regulatory authority. There are some signs that the regulator is finally getting
its act together – it will have to if regulatory delays are not to hold back the implementation of the newNSP.
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Towards a workable plan

Sex workers and their plight have been on the agenda for a long time, but there has been very little forward movement
on decriminalizing sex work. Early indications are that the new plan for HIV and TB, again has no proper, costed
plan to address their plight. In this section, curated by SWEAT and Sonke Gender Justice, the organisations highlight
some of the burning issues and whether the Durban AIDS Conference delivered anything of significance.

Vuyokazi Gonyela, SECTION27
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to the development and strengthening
of provincial structures, little
has been done to provide these
structures with the resources
and authority that they need.
In provinces like the Eastern Cape,
the struggles and difficulties are clearly
visible. The province has struggled to
implement strategies to respond to
HIV/AIDS, which has left the community
at a great disadvantage. Among the
factors that impact negatively on the
work to be done, is poor leadership.
In the Eastern Cape, for example,
the former elected CSF chairperson
was last seen in 2015. This critical
position was left unattended because
the leader had other interests that
compromised, not only the forum,
but the entire provincial mandate.
The intervention campaign and
strategies also need to adapt and
respond to new data. Recent statistics
indicate that the prevalence of HIV/
AIDS has shifted from adolescents to
young women and girls: the stats show
about 2,363 new infections weekly in
South Africa, with AYWG accounting
for almost 1,750 of these infections.
The goal to end HIV/AIDS by 2030

is far from being realised, particularly
because there is little investment in
developing young leaders and creating
more active citizens. They have a big
role to pay and are central in our
response to HIV if we truly want to
deliver on the rhetoric of ending AIDS.
A further concern is that women
are grossly under-represented within
provincial leadership sectors tackling
HIV. Across the nine provinces, the
leadership is mainly dominated by
men. Provincial CSF chairpersons
sit on the Provincial Councils on
AIDS as co-chairpersons; seven of
the nine provincial chairs are male.
The Eastern Cape took a bold stand
in September 2016 and elected the
first woman as a CSF chairperson.
No attention is paid to this.
The voices of many women are
suppressed in their households,
communities and in leadership
structures. Provincial AIDS structures
need to take the lead, transform
themselves, and support capacitybuilding female leadership as a
critical investment, not only for
the provinces but for the country.
Nothing less will do.

A further concern is that women are
grossly under-represented within provincial
leadership sectors tackling HIV.
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Towards a caring society
Justice Zak Yacoob, former Constitutional Court Judge

Opening statement at the Symposium entitled ‘Courage in Leadership:
World Leaders with the Political Will to Remove Punitive Laws’.
Delivered on 19 July 2016 in Durban.
‘The criminalisation of sex work, which is something
that we have inherited from our apartheid immoral
past, is utterly inconsistent with the Constitution.
And I would end by calling upon the government
of our country, in no uncertain terms, to repeal all
laws relating to the criminalisation of sex work.’
‘Sex workers in our country, because of the law
criminalising them, have their rights breached in
relation to Section 9 of the Constitution … Instead
of the government taking action to put things
positively right for people who are sex workers, they
remain criminalised, in my view, inconsistently with
the Constitution, inconsistent with equality.’
‘We want to create a caring society where
all vulnerable people, including sex workers,

have their dignity respected and protected
and have not actually become criminals.’
‘It is a matter of their dignity … constitutional
rights can be modified by the government, can be
limited by Parliament … laws can only be limited
for a legitimate government purpose … making
sex workers suffer and making them criminals
cannot be a legitimate government purpose.’
‘We should start a campaign, which is loud and clear,
today, and build it into a mass movement campaign
to ensure that, firstly, all the people in our society
understand these provisions in our Constitution
and treat sex workers with the care and humanity
they deserve, and secondly that our Parliament
passes legislation to fix this up very quickly.’
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But we know what is said about
South Africa and our plans and
policies: Full marks for great plans
and policies; fail for implementation.
The involvement of civil society is a
critical component of a workable plan.
Established civil society structures
already exist within the various AIDS
councils at national, provincial and
municipal (local or community) level
but there is an unequal distribution of
resources from the councils to these
structures, which, in turn, means they
struggle to get work done and to
participate meaningfully in processes.
South Africa’s response to the HIV/
AIDS, TB and Sexually Transmitted
Infections (STI) epidemics requires
coordination and leadership from
various accountability structures,
including the South African National
AIDS Council (SANAC). This body
hosts the National Civil Society Forum
(CSF), which monitors progress on
the implementation of the NSP and
holds government accountable on
behalf of the users and practitioners
in the health-care system.
Theoretically, national structures
that manage the HIV/AIDS TB and
STI response should function in a
manner that provides both leadership
and support to provincial and local
structures. But, provincial and local
bodies need to be just as empowered
to hold the government accountable
– even more so – on behalf of the
health-care users on the ground.
Despite this theoretical commitment

spotlight
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A key ingredient to ensuring our response to the AIDS and TB epidemics
is effective, is having a workable plan. To that end, consultants and
experts are working furiously to make sure South Africa has a new
National Strategic Plan (NSP) to take us through to 2022.
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Sex workers say police
destroyed HIV meds
and withheld medical
care after raids
Pontsho Pilane, Bhekisisa
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even though they have not been
prescribed the same drugs.
Sharon White is the director of
Re-Action, an organisation that
provides HIV treatment to more than a
thousand sex workers in Mpumalanga.
‘It is crucial that patients take
their treatment daily, and it is
more important that they take
the treatment that is prescribed
to them. These women are so
desperate to keep track of their
treatment that they have resorted
to exchanging treatment, which is
very dangerous,’ White explains.
Interrupting HIV treatment can lead
to the development of drug resistance,
meaning that patients will have to
be switched to different – sometimes
more expensive – drug combinations.
Lerato Mofokeng* was also arrested
and is still being held at the police
station. She claims officers have
ignored her complaints of persistent
stomach pains for more than a week.
‘They are mistreating us – since
my arrest I have been complaining
about severe abdominal pain,

but I am yet to see a doctor or
nurse,’ Mofokeng explains.
Moyo and Mofokeng are among
the six people arrested during the
raid, who remain behind bars at the
station. While other prisoners have
already appeared before the Witbank
Magistrate’s Court, Mofokeng’s hearing
is scheduled for 14 September.

Investigation into officers’
actions ongoing

Sally Shackleton of the Sex Workers
Education and Advocacy Taskforce
(SWEAT) says she believes the increasing
police hostility to sex workers is
a response to recent efforts by
nongovernmental organisations to draw
attention to police brutality in the area.
‘Often, when we draw attention
to the abuse of power by police, we
see a backlash and increased police
action – these events are a clear
example of this,’ says Shackleton in
a statement issued late last week.
In the statement, SWEAT and the
Women’s Legal Resource Centre say

one woman has also alleged officers
forced her to parade naked around a
taxi rank, while others allegedly pepper
sprayed the children of another woman.
‘As an attorney, I was shocked at
the violence we are hearing about,’
says Women Legal Resource Centre
attorney Mosima Kekana in the press
release, which also accuses Witbank
officers of carrying out unwarranted
raids and unlawful arrests.
Witbank station commander
Brigadier Delisewa Motha has denied
allegations of wrongdoing, including
that women have been denied access
to antiretrovirals or medical care.
‘The raids that we conduct are
lawful, I don’t understand what is
meant when they are called unlawful.
Stopping crime is part of our job and
we will continue to do so,’ she says.
But Women’s Legal Centre
advisor Teboho Mashota says
police can do their job without
violating sex workers’ rights.
‘We are not denying that sex work
is, in fact, illegal. We understand that

the police have to do their job, which
is to enforce the law, however they can
do this without violating the human
rights of sex workers,’ Mashota says.
Station commander Motha admits
that the South African Police Service’s
provincial office has opened an
investigation into her conduct and that
of officers. She adds that the inquiry is
expected to conclude by 16 September.
The allegations against police come
less than six months after the country
launched its national plan to address
high HIV rates among sex workers.
At the launch, high-level officials
including the South African National

AIDS Council head, Fareed Abdullah,
noted the irony that, as the Health
Department issued sex workers with
antiretrovirals and condoms, the
South African Police Service was often
accused of taking them away.

*Not her real name
This article was originally
published by Bhekisisa, the
Mail & Guardian’s Centre
for Health Journalism.
To read more health
stories from across Africa,
go to bhekisisa.org

‘Often, when we draw attention to the
abuse of power by police, we see a
backlash and increased police action –
these events are a clear example of this.’
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Sex workers have accused Emalahleni
police of destroying their HIV treatment
and denying them access to medical
attention in jail. The accusations
follow the latest in what women
and activists allege are increasingly
frequent and violent raids on sex
workers in the Mpumalanga town.
Cynthia Moyo* was one of 17
people arrested on charges related
to immigration and sex work on
31 August. As part of the police
action, officers allegedly entered
four suspected brothels, striking one
woman and damaging property. Cell
phone footage, reportedly taken after
the raid by the women, shows broken
furniture, overturned mattresses
and food thrown on the floor.
Moyo, who asked to remain
anonymous for fear of further
victimisation, told Bhekisisa that police
destroyed her antiretrovirals. ‘They
poured water into my medicine, and I
don’t know why they did that,’ she said.
Desperate to continue taking HIV
treatment, Moyo is now taking a
friend’s antiretroviral medication,

spotlight

spotlight

#16 – December 2016

Activists say police actions in Emalahleni, Mpumalanga are increasingly
frequent and may be retaliation for recent civil society actions.
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The US President’s Emergency Plan for AIDS Relief (PEPFAR) should
end its anti-prostitution pledge. It prevents organisations that received
PEPFAR money from advocating for law reform on sex work, which not
only harms sex workers but is bad for health, especially HIV prevention
and treatment.
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PEPFAR is an initiative to diminish the
impact of the global AIDS epidemic.
During the 2016 International AIDS
conference in Durban, PEPFAR pledged
R5.7 billion ($410 million) towards
the AIDS response in South Africa .
Between 2004 and 2014, PEPFAR
invested $4.2 billion (approximately
R47 billion) into HIV prevention,
treatment and care in South Africa,
and by the end of 2015, had assisted
the South African government to
achieve these remarkable goals:
• Anti-retroviral treatment
for 3 million people
• Voluntary medical male circumcision
for HIV prevention for 472,047 men
• HIV testing and counselling for
more than 9.9 million people
• Care and support for 592,260
orphaned and vulnerable
children affected by HIV/AIDS
• Anti-retroviral treatment for
226,369 pregnant women living
with HIV to reduce the risk of
parent-to-child transmission
Yet, there’s a big problem with PEPFAR
funding. PEPFAR recipients have to
commit to a perplexing promise: to
oppose sex work. According to the
USA’s ‘Leadership Act’, all recipients

of PEPFAR money have to sign
an agreement with PEPFAR that
commits them to the following :
No funds ... may be used to
provide assistance to any group
or organisation that does not
have a policy explicitly opposing
prostitution and sex trafficking.
No funds ... may be used to promote
or advocate the legalisation or practice
of prostitution or sex trafficking.
There are two problems
with this ‘pledge’.
1. Muddled thinking: conflation
between sex work and trafficking
Sex work relates to adult, consensual
sex. It is a job, a way for people to
make a living. Trafficking on the other
hand is similar to sexual slavery and
is a gross human rights violation.
The United Nations is clear
that for a person to have been
the victim of trafficking these
conditions must be met:
(a) The person must
have been moved.
(b) There must have been
deception or coercion for the
purposes of exploitation.
Trafficking and sex work are not

the same thing, and conflating them
is disrespectful to sex workers and
minimises the severity of the crime
of victims of human trafficking.
2. Direct and ‘chilling’ effects
on organisations working
with sex workers
Some PEPFAR recipients have
documented how the pledge has limited
the access of sex workers to health care
and increased their vulnerability. The
following extract is from an interview
with a representative of a PEPFARfunded organisation in southern Africa:
‘Our organisation is committed to
combination HIV prevention. Evidence
shows that biomedical, behavioural
and structural interventions are
all important for HIV prevention.
The PEPFAR agreement our
organisation has signed inhibits our
efforts in structural HIV prevention
in the following three ways:
a) Public health evidence is clear that
that structural interventions, such
as the decriminalisation of sex work,
can be important to improving sex
worker health outcomes and yet we
are not allowed to talk about this
in our work nor advocate for this.
b) Governments are increasingly

The Global Network of Sex Work
Projects criticises the pledge saying
that because there is no clear guidance
on what is prohibited and allowed
under the pledge, some organisations
have withdrawn their partnership with
sex workers or they have suppressed
information about their work with

sex workers, using vague terms
like ‘women at risk’ or ‘vulnerable
populations’ to disguise the fact that
they work with sex workers. This is
bad not only for sex workers but for
evidence-based medicine because, as
the Global Network of Sex Projects
explains, it is particularly difficult
to evaluate what programmes are
effective on sex work issues, and
how HIV affects this population.
PEPFAR has direct funding agreements
with approximately 120 organisations
in South Africa and other organisations
are in a similar position as the WRHI.
The medical anthropologist Paul Farmer
and his colleagues have argued that
health-care workers are the ‘natural
attorneys of the poor’. PEPFAR funding
agreements effectively stop these
‘attorneys’ from PEPFAR-supported
organisation from speaking out about
the cruelty and human rights abuses
of the current criminal system.
Various courts in the United States
have ruled that the PEPFAR Pledge
violates the right to free speech of
organisations bound by it. Regrettably,
the judgements only apply to USA
NGOs and their foreign affiliates.

This creates the astonishing paradox
that countries outside of the USA are
bound by the Pledge, but not those
working within the USA. Fortunately,
the Pledge does not apply to the Global
Fund to Fight AIDS, Tuberculosis and
Malaria, the International AIDS Vaccine
Initiative, or any United Nations agency.
The PEPFAR Pledge was drafted
under the leadership of George W
Bush and the laws that authorise
PEPFAR funding included a number
of other provisions based on rightwing, religious approaches to HIV/
AIDS. Since the election of Barack
Obama as President of the USA, most
of these ideology-based provisions
have been changed to reflect current
evidence on HIV/AIDS. The PEPFAR AntiProstitution Pledge, however, has not.
Scores of organisations and
individuals in South Africa, Africa
and Asia are bound by the PEPFAR
Pledge and may not be able to risk
speaking out against its requirements.
This places a greater responsibility
on those of us who can speak
out, to demand the repeal of the
PEPFAR anti-Prostitution Pledge
and to move to evidence-based
policy on sex work and HIV.

A case study: The Wits Reproductive Health and HIV Institute
A South African example of
the implications of the PEPFAR
Pledge is the Wits Reproductive
Health and HIV Institute (WRHI)
based in Johannesburg.
This organisation has been
providing health services
specifically aimed at sex workers in
inner-city Johannesburg since 1996.
It started receiving PEPFAR funds
in 2003, and was able to expand
its services to a great number of
sex workers. Until 2010, it was the
only sex work-specific health-care

service available in South Africa.
The institution has accumulated
a wealth of information on sex
worker health problems. The staff
have vital first-hand knowledge
of the detrimental impact of
the criminal law on sex workers.
The voices of WRHI staff would
carry particular authority on the
public health implications of the
criminalisation of sex work, and
the urgent need to decriminalise
sex work in South Africa. But their
voices are effectively silenced

by the PEPFAR Pledge. Indeed,
in 2002, one of the Institution’s
doctors provided expert testimony
in a Constitutional Court case in
which the criminal law on sex work
was challenged (St vs. Jordan 2002
(6) SA 642 (CC)). Under PEPFAR
obligations, this likely would no
longer be possible. In the context
of current debates on law reform
of sex work – and those looming
in future – WRHI may not be
able to present input or take a
particular view on the matter.
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Marlise Richter, Policy Development & Advocacy Specialist, Sonke Gender Justice

recognising that the criminalisation
of sex work can be a structural driver
of HIV and seeking ways to address
it through law reform. PEPFAR
requirements mean that we may
not participate in these discussions
during government-convened
meetings on sex worker health; and
c) One of the key problems we
encounter in our direct health-care
provision to sex workers is mitigating
the effects of violence, rape and
abuse that sex workers experience
from clients and the general public.
Evidence shows that the high levels
of violence sex workers experience
are directly related to the on-going
criminalisation of sex work. We are
prohibited from advocating for
changes to this system, and are placed
in a position where we have to only
deal with the on-going consequences.’

spotlight

How PEPFAR’s antiprostitution pledge impedes
sex worker health

29

THE NEW HIV & TB PLAN: SEX WORKERS

Don’t make us criminals
Sally-Jean Shackleton, Director: Sex Worker Education & Advocacy Taskforce (SWEAT)
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Just how serious are we
about addressing the
needs of sex workers?

There are four things you need to
know about criminalisation of sex
work: It harms sex workers; it enables
corruption and abuse against sex
workers; it drives stigma, and it
erodes our efforts to end AIDS.
(1) Harms
• Sex workers were at the AIDS
conference [in their] numbers,
although continued criminalisation
meant sex workers had to wait at
the doors while criminal records
were checked and some, whose
past records had been unearthed,
had to argue to be let in. We had
to explain why sex workers were
here, we had to answer questions
for security personnel. This is an
excellent example of the barrier that
criminalisation poses to sex workers.
• Sex workers are arrested for having
consensual sex while their rapists
never see the inside of a jail cell.
(2) Corruption and abuse
• The law against sex work doesn’t
work – after almost 60 years of
criminalisation, sex workers are still
here. The only thing the law has
done is enable police corruption and

abuse. It allows violence against
sex workers to continue unabated
– crimes against sex workers go
unreported and those who abuse sex
workers can do so with impunity. For
the most part, when a sex worker
is murdered, no one faces justice.
• Sex workers are jeered at in police
stations, and told they cannot report
rape because ‘sex workers can’t be
raped’. Sex workers are profiled by
police, fined exorbitant amounts
under by-laws, and are jailed if they
can’t pay. They are routinely asked
for money – and for sex – in exchange
for their release from custody.1
(3) Stigma
• Stigma is a machine oiled by
criminalisation, justifying the actions
of those who would shut sex workers
out and refuse [them] health and
other services. Stigma also means
sex workers anticipate being treated
unfairly at health-care clinics and
delay seeking help, if at all, for
their health problems or worries.
• After all, sex workers are criminals.
At the AIDS conference, we
assumed we would be supported
– but again, sex workers were
pulled aside and questioned.
• We have to ‘sensitise’ health-care
workers and the police to
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After 16 years the International
AIDS Conference again occupied
the city of Durban.
Much has changed in the 16 years
since those 12,000 researchers,
policy makers, donors and activists
came together for the first time in a
developing country. South Africa at the
time had the highest prevalence rate in
the world and, under the leadership of
Thabo Mbeki, was facing AIDS denialism.
The conference, under the theme
Breaking the Silence, took place just
six years after our first democratic
elections and four years after we
adopted our Constitution. At that
time SWEAT (Sex Worker Education &
Advocacy Taskforce) was four years old,
recently registered as an independent
organisation, and had begun the hard
work of organising sex workers. The
Sisonke Sex Workers movement was
just a dream, and sex workers were
idealistically waiting for change.
Law reform on sex work pre-dated the
AIDS conference – it was 1999 when law
reform on sex work was first mooted
and in 2002 an issue paper was released
by the Law Reform Commission.
Yet, criminalisation of sex work still
remains on the agenda 14 years later.
The release of the last report resulting
from a discussion paper in 2009 has
been ‘imminent’ for three years now.

spotlight

Sex workers and sex worker advocates
demonstrate at the 2016 AIDS conference
demanding the decriminalisation of sex work.
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Address presented at a session entitled ‘South Africa’s National Sex
Worker HIV Plan: Are you coming?’ at the 2016 International AIDS
Conference in Durban. For a video of sex worker rights activism at the
conference, see www.youtube.com/watch?v=0mtX1Jcpa_E

31

THE NEW HIV & TB PLAN: SEX WORKERS: DON’T MAKE US CRIMINALS

32

Photo: SWEAT

spotlight

#16 – December 2016

(4) Erodes efforts to end AIDS
• Sex workers and sex work allied
organisations have a Plan, as
delegates heard from the CEO of
the South African National AIDS
Council, Dr Abdullah. The Plan
is comprehensive, it includes sex
workers as peers, as partners, and
sex workers collaborated in its
development. It also includes the
decriminalisation of sex work. It was
launched in March this year, with
our Deputy President affirming the
urgency of its implementation.
• We have evidence of a crisis, as heard
from Prof Lane in a session at the
AIDS Conference.2 HIV prevalence
in sex workers, to use the words of
our Deputy President, ‘is the highest
we have seen in any community’.
HIV prevalence among sex workers
is a judgement on South Africa’s
HIV response. We have failed.
Can we say we are serious when
our government, through the
police, burns condoms provided
by another arm of government?
Can we say we are serious
when condoms are confiscated
from sex workers as evidence
of criminal activities?
Can we say we are serious about
HIV when sex workers are refused
access to this conference?
Can you say you are serious
about the needs of sex workers
when your commitment is only
on paper, and not in practice?
Now that you know criminalisation
harms sex workers here are
some things you need to know
about decriminalisation.
Based on evidence, decriminalisation
will enable sex workers to
address violence against them,
enforce their rights and report
violence against them3.
Based on evidence, decriminalisation

will not increase the number of
sex workers exploited, women
trafficked or children exploited.4
Decriminalisation will not
increase the demand for sex
work – evidence suggests that the
legal framework has little impact
on the demand for sex work.5
We have made so many gains
since 2000. We changed the racist
and oppressive laws that prevented
progress; we progressed beyond AIDS
denialism, and vastly improved the
numbers of people on treatment.
The law that criminalises sex work
is the last remaining apartheid era law
and a significant barrier to progress in
reducing infections among sex workers.
The Deputy Minister of Justice
said in his address to delegates at
the AIDS Conference on 18 July that
his ministry had received a report
from the Law Reform Commission,
but Cabinet wanted to ‘form its own
opinion’. He admitted that the law
was not working. Deputy President
Ramaphosa said in March that South
Africa had ‘an inability to develop a
coherent approach to the challenges
facing sex workers’6 – this is a clear
indictment on criminalisation.
Courageous activists attended the
AIDS Conference, and had to fight to
be there. Some didn’t make it – we
have lost many of our colleagues
to untreated illness and violence.
Organisations delivering services
to sex workers have done their work
with significant funding and other
challenges, and continue to do the
work to ensure sex workers have
access to prevention, treatment and

care. Rights organisations like SWEAT,
Sonke Gender Justice, Treatment
Action Campaign and the Women’s
Legal Centre continue to defend sex
workers rights while the Sisonke Sex
Workers Movement organises sex
workers’ resistance to injustice.
We are asking for the same
courage and commitment from our
country’s leaders, to make true the
promise to leave no one behind,
and decriminalise sex work.
END NOTES
1. Police Abuse of Sex Workers: Data from
cases reported to the Women’s Legal
Centre between 2011 and 2015. Women’s
Legal Centre April 2016, Cape Town.
2. Prof Tim Lane UCSF 18 July, see
South African Health Monitoring
Survey: an Integrated Bio-Behavioural
Survey Among Female Sex Workers
3. The Impact of the Prostitution Reform
Act on the Health and Safety Practices of
Sex Workers – report to the Prostitution
Law Review Committee Nov 2007, Gillian
Abel, Lisa Fitzgerald Cheryl Brunton,
4. Prostitution Law Reform in New
Zealand, Prostitution Law Review
Committee, New Zealand, June
2012 https://www.parliament.
nz/en/pb/research-papers/
document/00PLSocRP12051/prostitutionlaw-reform-in-new-zealand
5. Moving Beyond Supply and Demand
Catchphrases: Assessing the uses
and limitations of demand-based
approaches in anti-trafficking – Global
Alliance Against Traffic in Women
6. News 24 Wim Pretorius 11 March 2016
‘Ramaphosa launches “historic” plan to
aid sex workers’ http://www.news24.com/
SouthAfrica/News/ramaphosa-launcheshistoric-plan-to-aid-sex-workers-20160311

The law that criminalises sex work is
the last remaining apartheid era law
and a significant barrier to progress in
reducing infections among sex workers.
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do their jobs because sex work is
stigmatised. Just like the entry to
the Conference, we must answer
questions before being let in.

spotlight

Members of the public are
encouraged to ask the sex work
questions about things they
have always wanted to know.
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Did Durban listen
to sex workers?
Ishtar Lakhani, SWEAT
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Many of the conference sessions
focused on sex work and sex workers
are acknowledged globally as a ‘key
affected population’ in HIV prevention,
treatment and care, yet sex workers
were barred from the conference – the
very platforms that were created to ‘help
us’. Two of our delegates were refused
access to the conference because the
accreditation process revealed they
had previous criminal records and a
number of our contingent experienced
severe transphobia from conference
organisers and security. The process
was humiliating and a clear example of
how criminalisation results in bizarre
double-speak <this needs explanation>.
But these hurdles did not stop us.
We arrived in our numbers determined
not to be left outside. We were
unrelenting and unapologetic in our
calls to decriminalise sex work, and
we can say with certainty that our

voices were heard. Our voices were
heard by our politicians (the Deputy
Minister of the Department of Social
Development wore our bright orange
‘This is what a sex worker looks like’
t-shirt), celebrities (Charlize Theron
and Sir Elton John both showed their
support for decriminalisation), and
Constitutional Court Judge Edwin
Cameron invited us to share the stage.
The question is now is not whether
we were heard, but whether our voices
are still ringing in the heads and hearts
of South Africans. Will the Department
of Justice finally release the South
African Law Reform Report, whose
process started 17 years ago? Will policy
makers listen to the overwhelming
evidence that decriminalisation is
the best legal model to ensure that
sex workers can access their rights?
Will we be able to attend the next
conference and not be criminals?

Will policy makers listen to the overwhelming evidence
that decriminalisation is the best legal model to
ensure that sex workers can access their rights?

spotlight

Through creative activism, Marlise Richter and
Steve Lambert ask plenary speakers at the 2016
AIDS Conference how long it will take before
Activists“sex
for work”
sex workers
protesting
they mention
in their
speeches.outside the
Durban International Conference Centre.
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In those 16 years: the apartheid-era
law that criminalises sex work remains
unchanged; sex workers are still on the
frontline in the battle against HIV/AIDS;
violence against sex workers continues
to occur with impunity, and sex workers
are still stigmatised and discriminated
against based on their occupation.
Undeterred by this lack of change,
the Sex Workers Education and
Advocacy Taskforce and the Sisonke
Movement of Sex Workers in South
Africa mobilised to put sex workers’
issues on the agenda at the IAC. We
were there to make our struggle visible.
We were there not only to occupy civil
society spaces but to claim a space at
the table that is usually reserved for
the ‘professionals’ – doctors, scientists,
politicians, policy makers. We were
there as human rights’ activists, experts,
and academics, to ensure there was
‘nothing about us, without us’.
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This year marked the 21st International AIDS Conference (AIC) held in
Durban – 16 years since this conference was last held on South African
soil in 2000. So it was an apt time to ask what has changed for sex
workers in the last 16 years? The answer is, very little.
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Marlise Richter
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Why has the law on sex work not changed?
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Sex work is fully criminalised
in South Africa.
This means that anyone who buys sex,
who sells sex, or who helps facilitate a
sex-work transaction can be prosecuted.
For years, advocates and sex workers
have asked that the law on sex work be
changed, and that all criminal elements
are removed (the ‘decriminalisation’
of sex work). Research has shown
that this will reduce HIV, will make
societies safer, and will respect the
human rights of sex workers.
Yet, very little has happened. Why?
People do not like to think or talk
about sex work (or prostitution).

Except when they are rude or insulting
towards other people, or when cracking
‘dirty jokes’ – mostly about women.
Many people associate sex with love,
intimacy and perhaps even long-term
relationships. The idea of having sex
with a stranger for money, and therefore
selling sex as a job, is something that
many people feel deeply uncomfortable
with. They think selling sex is a ‘sin’,
is ‘wrong’ or an insult to women, and
want the criminal law to stamp it out.
They don’t think about the fact that
people have sex for many different
reasons, and that adult, consensual
sex is a private decision and should

be free from state interference.
This prejudiced thinking is a form
of sexual moralism – that is, making
judgements about another person’s
morality based on their sexual behaviour
or preferences. Sexual moralism
forms the core of homophobia and
transphobia, and was the basis for
outlawing sex across the colour bar in
apartheid South Africa. Fortunately,
our laws on sexual orientation and
race have changed for the better and
reflect our Constitutional values.
It is time that people challenge
their own sexual moralism, and that
we do the same on sex work!
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Hoer! Magosha! Prossie! Doxy!

As part of an ongoing Spotlight
investigation into emergency medical
services in South Africa we look at the
air ambulance service in Kwazulu-Natal
– a life-saving service that is hanging
by a thread due to a dodgy tender. We
also check in on progress in the Eastern
Cape to see whether emergency
medical services have improved in
the wake of a SA Human Rights
Commission report.

spotlight

THE NEW HIV & TB PLAN: SEX WORKERS

FOCUS on

EMS/AMS
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An installation by SWEAT
highlighting the delays of the
South African Law Reform
Commission and the Department
of Justice in transforming
apartheid-era sex work laws.
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In good hands
Ntsiki Mpulo, SECTION27
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have a CD4 count of below 200, and had
recently started on antiretrovirals. When
he was admitted, his potassium levels
were twice the normal levels indicating
that he was suffering acute renal failure.
Things were not looking at all good
for Mjojo. Few specialists work in deep
rural areas like East Griqualand and
even if the specialists are there, the
state-of-the-art medical equipment is
often hundreds of kilometres away.
Yet, thanks to a somewhat unusual
government programme, things are
looking up for Mjojo by Thursday
morning. After a short bumpy flight
from Pietermaritzburg to the Bastard
Farm Airstrip some 15 km outside
Kokstad, Dr Brett Cullis is asked to look
at Mjojo’s case. He is in good hands, Dr
Cullis is a private nephrology specialist
who consults at Grey’s Hospital in
Pietermaritzburg. Once a month he
boards a small 12-seater aeroplane
to EG Usher Memorial, where he
provides support to doctors who lack
expertise in kidney-related issues.

Cullis quickly determines that Mjojo
requires emergency dialysis. He needs
to be transferred to Grey’s Hospital
in Pietermaritzburg, some 250 km
away. Given the advanced stage of
renal failure, road transfer is the most
appropriate means of getting the
patient to the tertiary hospital.
Dr Nigel Hoffman, the Acting Clinical
Manager at EG Usher springs into action,
calling emergency services personnel to
arrange the transfer. But there is a snag.
None of the three ambulances based
at EG Usher Memorial will be available
in time to transport the patient.
‘In his case, there’s not enough time
to wait for an ambulance to take him
to Grey’s,’ says Dr Cullis. ‘We will start
peritoneal dialysis with a make-shift
device until he is stable enough for us
to transport him to Pietermaritzburg.’
As Mjojo is wheeled the short distance
from emergency room to theatre and
prepared for surgery, the hospital is
suddenly plunged into darkness. The
power had failed and the new

After a short bumpy flight from
Pietermaritzburg to the Bastard
Farm Airstrip some 15 km outside
Kokstad, Dr Brett Cullis is asked
to look at Mjojo’s case.
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Doctors are huddled around the man who
was brought into the hospital the night
before. It seems he had ingested near
lethal doses of an unknown substance.
His common-law wife of 22 years says he
had been taking traditional medicines
for several months. She suspects
that this is what had led to his severe
deterioration over the last few days.
Forty-one-year-old Fikile Ngaleka
speaks haltingly as she relates the events
that had forced her to have her husband
admitted. ‘He started feeling ill around
November last year and started getting
thinner but all the while still carrying
on with young girls,’ she says between
bouts of heaving sobs. Her red-rimmed
eyes are full of tears. She occasionally
covers her mouth as she talks.
‘He went with his sisters to a traditional
healer and they came back with some
powder that he had to lick twice a day
and some kind of pink liquid that he had
to drink half a glass of everyday,’ she
explains. ‘All of this made his tummy run
uncontrollably and I begged him to stop
taking these medicines. He would stop
for a few days but then start again.’
She pleaded with him to visit the
doctor. He either blatantly refused or
lied, saying he had gone but that doctors
had found nothing wrong with him.
Then, one Wednesday evening,
Badanile Thomas Mjojo (47) simply
collapsed. He could no longer walk. He
was admitted to EG Usher Memorial. He
had been diagnosed with HIV, found to

spotlight

Renal specialist, Dr Brett Cullis, painstakingly explains the lifesaving procedure for
peritoneal dialysis which he would perform later to patient Badanile Mjojo.
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Eyes bulging, lips cracked, ribs clearly visible under taut skin; the man
appears on the verge of taking his last breath. He speaks in a whisper
and, over the din in the emergency room, anyone wishing to have a
conversation with him has to lean in close. This is the scene in the
emergency room at East Griqualand Usher Memorial Hospital just
outside Kokstad in deep rural KwaZulu-Natal.
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again, a quiet whisper. The tension
and focus in the room is palpable.
Finally, after an hour of alternatively
widening the site of the incision and
placing the tube deeper into the
abdomen, the procedure succeeds.
The doctors give a muted cheer.
‘I did not want to dig too deep in
case I punctured the bowel and so,
what would ordinarily take 10 minutes
with the right equipment, has taken an
hour,” explains Cullis. ‘But this is a good
outcome under the circumstances.’
‘Often the issue is that people
take too long to come into the
hospital and get onto dialysis and,
as a result, they die,’ says Cullis. ‘If
we had sent him to Pietermartizburg
without performing the procedure,
he may not have made it.’
For the time being, Mjojo has been
stabilised. Soon, the ambulance will
transfer him to Grey’s Hospital where
he will receive further treatment.
The outreach programme that flies
Dr Cullis to EG Usher once a month
is not available in all provinces, and
in some provinces it has collapsed
after previously being functional.
Like many public programmes, it has
become mired in disputed tenders and
the spurious awarding of contracts.

Dr Lindiwe Simelane, general
manager for clinical support services
in the Kwazulu-Natal Department of
Health says the outreach programme
is invaluable in the delivery of services
to the rural areas of her province.
‘There is a global shortage of medical
professionals, and doctors in particular.
Our particular challenge is in retaining
doctors in rural areas. They come as
community service doctors and, once
they’ve completed their two years in the
public service, they leave,’ she explains.
‘A robust outreach programme is
part of the solution because senior
doctors and specialists are able to go
out into the rural areas and support
our young doctors,’ she says. ‘Indeed,
we have built teams of roving doctors
who are able to provide expertise in
their specialisation which we don’t
have at a regional and district level.’
‘The idea is that patients should
not go to tertiary hospitals until
they have been seen at a clinic, and
district and regional hospitals. They
need to have a referral letter from a
general physician seeking specialist
care at tertiary level,’ she explains.
‘Part of the outcome for outreach is to
decongest the system and to ensure
that the referral system works.’

The outreach programme that flies
Dr Cullis to EG Usher once a month
is not available in all provinces, and
in some provinces it has collapsed
after previously being functional.
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generator, which had been installed just
two weeks before, has not switched on.
Dr Hoffman calls the maintenance
department. The news isn’t
good. It will take over an hour
for power to be restored.
Working in the half-light, the doctors
make sure the patient is comfortable,
with a drip feeding him an essential
saline solution to flush his system.
With nothing more to be done until
power is restored, Cullis attends to
outpatients he was scheduled to see
before the emergency occurred.
Finally the lights flicker back on. The
physicians don their sterilised scrubs and
head back to the operating theatre.
‘We cannot risk putting the patient
under general anaesthetic – we don’t
believe his system would handle
it. So we are going to use a local
anaesthetic,’ explains Dr Cullis.
He speaks quietly to Mjojo. He
explains in broken Xhosa that he will
inject his stomach with anaesthetic,
make a small incision below the belly
button and insert a tube into which he
will pump saline solution. Once inside
the belly the solution will draw out
impurities in the blood through osmosis
and will then be drained via the same
tube. Ordinarily, dialysis is done with a
small 2 mm tube into the blood stream,
but without the right equipment the
doctors will improvise with a chest tube.
The operating theatre is quiet as
the doctors go to work. Mjojo moans
in discomfort, the only sounds in the
operating theatre apart from the beep
of the blood oxygen monitor. Dr Cullis
struggles to insert the tube and adjust
it to make it into a two-way valve
system that would allow for fluid to be
both injected and drained. Now and

spotlight
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Dr Brett Cullis is pioneering a programme
to deliver life-saving kidney dialysis
treatment to remote places in South
Africa and across the continent using a
technique called peritoneal dialysis (PD).
Dialysis is a way to remove waste products
from the blood when the kidneys can no
longer do the job adequately. The most
common form is haemodialysis, which
involves using a machine to filter the blood
,removing impurities. In many countries,
haemodialysis is inaccessible due to cost
and lack of infrastructure. A peritoneal
dialysis is a procedure that uses the inside
lining of the belly to act as a natural
filter to perform the functions of a kidney
and is much more cost effective, and
affordable, for most developing countries.
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Hearing a problem,
and solving it
Ntsiki Mpulo, SECTION27
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Air Mercy Services has provided doctors with essential
transport and support to deliver specialist outreach
services to remote regions in Kwa-Zulu Natal and
through-out the country for over 50 years.

programme, I travelled to Newcastle
Hospital by car,’ says Saman. ‘The
three-hour journey was arduous
and time consuming. I would drive
up in the evening stay overnight,
see patients for the day and drive
back the following day, taking
three days out of my schedule.
‘Now I’m able to make the trip in
one day,’ he says. ‘With the support
of AMS, we are able to give specialists
the ability to work immediately and
to develop skills in local doctors.
‘Essentially, this is what I have
done with Ayanda. She has assumed
more and more responsibility not
only because she is keen to learn but
because I have been able to impart
on her the skills to enable her to drive
this programme,’ says Dr Saman.
Gina supervises two enrolled
nurses, three in-service personnel
and a community service therapist
within the hospital’s premises, and
conducts outreach missions into the
surrounding villages regarding hearing
health for children. The World Health
Organisation (WHO) estimates that
there are 360 million people (328
million adults and 32 million children)
worldwide with disabling hearing loss.
The WHO makes a distinction

between congenital and acquired
causes of hearing loss and describes
congenital causes as those that may
lead to hearing loss being present at or
acquired soon after birth. These include
maternal rubella, syphilis or certain
other infections during pregnancy (low
birth weight or a lack of oxygen at the
time of birth) and severe jaundice in
the neonatal period, which can damage
the hearing nerve in a new-born infant.
In its latest fact sheet, the WHO
states that half of all cases of hearing
loss are avoidable with primary
intervention. It is at this level that
the teams hope to make an impact.
The aim of the research is not only
to identify potential hearing loss at
an early stage but also to provide
support for families whose children are
identified as having hearing disabilities,
including support from a psychologist
and school assessment options.
‘If children are screened early enough,
they may not need special schools,’
explains Gina. ‘With the right treatment,
which may include hearing aids and
speech therapy, we are essentially giving
children the ability to communicate,
which is crucial for their development.’

*Not her real name
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‘Sojina’s baby was born prematurely,
at just 30 weeks, and so the screening
for hearing impairments is all the
more crucial,’ says Ayanda Gina, an
audiologist who is pioneering the
newborn hearing screening programme
at the Newcastle Mother and Child
Hospital. The programme, which
will help to identify hearing defects
in children at birth, is part of Gina’s
research towards her doctoral thesis.
She is working with Doctor
Yougan Saman, Head of Discipline:
Otorhinolaryngology and Head & Neck
Surgery at Nelson R Mandela School
of Medicine, University of KwaZuluNatal. Although her training is in
audiology, Gina dreams of following in
her mentor’s footsteps and becoming
an ear, nose and throat specialist.
Dr Saman has been involved with
the KwaZulu-Natal Department of
Health’s outreach programme since its
inception. He regularly flies with Air
Mercy Services (AMS) from Durban to
support the doctors based at regional
and district hospitals throughout the
province. As head of the department,
his main focus is to develop the services
at these hospitals in order to alleviate
congestion at tertiary hospital level.
‘When we started the outreach

spotlight
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Nombulelo Sojina* cradles her baby close to her chest in a kangaroo
mothering-style of skin-to-skin contact. The child’s tiny head is barely
visible under the blanket in which she is swaddled. Two nursing sisters,
tasked with conducting hearing screening tests on newborns, enter the
maternity ward in which Sojina and her baby are resting. They explain
that they need to insert a scope into the baby’s ears to determine whether
she has any impairments.
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Getting the system to work
Ufrieda Ho, Spotlight writer
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South African medical students being
trained in Cuba as part of government’s
initiative to plug the gap of doctors
in South African public health care.
In June, the MEC for Health,
Qedani Mahlangu, said a new
double-storey paediatric unit at
Chris Hani Baragwanath hospital
should be completed next year. The
unit will cater for children under
the age of 10 and the target is to
treat 3,000 inpatients and 2,000
outpatients a month at this facility.
The Gauteng Department for
Emergency Medical Services budget
has increased to R1,2 billion for the
current financial year. This amount
will go towards the procurement of
an additional 150 ambulances, 25
primary response vehicles, 11 rescue
vehicles and five mobile emergency
communications and command vehicles.
The provincial government has
shown some positive initiatives, though
the long term test lies in ensuring
that good projects and recruitment
drives are sustainable, adaptive and
have the commitment of properly
trained staff, to make them effective.

According to Mahlangu’s 2016-17
budget speech, recent successes include
the Stock Visibility System (SVS). This
is a phone app-driven system that
allows nurses and staff to scan medicine
barcodes to track stock levels of ARVs,
TB medicines and vaccines, to be entered
into a stock levels database. By the
middle of this year 110 clinic should have
been connected to the SVS system, with
a roll out to all primary health clinics
to be completed by the last quarter of
this year, the Department reported.
The Gauteng provincial
government’s own scorecard of
its districts, meanwhile, identifies
Tshwane as the best performing
district in the country this year, with
Laudium and Calcot Dhlephu clinics
rated as Gauteng’s top clinics.
Furthermore, the Department
said some of their facilities improved
their national core standards rating,
with Steve Biko Academic Hospital
scoring 96 percent, Kalafong Hospital
81 percent and Mamelodi Hospital
73 percent. Declines in performance
were noted at Charlotte Maxeke
and George Mukhari Hospitals.

The pressure of getting doctors and
nurses into the system is complicated
by the lure of private sector salaries
and employment conditions.
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“Gauteng is the business and industrial
heart of South Africa. It has a
population of over 13 million people
(roughly a quarter of the population of
South Africa). It is also South Africa’s
smallest province. With lots of money
around and most of the population
relatively close to urban hubs, delivering
quality healthcare services in Gauteng
should be easier than in most of South
Africa’s other eight provinces. Spotlight
sent Ufrieda Ho to investigate.

The Gauteng Department of Health
earlier this year released information
in response to questions from the
Democratic Alliance. The Department
reported that state hospitals need 1,151
Grade 1 medical officers, 110 medical
registrars, 78 community service medical
officers, 160 Grade 1 medical specialists,
and 58 intern medical officers. There are
17 clinical unit and department head
vacancies and a dire shortage of nurses.
The report noted 1,184 vacancies for
Grade 1 nursing assistants, 1,340 Grade 1
professional nurses, 141 speciality nurses
and 88 primary health clinical nurses.
The pressure of getting doctors and
nurses into the system is complicated
by the lure of private sector salaries
and employment conditions. This
year, the system has come under
additional significant strain as student
protests rock the higher education
institutions. If interns and qualified
doctors are prevented from entering
the system it will severely compromise
the service offered at the province’s
academic teaching hospitals.
In October, however, the Gauteng
Department of Health announced that
it had seen a ‘net gain of 2,227 nurses
by the end of August, and 1029 medical
professionals’. Earlier in the year, the
Department also announced that 25
Cuban doctors would start working in
the province. The Cuban doctors will
focus on maternal, infant and child care.
Infant mortality and maternal deaths
remain a priority even in the country’s
economically dominant province.
Meanwhile, currently, there are 400
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Health in

gauteng

Staff shortages remain a massive challenge for the public health service.
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HEALTH IN GAUTENG: THELLE MOGOERANE HOSPITAL

PR and platitudes
Ufrieda Ho, Spotlight writer
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Patients are left in hospital
corridors for long periods.

Beds squeezed tightly together
in overcrowded hospitals.

The Democratic Alliance early this year
reported that there was a staff shortage
of 382 members at Thelle Mogoerane.
The Department of Health, in answering
the opposition’s questions, confirmed
that staff had been lost because of being
overburdened and because of transport
problems getting to and from work.
The TAC continues to report on
understaffing, unsanitary conditions,
the long delays in providing
treatment, and negligence.
According to the numbers provided
in March this year from the Gauteng
Department of Health, the hospital
was down to 1,683 staff members.
There were 198 nursing vacancies,
87 vacancies in administration
and 46 vacancies for doctors.
The DA also noted the long waiting
times for patients to be attended
to, even in high priority emergency
cases, and a failure from management
to plot a turnaround strategy.
Back at the Vosloorus community
meeting, the minutes tick by and
the crowd (about 200 that have
gathered since the morning) is still
waiting for the meeting to begin.
Finally, the officials take their
spots on the stage. The Public
Protector’s office staff are joined by
other government officials including
those from the Master of the Court
and the Department of Health.
Each person has time to give
a speech. They say little that’s
enlightening or specific to the concerns
of this community, little that is not a

regurgitated bureaucratic line, or an
outline of mandates. The officials give
out cellphone numbers and numbers
for complaint hotlines and they speak
about processes and procedures
to have complaints dealt with.
The truth, say TAC activists, is that
many calls go unanswered and even
when complaints are successfully
laid, they are seldom dealt with.
More often, they’re simply noted and
recorded with a reference number.
Then the officials who have returned
from the spot inspection at Thelle
Mogoerane say they will not be
reporting back that day; they will
go away and investigate further. The
disappointment in the crowd is tangible.
As the TAC activists point out
later, the officials say nothing about
committing to a timeframe for a future
gathering. They don’t talk about a
plan of action or consequences for
facilities that keep on failing. They
don’t talk about a remedy to anyone’s
problems – problems that cost lives.
At the end of the meeting there
is, however, opportunity to hear a
few public testimonies, and people
insist on speaking up. As impotent as
raising their concerns may seem, it
feels like the closest thing they have
to power. Yet, as important as it is to
be heard, the more hardened activists
seem aware that being heard is, in
itself, not enough. In fact, there is a
trap in thinking that, just because
you told people about your problem,
they will do anything about it.

spotlight
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No sign of improving, a sign flippantly tells patients that their long waiting times means “they’re not dying”

The delay, representatives from the
office say, is because a team has been
dispatched to do a spot inspection of the
beleaguered Thelle Mogoerane Hospital
(formerly Natalspruit), the regional
hospital in the south of Vosloorus.
The crowds that have been gathering
in the community hall are patient
because they want officials to return
to finally validate their complaints, to
see for themselves what community
members who rely on this facility have
been complaining about for years.
Thelle Mogoerane Hospital has been
singled out for being in shambles for
years due to severe staff shortages,
negligence from nurses and doctors
and bad attitudes from staff.
Complaints also include sick people
waiting for four or five hours to be
attended to, and patients being left
on stretchers in corridors for hours
before they are seen by a doctor.
The Treatment Action Campaign’s
National Women’s Representative,
Portia Serobe, says the TAC’s protests
outside the Thelle Mogoerane
Hospital at the end of September were
successful in putting the problems
at the hospital on the radar.
‘We can claim this meeting taking
place here in Vosloorus as a victory
for TAC, but we still need answers, we
still need solutions because every day
we hear new cases of patients who are
ill-treated, and it’s not just this hospital,
it’s across the East Rand,’ says Serobe.
The hospital, though, continues to
make headlines for the wrong reasons.

#16 – December 2016

It’s ‘good governance’ week for the Public Protector’s office at the
beginning of October and officials are going through the motions of
holding a community meeting in Vosloorus. The meeting is however,
already running over an hour behind schedule.
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Agnes Banda.

Gloria Mnguni.

Crowds gather for a “Good Governance” week hosted by the Public Protector’s Office
in Vosloorus. It’s set up to allow the community to air its grievances.
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TAC members march to Thelle Mogoerane Hospital.

record of her being at the hospital
or the accident ever happening.
She had no file, she was told.
‘The nurses don’t wear their
name tags so that you can’t
complain about them,’ she says.
Mnguni was given injections for the
pain and sent home. Two and half
months later she still shuffles when she
walks, and says her neck still gives her
trouble. She starts to cry out of sheer
frustrations at having to deal with the
pain and the indignity of being treated
so dismissively by hospital staff.
‘I’m the breadwinner for my three
children, but now I can’t even do my
piece job,’ she says through her tears.
AGNES BANDA
‘They don’t respect patients, especially
the elderly,’ says Agnes Banda (53) of
the Thelle Mogoerane Hospital staff.
Banda’s neighbour, Sipho Radebe, was
involved in a car accident in the middle
of September. The Vosloorus man was

admitted to the hospital and admitted
for a week, she says. He had to bring
his own blankets because the hospital
didn’t have enough bedding. He also
complained about pain in his ribs but
was never given a single X-ray, she says.
Radebe was discharged after a
week but just days after he returned
home, he died. The family still don’t
know what he died from. No one from
the hospital has spoken to them.
The family has also not been
able to get Radebe’s blankets
and personal belongings back
from the hospital, says Banda.
‘They don’t care about the family of
the deceased. They don’t talk nicely to
people or try to explain anything. How
can it be that the man’s belongings
can be stolen from a hospital? How
can it be that you don’t know why
their family member is dead?
‘The attitude of the nurses at
Thelle Mogoerane must change. It’s
not good enough,’ she says.
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GLORIA MNGUNI
In July this year, the taxi Gloria
Mnguni (49) was travelling in was
involved in an accident. She hit her
forehead in the crash and suffered
injuries to her leg, and was taken
to Thelle Mogoerane Hospital.
‘It was about 7 pm when we got to
the Thelle Mogoerane Hospital. At 11
pm I was still waiting. By then my son
had come to meet me at the hospital.
When he tried to intervene, the doctor
came but he all he did was ask me
questions like if I had been vomiting,
and then he said I didn’t have problem
and I would be fine. They didn’t take
X-rays or anything, they just gave me
some pills and didn’t tell me if they
were pain pills, or what,’ she says.
But days later she didn’t feel fine.
Her head was throbbing, her neck was
stiff, she had severe headaches and
her leg was swollen and painful.
Mnguni returned to the hospital
but now she was told there was no
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Migration has always been part of
human behaviour, moving to and from
places for better opportunities or to
flee harsh, untenable living conditions.
The challenge of managing health care
in the context of migration, though,
can be complicated. Undocumented
individuals who have no medical
records, or are suspicious of anything
associated with the state, remain highly
vulnerable and they are prone to fall
through the cracks. There can also be
language and cultural barriers and a
state of perpetual transience that makes
sticking to health-care regimes or followup medical checks difficult for patients.
Gauteng is also subjected to
xenophobia directed at those who
are seen as outsiders taking up
scarce resources in the economic
heart of South Africa, which makes
managing migration a heightened
priority for the province.
But it’s mental health issues that
have come into sharp focus for the
province, brought into the open with
news breaking in September that
36 psychiatric patients, who were
among 1,300 patients relocated from
Life Esidimeni facilities to NGOs, had

died. Life Esidimeni, a subsidiary of
the Life Healthcare Group, cared for
indigent patients, and were part of
a public/private partnership that
worked under contract to national
and provincial health departments.
The patients who were reported
dead, died within three months
of the MEC for Health’s decision
to end her department’s contract
with Life Esidimeni. She said that
the facilities were too expensive.
SECTION27 has represented The South
African Depression and Anxiety Group
(SADAG), the South African Society of
Psychiatrists, SA Federation for Mental
Health, and a number of families
since last year, when the decision
was taken to relocate the patients.
SECTION27 believes the number of
reported deaths is an underestimate.
‘Besides not having accurate
records of where users are or which
users have died, it does not include
deaths at home or in other hospitals
(SECTION27 is aware of at least one
death in each of these categories,’ it
was stated in an open letter to the
MEC, dated 22 September. The letter is
signed by SECTION27, the TAC, SADAG‚

the People’s Health Movement-South
Africa‚ the Public Health Association
of South Africa and the Junior Public
Health Association of South Africa.
The crisis around mental health
has spurred the revitalisation of a
new coalition seeking to revitalise the
Gauteng People’s Health Movement
(PHM). The PHM is a global network
that draws together grassroots health
activists, civil society organisations
and those representing academic
institutions. The PHM promotes health
care that is guided by the People’s
Charter for Health and is meant to
present an alternative to health-care
models that are not meeting the needs
of society’s most vulnerable members.
The approach is to look for horizontal
links and collaboration in healthcare practices, rather than remaining
stuck in a top-down, silo-approach to
implementing programmes and plans.
It was this new coalition that called
for a meeting with the Gauteng Health
MEC, Qedani Mahlangu, in October
2016, demanding clearer answers for the
families of the 36 mentally ill patients
who had died. It also sought to open up
channels for dialogue, communication

with the Department of Health, and
to hold the authorities to account.
‘What we are saying is, we want to
work together with the Department
but we also believe that the truth
has been lost somewhere, and we
are still looking for answers for
the families of the patients.
‘Going forward, we want to be equal
partners with the Department of Health
in deciding how the treatment of
high-level-needs patients can be met,’
says Shehnaz Munsi, an occupational
therapist, part of the PHM and a
master’s student at Wits University.
At the meeting, the MEC stated
that the high costs of care, which
she said had a similar price tag to
intensive-care treatment at a private
hospital, was what swayed the
decision to relocate the patients.
Mahlangu also claimed that family
members of some the patients had
been ‘coached and coerced’ into
slamming the Department of Health
in the media. She added that other
patients had been happy with the
department, and had phoned her
privately to express their thanks.
Mahlangu, who has come under

intense scrutiny since the news
broke and who been fighting off
calls for her sacking, acknowledged
the new coalition and committed
to more regular meetings. She
invited members of the coalition to
accompany her and her team for
unannounced inspections of the mental
health facilities in the province.
The coalition has called for the
current investigation into the deaths
to be given terms of reference wide
enough to establish the immediate
and root causes of the decision to
discharge patients. They have also
called for an audit of the NGOs that
are taking care of patients and a list
of the other former Life Esidimeni
patients who are being housed,

with an update on their treatment
plans and current health status.
The coalition is still in its infancy
but Professor Laurel Baldwin-Ragavan
of Wits University’s Family Medicine
department, who is also part of
the coalition, says the umbrella
body is ‘about galvanising many
people across sectors of society
to apply their minds to solve
complex health and social issues.’
By strengthening networks within
networks, we can present a powerful
force to shift the inequalities that
exist in health care today, and to work
on alternatives for improved models
of health care that are responsive
and relevant for the urgent health
needs of a modern world.

‘What we are saying is, we want to work
together with the Department but we
also believe that the truth has been lost
somewhere, and we are still looking for
answers for the families of the patients.’
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Two specific issues emerged as priorities for Gauteng from the Provincial
Health Assembly this year: migration and mental health.

Brainstorming at the Provincial Health Assembly
on mental health and migration.

spotlight

A new coalition for peoplecentred health care
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Where all that glitters
is not gold
Ufrieda Ho, Spotlight writer
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Young activists like Beauty Modise, Mathapelo
Matabane, Tshepiso Skosana and Helen Mtuli
of Sexual Reproductive Health and Rights focus
on reaching out to school children and peers to
make sure they have information and support.

Richard Moloko (43) knows first-hand
about the tough life on mines. In 2008
he was working for one of Carltonville’s
big gold mines as a machine operator.
That year, he was also diagnosed with
HIV. It was a shock he says, but what
was worse was that starting treatment
that year took its toll on his body.
‘I would get dizzy and nauseous
sometimes. Because I was working with
flammable things on the mines they said
I shouldn’t do my job anymore. After
some time I was fired,’ says Moloko.
Initially, he thought that he would
be offered another job, something
that wouldn’t have comprised his
or anyone else’s safety. Instead, he
was sent home and now, eight years
later, Moloko is still unemployed. He

lives with his brother in Khutsong, a
settlement outside Carltonville.
Moloko is on ARV treatment and
gets his medicines from the local
clinic, about 4 km from his home. The
Welverdiend Clinic is small and cramped
and sometimes he waits for hours. But
generally there are no problems with
stockouts, and that’s a relief, says Moloko.
Still, he’s not completely well and he rolls
up his sleeves to show a skin condition
that won’t heal. He hasn’t been able
to see a specialist, nor has the clinic
referred his case to other hospitals in the
municipality where he could find help.
Moloko’s health issues, though,
concern him less than his lack of
employment. He’s never been able
to challenge his employers for firing
him and now, eight years later, the
company has changed ownership
several times. He doesn’t know where
to begin to take on the fight and he
doesn’t have the resources to do so.
‘It does make me cross that this
happened and that I can’t do anything
about it. I accepted my HIV status,
my employers should have too. I
feel I was discriminated against. I am
still discriminated against when I go
look for work. But even so, I don’t
hide that I am HIV positive. I always
disclose, I’m not ashamed,’ he says.

Quiet and desperate
on the western front

There’s an odd stillness for a mid-week
morning in Extension 5 in Khutsong
on the western rim of Gauteng. The
blustery spring day has driven people
indoors, but even so there are few

signs of people stirring among the
rows and rows of new RDP houses, as
you’d expect in a sprawling location
Most people are away in town about
10 km away, looking for jobs, locals
say. Many of the houses stand empty
– curtains are drawn and everything is
shut and locked. Locals says that the
RDP houses are uninhabited because
people can’t afford to live so far away
from the centre of town, Nor can they
maintain the upkeep of their homes,
or pay for utilities like electricity bills
in the sections of the settlement that
has been electrified. People also can’t
count on water to run from taps, even
in those houses that have piped water.
Local Treatment Action Campaign
(TAC) leaders like Tsediso Mokoena and
Tshepo Maboe say that, to an outsider,
the pastel-coloured RDP houses look
like a step in the right direction for
development. They acknowledge that
efforts to improve the shortage of proper
housing is a good thing, but they criticise
the authorities for not considering
the bigger picture by providing
better planning and infrastructure.
‘They now say that this is a dolomite
area and there are problems with the
water, so people have to rely on Jojo
tanks and water tankers for water,
and they have to use portable toilets.
They haven’t built proper roads here,
so people can’t get in and out to town
easily; it’s too expensive for many
people. It’s like they, the council, didn’t
know what they were doing when
they developed here,’ says Mokoena.
At the end of July, a sinkhole in
the area led to the collapse of the
water pipes feeding water to
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HIV positive and unemployed,
Richard Moloko was fired
from his job on the local West
Rand mines when his ARV
treatment started to make
him ill. It’s discrimination
and unfair labour practice he
hasn’t been able to fight.

But while mining giants may have
cashed in for generations, many
more labourers have been casualties
of a long legacy of exploitation and
shocking workplace practices.
There isn’t a clear sustainability plan
for this sunset industry, leaving people
who have flocked here in the hope of
work and a better life with uncertain
futures. Their present realities are still
about competing for scarce jobs with
few opportunities. They struggle to make
ends meet in homes and communities
that are underdeveloped, stuttering
along with poor infrastructure, from a
lack of basic services like piped water,
electricity and proper sanitation, to clinics
that are overcrowded and understaffed,
and hospitals where maintenance and
upgrading have not taken place in years.
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Mineral-rich, prosperous, the glitter of gold – that’s supposed to be the
promise of the towns the sit atop the ore-rich western fringe of Gauteng.
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Florina Mothabeng (left) worries for her
friend Elizabeth Sholo who has to take
care of herself with a hand that’s been
rendered useless from severe burn injuries.

A friend in need

An old sewing machine whirrs inside
an RDP house in Khutsong Extension
5. Florina Mothabeng (74) is hunched
over the machine; she pauses only
to hear more clearly what her
friend Elizabeth Sholo is saying.
The two friends meet like this most
days to pass a few hours of the day.
Mothabeng is chirpy and chatty.
Her house is one of about 18,000
that were part of a massive housing
development launched in 2009 in the
municipality. The houses were meant
to be built on land that was safe for
development and the housing project
was meant to introduce an integrated
rental model for Khutsong locals.
Mothabeng lives on her own, as
does Sholo. It’s difficult for elderly
people to look after themselves on
their own. While Mothabeng says she’s
fine and has little to complain about,
she reveals that she’s on a slew of
tablets for hypertension. She says she’s
mostly satisfied with the service from
the mobile clinic, which she can reach
quite easily and where they have her
medicines every month, she says.
But then she motions with her
eyes and a little head nod that the
questions about medical care should
really be directed at her friend. She
doesn’t want to put Sholo on the
spot but she knows Sholo deserves
better care and is not getting it.
Sholo obliges by lifting up a bandaged
hand. She removes the wad of gauze
and bandage to reveal a hand that’s
badly deformed and scarred. This is an
old injury from 2009, when Sholo was
caught in a shack fire. They hand is all
but useless. It still hurts, says Sholo.
At the time of the fire she was treated

at the Leratong Hospital in Mogale
City but her burns turned septic. Still,
Sholo was sent home and had to learn
to adjust to living with a damaged
hand that still causes her pain.
At home, Sholo has to look after
herself. The adult child she used to live
with was killed in a car accident some
years ago. Both grannies live alone and
Mothabeng jokes that her children only
visit to borrow the Tupperware she has in
neat stacked tiers on her kitchen cabinet.
She quips that if she had DStv then her
grandchildren would also come visit her.
Jokes aside Mothabeng worries for her
friend, who can’t remember exactly how
old she is and also has failing eyesight.
Sholo seems resigned to this existence
and just asks for some help to wind the
length of bandage back around her hand.
‘My heart is sore to see her
like this,’ says Mothabeng.

A step too far

It’s been more than 18 months since
Sibongile Kratshi (40) has been to a clinic
or hospital. She’s HIV positive and is on
ARVs. Kratshi knows she needs to have
a blood test and to see a doctor, but it’s
too painful to walk, to make the journey.
Kratshi was diagnosed with HIV in
2009. Since then, she’s suffered a stroke
that has affected her speech and her
movement. Her feet are constantly
swollen and it hurts for her to shuffle
to open a door that’s just a few paces
from the sofa where Kratshi spends
most of her day. She says she can
hardly leave the house, her disability
has become so bad. A small radio
plays all day to keep her company.
Kratshi has previously been told she
needs to see a physiotherapist to help
improve her mobility. Such help could
help her to get crutches or a wheelchair
and the necessary medical approval to
apply for a disability grant. But she’s
physically unable to get anywhere, and
only has her 14-year-old son to assist her.
The teenager picks up his mother’s
ARVs every month and every time
he brings back the same message:
that the nurses need her to come in
for tests. Neither they nor she know
what her current CD4 count is.
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the equipment to do it. It’s a very small
clinic and they don’t have proper rooms,
the space is just divided up and there’s
no privacy for the patients,’ she says.
It’s a collapse of so many things for the
likes of Mamane. ‘I’m going to be turning
40, I have to look after my three children
and I can’t find a proper job. I don’t know
what to do,’ she says, picking up her
filled watering cans and heading home.
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Turning 40 is a bleak turning point for
Nonzwakazi Mamane. The Khutsong
mother of three can’t find a good enough
job to sustain herself, her unemployed
husband and her three children.

Khutsong Extensions 4, 5 and the
Welverdiend area, where the local clinic
is located. The ground is confirmed to
be unstable and water services remain
interrupted, intermittent at best.
Unemployment has also hit hard
here, making life much tougher for
the likes of Nonzwakazi Mamane (39).
She was absorbed into a community
works programme launched across
Gauteng in 2010. The programme is
aimed at providing limited employment
to the most vulnerable communities.
In Khutsong, the project is to clean
up the neighbourhood and tend to
community vegetable gardens – with
food security being one of the priority
focus areas for the programme.
Mamane’s stipend is about R600 a
month. It’s too little to survive on, she
says, but without it she has nothing. The
food gardens that are supposed to help
supplement her, her husband and her
three children’s diets, are failing because
there is no piped water to keep the
thirsty plants thriving. The community
is also expected to buy its own seeds,
fertilisers and gardening implements.
‘They say we are in a dolomite area
so they stopped pumping water to us
for over four months now. You don’t
know when the water will come in
the taps, it can be two o’clock in the
morning and you’re sleeping then
you don’t get water,’ says Mamane.
To water the gardens, the people on
the project have to carry what they can
in watering cans and buckets from a
water tank to the gardens. It’s simply
too much labour to be sustainable.
Water is top of mind for Mamane in
a season of severe drought that has hit
large parts of South Africa. Without
water it’s not just that the vegetable
gardens can’t grow, but hygienic
sanitation is compromised and the risk
of illness and disease increases. Already,
raw sewage runs down the dust alleys
that separate the government houses.
Mamane is worried about getting sick,
because it means relying on the nearby
clinic. Welverdiend Clinic is 4 km away
and she has to catch a taxi to get there.
‘You can wait three hours. Last time I was
there they told me I was supposed to
have a pap smear, but they didn’t have
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Rich province, poor
health care
Ufrieda Ho, Spotlight writer
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It doesn’t help that Kratshi also
loathes clinic visits. She says of the local
Welverdiend Clinic: ‘I don’t like to go to
the clinic; the nurses treat me badly and
there is no privacy there.’ Her speech
has been affected by the stroke and she
dreads coming across an impatient nurse
who will be rude and disrespectful as she
struggles to make herself understood.
Even though there is a mobile clinic
that services greater Khusong area
once a month, Kratshi says she will not
make it the few hundred metres without
considerable pain. Even if she could,
the mobile clinic services will not be
able to draw blood or give her results.
Instead, she falls back into the sofa,
turns up the radio and waits for her
son to come home from school.

A message for a
better future

The baby Beauty Modise is
balancing on her hip won’t stop
crying – the 16-month-old wants

In a season of severe drought that’s hits parts of Gauteng
hard, initiatives like food garden projects are difficult to
sustain. In Khutsong water supply has been disrupted
for month this year, meaning people have to fetch
water for use in their homes. Their hope for vegetables
for the table from their gardens is an empty hope.

her mother’s full attention.
Modise is 24 and this is her second
child. She was a mother at 19 with her
first child. Unmarried and with two
children before the age of 25, this wasn’t
the future she imagined for herself
when she was a West Rand schoolgirl.
‘I wish that I was told good
information growing up. People
would say things to me like, “Don’t
go around with boys” but they didn’t
say, “Unprotected sex can make you
pregnant,”’ says Modise, who is now a
volunteer with the organisation SRHR
(Sexual Reproduction Health Rights).
The organisation is a coalition
between the TAC and Youth Friendly
Services (YFS). Its primary aim is to raise
awareness about sexual health and
rights for young people. They speak at
schools and also campaign door-to-door.
‘It helps that we are also young
people speaking to other young
people. For me, the message I want to
give them is that they mustn’t make
the same mistakes that I made.

‘It’s not easy to be a mother when
you are so young. I never went to
study because there is no one else to
look after my babies and today I am
unemployed. The father of my children
is 25 and he is also unemployed.
We survive only on piece jobs and
that is very hard,’ says Modise.
Currently, there are 10 SRHR
volunteers for the Leratong municipal
district, both men and young women.
Modise says having volunteers
who are young and are both male
and female means they have a
better reach and a better chance
to reach their target audience.
She says she’s committed to
working with the NGO, helping the
youth in her community, saying no
young person should have the same
pressure she has had just as they’re
about to start their adult lives.
‘I want to say to school kids, stay
in school, work hard for a better
education and a better future,
don’t be like me,’ she says.

It represents a sizeable portion of
the province’s overall budget. On
the surface, this is money that could
make a significant contribution to
improving the health outcomes
for the province’s patients.
But, even though it’s South Africa’s
richest province, Gauteng is under
pressure from a growing metropolis
and is not future-proofing fast
enough for its evolving needs. There
are challenges of rapid urbanisation,
with high migrant numbers and
community members who are transient
and difficult to track medically.
The province also has to plan for
accelerated environmental degradation,
overcrowding, job shortages, limited
resources and the yawning gap
between the haves and have-nots.
The divisions are evident in data from
Stats SA’s General Household Survey of
2015, which was released in June this
year. For example, Gauteng is home to
the highest percentage of medical aid
members in the country at 27.7 percent,
but this still leaves 70 percent of the
population reliant on that R37,4 billion
to be spend wisely and effectively.
The Gauteng Department of Health
has its own hurdles to overcome,
including proving that it is fit to
govern. After being placed under
administration in 2013, the department
finally achieved an unqualified audit
from the Auditor General for its
financial management this year.

But the health issues continue to be
a challenge in the province. On-going
staff shortages, overworked staff,
unreliable ambulance services, staff
who don’t treat patients with dignity,
and a disconnect between policy and
plans and the reality on the ground.
Increasingly, bureaucracy replaces
communication, and there are more
reference numbers and records of
complaint than actual solutions or firm
plans on how problems can be rectified.
In addition, a tangled web of social
failings impact on the health-care
challenges. There’s high unemployment
and competition for scarce resources.
Public works shortfalls mean
infrastructure in hospitals and clinics
is not upgraded or maintained. And
the high cost of commuting, or lack
of proper roads in new developments,
represent very real barriers to accessing
health care for many patients. The
protracted drought in southern Africa
has also made food security a great
cause for concern among the most
vulnerable people in the province.
It is a most distressing trend that

already weak health-care standards
are slipping further and that there
are clear losses in areas where gains
had previously been achieved. For
Gauteng TAC leaders Portia Serote and
Sibongile Tshabalala, these include
noticeable deterioration in the way
TB is being managed in many of the
province’s clinics and hospitals.
Serote, who works mainly in the
East Rand districts, says many basic
good care and oversight practices
are simply not adhered to.
‘We can walk into clinics and see
people not using masks. Patients
are all mixed up in the same small
facilities – so you can see XDR and
MDR patients with TB patients. There
is no infection control, or the UV
lights (that help limit the spread of
infection) are not working,’ says Serote.
She says the TAC has had to step
up its own outreach programmes
after discovering, in a spot sampling
exercise recently, that out of 60 people,
10 had TB and three had MDR-TB.
Another growing concern,
says Tshabalala, is the high

Serote says she’s visited clinics where
nurses have brought curtains from their
homes so patients can have some privacy
and dignity during their consultations.
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 ewage runs down the dirt alleys in the
S
new developments in Khutsong. It’s a
new housing development but proper
infrastructure, like sanitation, piped water,
electricity and roads are not in place. It
means many people who received RDP
houses here it’s just not viable to move in.
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In money terms, Gauteng’s health budget looks plump and healthy at
R37,4 billion for the 2016-2017 financial year – R2.07 billion more than
the previous financial year.
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The work of a nurse

A public hospital nurse’s day starts in
the early hours, at 7 am, and usually
doesn’t end until the late hours of the
evening. A double shift is also required
in a 40-hour-week. The functions
mentioned above should be completed
before the doctors do their rounds at
8 am; whatever hasn’t been completed
before has to be done after the doctors
have left. Many days, come 12h00, a
nurse hasn’t even had a tea break.
The TAC visited the Far East Rand
Hospital in Springs after pictures of
substandard conditions were sent in by
field workers in the area. The images
showed patients sleeping on the floor,
beds with patients sleeping in passages,
patients sleeping in bathrooms with
non-functioning flushing toilets,
and visible, unprotected electrical
wiring coming out of the walls.

We went to the hospital with the
intention of questioning the CEO, Dr
Lisiya. He was not on the premises,
and so we visited the wards to see the
conditions for ourselves. What we saw,
confirmed the evidence in the pictures.
Hoping to get information from
patients about their experiences at the
hospital, we found that a majority of
them were mental health patients and
unable to give us any substantial input.
We asked to see to the nurse in charge
of the ward who, unlike many in her
position who are reluctant to open up
about conditions they work under for
fear of losing their jobs, or to protect the
department, was willing to speak to us.
Sister Mushapele, who began nursing
when she was 18 and who will soon retire
at the age of 55, has seen it all. She
spoke to us from the heart, listing the

A nurse walks down a Gauteng hospital
passage way with a child in this file photo.

challenges at the hospital and with the
entire system. She explained that the
main reason behind the overcrowding at
the hospital, resulting in some patients
having to sleep on the floor and patient
beds being moved into the bathroom
area, is due to renovations that have
been ongoing since 2014. Many patients
that come through casualty are told the
wards are full and there is a shortage of
beds. They are given an option of being
given medication and to go home, or
to sleep on mattresses on the floor. If
they agree to stay, they are made to sign
a consent form, to cover the hospital.
Up to 62 patients are squeezed into a
ward with the capacity to take 31-46
people. Sometimes, the hospital closes
admissions to regulate bed capacity.
Patients, regardless of their illness,
and including mental health and TB
patients, share wards. Some TB patients
waiting for test results don’t know their
status when admitted, putting other

patients and nurses at risk of contracting
TB. Even the hospital’s TB wards, Sister
Mushapele says, are overcrowded, with
little to no ventilation. The only way
nurses can protect themselves from
being infected with TB is to wear their
TB masks, something they are reluctant
to do because they usually come in
one size, are uncomfortable and, when
temperatures are hot, it’s very hard to
breath while working with them on.
Furthermore, the wards don’t have
enough oxygen points, and there are
not enough drip stands. All these
conditions make the nurses’ work
very difficult, and the people that
suffer the most are the patients, says
a visibly exhausted Mushapele.

When new doctors are employed, they
know nothing about the patients and
it’s up to the nurses to bring doctors up
to speed on the patients’ records and to
ensure that everything runs smoothly
so the doctor doesn’t make a mistake.
‘We become burned out and our
concentration levels are low. At least,
in the last two months, the department
has employed some nurses and doctors,
which is good. We can only do so much
– many nurses take sick leave before
they reach a state of burnout. A nurse
at a clinic is required to see one to eight
patients but at a hospital level we see
anything from 12-20 patients a day.
The conditions we work under strip
away a nurse’s calling,’ she says.

‘The conditions we work under
strip away a nurse’s calling’
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‘There is a huge difference between a clinic
nurse and a government hospital nurse. Clinic
nurses usually do referrals, unlike us, we have
to deal with it all – drips, oxygen tanks, two to
four injections required to treat a patient with
meningitis. We do all of it, from documenting
how many patients we’ve seen, to arranging
medicines to give to the patients, and monitoring
and taking their vitals before doctors do their
rounds in hospitals. That’s if a patient doesn’t
come in that needs serious medical attention,
which is also the work of a nurse – to resuscitate
the patient, which could take anything from two
to three hours,’ explains Sister Kirsty Mushapele.
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Mary-Jane Matsolo, TAC Campaigns Officer
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number of ARV defaulters that
they are noticing. Tshabalala says
the target of getting patients to
undetectable viral loads is slipping.
‘We did a workshop and survey in
Orange Farm earlier this year and
found that people default because
they can’t afford the taxi fare to get
to a clinic, and it’s too far to walk.
They also have to wake up by 4 am
to get to a clinic or hospital if they
want to get help that day. There is a
benchmark for waiting of 180 minutes,
which is just too long,’ says Tshabalala.
The facilities that people rely on have
no privacy, are often cramped and have
not been properly maintained. Serote
says she’s visited clinics where nurses
have brought curtains from their homes
so patients can have some privacy and
dignity during their consultations.
And, Serote says, mental health
patients are falling through the cracks
in the province. The TAC has seen an
increase in the number of patients
who simply walk out of hospitals
in hospital pyjamas, completely
unnoticed, sometimes for days.
‘The nurses were just unaware in
Pholosong in Tsakane, when a man
who was mentally ill just got up from
his hospital bed and left. He was
living in really terrible conditions and
that’s where we found him, still in
his hospital clothes, but the nurses
didn’t know anything,’ she says.
Both Serote and Tshabalala
acknowledge the nurses are under
immense pressure themselves.
‘Nurses are not just nurses; they are
counsellors, they’re cleaners – they
are expected to do everything. The
Department of Health thinks that
a benchmark of one nurse to every
40 patients is not being overworked,
and very often the nurses see even
more people than that,’ says Serote.
Even for a thriving economic hub
like Gauteng, prosperity is shared
by only a few. Money can buy many
things, it seems, but clearly it can’t
buy solutions that are inclusive,
innovative or impactful for a healthcare system that needs just these.
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TAC And visible, unprotected electrical countless
problems people face when using the local clinic.

In Boekhouthoek a TAC branch
member takes testimony from a
community member struggling
to access health services.

While the Treatment Action Campaign has a national and international
presence, it is their work in the communities, in the provinces, that sets
them apart. Lotti Rutter, Head of Campaigns at TAC, throws the spotlight
on the work-in-progress in some of the TAC provincial offices.
France, KwaZulu-Natal

without medicines and health services
altogether. Only certain community
caregivers can deliver medicines to
patients, if they have an ID, and if
the patient is being treated at the
mobile clinic. The rest, however ill,
have to collect medicines themselves.
It seems people are defaulting on
ARVs, TB treatment and other chronic
medicines as a result. We can never have
#treatment4all – or #EndTB – when
people can’t even get to the clinic. TAC

members have asked the people of
France how only having a mobile clinic
affects them. The resounding response
is that once a month is not enough. To
resolve service deficiencies such as this
one, which keep the dual epidemics
burning, health system challenges must
be addressed in the National Health
Department’s test-and-treat plan and
within the new National Strategic Plan
on HIV, TB and STIs. Otherwise we are
doomed. #FranceNeedsAClinic.
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The community of France in KwaZuluNatal does not have a clinic. A mobile
clinic comes to the community just
once a month. But most people don’t
use it; some don’t even know about
it<is there an explanation for why they
don’t use it or know about it?>. Instead
they travel by taxi to other clinics – if
they can find the money. Sometimes
they must lie about where they live in
order to see a nurse, or they simply go
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Khujwana, Limpopo

Within a few hours of walking door to
door through the streets of Khujwana
it is clear there is a major problem.
Every home has a story to tell – a story
of frustration and suffering, a story
of failure. While the local clinic looks
functional, even ‘pleasant’, from the
outside with its solid infrastructure
and garden, inside it s a totally
different matter. Many patients report
ongoing stockouts and shortages of
their medicines. They wait for hours
before being seen by anyone – there
is a shortage of nurses and no doctors
ever come. Some go to other clinics
altogether. People report incidences of
nurses treating them badly, being rude
or, worse, negligent. Mothers report the
indignity of having been mistreated, or
unattended to, in the midst of labour.
Khujwana Clinic is failing the people
and the community it is meant to serve.
Tired of this situation, the community is
mobilising. Testimonies from community
members who try to use the clinic are
being gathered. Local stakeholders are
coming together to draw attention
to the major shortcomings. All they
want is a clinic that can give them the
health-care services they need. They are
clear: They will continue to escalate this
issue until they #FixKhujwanaClinic.

Boekenhouthoek,
Mpumalanga

TAC branches monitor local
clinics in their communities.
Our members are public
healthcare users who are
the first to know when
the system is failing.

Branch members go
door to door in France
to find out how people
in the community cope
without a clinic.

The local TAC branch in Boekenhouthoek
receives ongoing complaints about the
local clinic. People report waiting for
long periods of time, with or without
being seen. There aren’t enough nurses
stationed in the clinic exacerbating

this issue. The clinic is too small, and
people wait outside while waiting to
be seen. The clinic is faced with regular
stockouts and shortages of medicines
meaning people are often sent home
empty handed. Some community
members choose to go to different
clinics altogether. A luxury that many
of those unemployed people who live
in the area cannot afford. Traditional
leaders confirm these conditions, from
personal experience. One woman
spoke of never receiving a TB diagnosis,
months after taking a test. One man
spoke of misdiagnosis. Another had
never been told he had HIV, yet had
been prescribed ARVs for more than four
years with serious side effects. People
reported of nurses being rude to them
in moments of severe vulnerability.
The TAC Boekenhouthoek branch is
monitoring the clinic and gathering
information from residents about the
challenges they face. How can we reach
#treatment4all if clinics run out of
medicines? Or if people don’t want to
use them because of the lengthy waits
and poor service? The reality is that the
dysfunction in our health-care system
will stop the new HIV guidelines on testand-treat from being a success. We need
significant investment into stronger
systems in order to respond to the HIV
and TB epidemics. #BetterBoekenClinic

Phuthaditjhaba, Free State
Members of the TAC in Phuthaditjhaba
have reported serious problems at
Manapo Hospital that are putting
people’s right to access health care in
serious jeopardy. This report followed a
strike by frustrated, overburdened staff

members, including doctors, nurses,
physiotherapists, porters, cleaners, and
kitchen staff, who claimed to have not
received pay for significant amounts
of overtime since 2015. TAC members
investigated the hospital and spoke to
many patients entering and exiting the
facility. Reports of long waiting times, a
lack of nurses, doctors, and other staff
being stretched beyond their capacity,
and medicine shortages, were common.
After being stabbed in the forehead,
one teenager reported not seeing
a doctor after waiting seven days.
Another teenager had been stabbed in
the upper chest four days earlier. He
was also still waiting to see a doctor.
A woman with a homemade sling and
swollen wrist left the hospital in pain to
return to the clinic. One man, falling in
and out of consciousness, was told to
return to casualty with a referral letter.
Outside the hospital, visibly injured
patients could be seen wandering
the grounds in their pyjamas. After
taking a rest on the grass, one young
man with bandages across his face
struggled to stand up and had to be
assisted by two other patients to get
onto his feet before limping
back inside. Portable toilets remain
outside the hospital after a water crisis
the month before. It is unclear whether
the water shortages continue. A TAC
member helped a man with crutches
who struggled to climb up the metal
steps to enter the toilet. If urgent
action is not taken to turn around
this crisis, the TAC will be forced yet
again to embark on a campaign of civil
disobedience in order to save the lives
of those reliant on the failing public
health-care system. #FSHealthCrisis
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Marcus Low

Medical research findings are often sensationalised and overstated in the
mainstream media. We debunk three cases of HIV-related misreporting
that caught our eye in recent months.
Reports of HIV cure
are misleading

spotlight
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In October, a number of mainly
British newspapers and websites
reported that we are on the brink of
finding a cure for HIV. The reports
were based on a trial called the
RIVER (Research in Viral Eradication
of HIV Reservoirs) trial – currently
being conducted by the CHERUB
Collaboration in the United Kingdom.
All 52 study participants in the RIVER
trial are receiving antiretroviral therapy.
Half of them are also receiving a vaccine
and an extra drug called vorinostat.
The hope is that vorinostat will ‘wake
up’ dormant HIV hiding in the body
that the immune system (primed by
the vaccine) would then kill. The trial
is one of a number of trials exploring
potential strategies to cure HIV.
In reaction to the RIVER trial, the
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media made much of the fact that
HIV was undetectable in one study
participant’s blood. However, HIV
becomes undetectable in the blood
of most people who are stable on
antiretroviral treatment. The researchers
don’t know yet whether HIV is hiding
elsewhere in the specific person’s
body and whether it will remain
undetectable when that person stops
taking ARVs. The researchers were
quick to issue a clarification stating,
‘Our study will report in 2018, and
until then we will not know if the
intervention has had an effect.’

What is really happening
with tenofovir resistance?
In January 2016, it was widely
reported that people, especially in
sub-Saharan Africa, are becoming

resistant to the key antiretroviral
drug tenofovir. Tenofovir is part of
the standard first-line antiretroviral
combination used to treat HIV in South
Africa and many other countries.
An alarmist article on the BBC
website reported, ‘HIV was resistant to
the drug Tenofovir in 60% of selected
cases in some African countries.’
The BBC – and other media houses
– didn’t do enough to place the 60
percent figure in its proper context. In
fact, the study (called TeNoRes) only
looked at a very limited sub-set of
people living with HIV – people who
failed first-line antiretroviral treatment.
Among this sub-group, 60 percent were
resistant to tenofovir. This number is
high, but not all that unexpected since
people who fail first-line treatment
almost by definition have some level
of drug resistance. The study excluded

‘An important clarification is that all participants involved in the
study will be expected to have no HIV in their blood because they
are receiving antiretroviral therapy – these are the standard drugs
we use to treat HIV. This does not mean they have been cured
as some headlines have suggested. This does mean that their
immune systems will recover and that they will not transmit the
virus. We look forward to reviewing the final results of this groundbreaking study, but until then should emphasise that we cannot
yet state whether any individual has responded to the intervention
or been cured.’ – Researchers conducting the RIVER trial
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the many people who are currently
taking first-line treatment or who have
not yet started taking treatment.
‘Although this study is important in
providing data for the nature of acquired
drug resistance, the choice of first-line
regimens should be based on levels
of drug resistance among individuals
who have yet to start ART, known as
pre-treatment drug resistance,’ Nathan
Ford and colleagues wrote in The Lancet,
commenting on the TeNoRes study.
‘Although updated data are needed,
available data up to 2013 suggest
that rates of transmitted tenofovir
resistance remain low, at 0.4% in subSaharan Africa.’ (emphasis added)

Efavirenz liver side
effects in context

In August, media widely reported a
University of Cape Town study showing
that the first-line antiretroviral drug
efavirenz has been associated with
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severe liver damage in some very rare
cases. While we do not object to the
study being reported in the media, it
is extremely important that reporting
should be properly contextualised
given South Africa’s history of AIDS
denialism and fear-mongering
about the side effects of life-saving
antiretroviral therapy. Alarmist reporting
could lead to people living with HIV
endangering their lives by stopping, or
not starting, antiretroviral therapy.
The study, published in the highly
respected journal AIDS, described
81 cases of efavirenz-related liver
injury. As a description of these liver
injuries, the study makes an important
contribution to our understanding
of efavirenz. It is important to note,
though, that this was not a study
aimed at establishing how prevlalent
such efavirenz-related injuries are.
Even so, newspapers in the
Independent group reported: ‘About
4 million HIV-positive South Africans

who rely on the states [sic] single dose
antiretroviral treatment (ART) are at risk
of grave liver damage and death due to
elements contained in one of the drugs.’
The four million figure is wrong
on two counts. Firstly, it is not true
that four million people in the public
sector are taking efavirenz. While
the total number of people taking
treatment in the public sector may
be heading toward four million, a
substantial number of them are
taking second-line treatment, which
does not contain efavirenz.
Secondly, and more importantly,
saying that everyone taking efavirenz
is at risk, is sensationalist fearmongering. It fails to place the very
small risk associated with efavirenz in
the context of its life-saving benefits.
While only a minute percentage of
people taking efavirenz will experience
these side effects in their livers, close
to 100 percent will experience the
life-saving benefits of the drug.
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Marcus Low

The recently published outputs of the Thembisa mathematical model of HIV in
South Africa paints a remarkable picture of the history of HIV in this country.
For the period from 1990 to 2015, we’ve plotted five graphs below using the
estimates published on the Thembisa website. For all the graphs, a solid line
indicates data which have been ‘matched’ against available survey data, while a
dashed line represents data that are more uncertain as they are the Thembisa
model’s projections or ‘best guesses’ based on previous trends in the data.

The blue line on this graph shows
the number of new HIV infections in
South Africa by year. The good news
is that the rate of new infections is
decreasing from its peak of around
570,000 per year at the turn of the
century. The red line represents HIV
deaths per year and shows that yearly
deaths peaked in 2005 at around
280,000 and then started declining
(note the similar time that ARVs
became more widely used in the
previous graph). Notice how the red
line is lower than the blue line – in other words, more people are becoming newly infected with HIV than people are dying of
HIV. The result of this, as we will see in the next graph, is that the number of people living with HIV in South Africa is increasing.
(Not shown on the graph: By 2015 a total of around 3.5 million people had died of HIV-related causes in South Africa.)

4. Number of people
living with HIV

This graph shows the number
of people living with HIV in
South Africa. That this number
is continuing to increase is both
a bad and a good thing. As we
can see from the previous graph,
this effect is driven by the still
high rate of new HIV infections
(bad) and by the fact that people
living with HIV are living longer
and no longer dying at the
same rates as before (good).

1. Life expectancy
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This graph shows life expectancy
at birth in South Africa. It shows a
dramatic drop to 53.6 as the HIV
epidemic grew to its peak in 2005.
The impressive increases since then
have been attributed to the wide
rollout of ARVs by the state (see next
graph). This graph also makes it clear
that, impressive as these increases
are, they are mostly just a recovery
to pre-HIV levels. Life expectancy in
1995 was 62; 20 years later in 2015,
it was estimated to again be 62.
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2. Antiretroviral
treatment (ART)

This graph shows the total
number of people in South Africa
receiving antiretroviral treatment.
Comparing this to the previous
graph, notice how dramatically
life expectancy increased as
antiretrovirals (ARVs) became more
widely used from the mid-2000s.

5. HIV prevalence

This graph shows HIV prevalence in
South Africa. It is worth including
here since these figures are often
quoted in the media. Prevalence,
in this case, is an indication of the
percentage of the population who
are living with HIV in a particular
year. Prevalence is driven by the
same forces driving the total
number of people living with HIV
(shown in the previous graph).
The one key difference is that
it also factors in that the total
population of South Africa is
growing. If you extend the model’s
predictions into the future, HIV
prevalence is expected to peak in 2016 and 2017 at 12.8 percent and then starts coming down slowly – but the total
number of people living with HIV is only predicted to reach a peak of about 7.9 million around 2030.
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HIV in SA: Five graphs
that tell the story

3. Number of new
infections and HIV deaths
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SCIENCE: ZERO TB

How do we get to zero TB?

SCIENCE

New HIV infections
in SA declining

Salmaan Keshavjee MD, PhD, ScM Department of Global Health and Social Medicine Harvard Medical School
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We believe most estimates in this
model, up to 2016, provide good
approximations of reality. The model’s
estimates for the future have much
greater uncertainty, given that the
figures cannot be compared to
various sources of real-world data,
as is the case with past figures.
1. In 2016, an estimated 270,000 new
HIV infections will occur in South
Africa (more than 700 a day). For a
decade either side of the year 2000
the infection rate was above 500,000.
Since then it has been dropping, a
trend that is predicted to continue.
2. An estimated 7.1 million people in
South Africa are living with HIV. The
model predicts that this number
will continue to rise over the next
10 years and then stabilise at
around 7.8 million. This continued
rise is due to the combined impact
of people with HIV living longer
due to antiretroviral treatment,
and the rate of new infections
not coming down fast enough.

3. The model suggests that HIV
prevalence in South Africa will
peak in 2016 and 2017 at 12.8
percent. After 2017, a slow decline
in HIV prevalence is expected.
4. Of young women and girls in
the 15 to 24-year age-group in
2016, HIV prevalence is estimated
at 11.1 percent. This figure has
shown a steady decline from a
high of 14.5 percent in 2004.
5. It is estimated that in 2015, 3.3 million
people living with HIV in South
Africa were receiving antiretroviral
treatment – 48 percent of the 7
million people living with HIV in 2015.
The model predicts that we’ll hit
the 80 percent treatment coverage
rate only in 2022. It is also estimated
that by 2015 a total of 4 million
people had started antiretroviral
therapy in South Africa (implying
that about 700,000 people who
started treatment have either
stopped taking treatment or died).
6. In 2016, about 87.5 percent of adults

living with HIV in South Africa knew
their HIV status. For men, this figure
is estimated at 83.5 percent and
for women, 90 percent. The model
predicts that the UNAIDS target
of 90 percent of people who are
HIV-positive knowing their status,
will be reached in 2018. It is the only
one of the three 90s that the model
suggests South Africa will reach.
7. In 2016, around 145,000 people
in South Africa are expected to
die of HIV-related causes. This
figure has been coming down
steadily since it peaked at around
280,000 in 2005 – a trend that the
model predicts will continue.
8. In 2016, life-expectancy in South
Africa is estimated to be 63 years.
The model paints a clear picture
of the toll HIV has taken on South
Africa with, first, the decline from
around 63 in the early 90s, to under
54 in 2005, and then back up to 63
as antiretroviral treatment finally
became more widely available.

Why do so many people die from this
treatable disease? Mostly because
they are not diagnosed in time or do
not receive the correct care. In 2015,
more than 40 percent of the estimated
number of people with TB were not
diagnosed and received no treatment.
An estimated 580,000 people became
sick with multidrug-resistant TB (MDRTB), a disease caused by Mycobacterium
tuberculosis resistant to the two main
drugs of the first-line anti-TB treatment
regimen; only 22 percent of those
individuals received treatment and less
than half were cured. Because the disease
is airborne, those who are not diagnosed
or do not receive the correct treatment,
continue to spread the disease in their
families, communities and places of work.
Until recently, many countries
faithfully adhered to the World Health
Organisation’s (WHO) DOTS strategy to
tackle TB. Introduced in 1993, the DOTS
(directly observed treatment, shortcourse) strategy proposed a limited set
of interventions for low- and middleincome settings, aimed at ‘controlling’
the epidemic. For the most part, the
approach ignored some of the pillars
of TB epidemic control that had nearly
eliminated TB in rich countries: active case
finding (including the screening of close
contacts); rapid treatment of people sick
with any form of the disease, including
drug-resistant strains; and prophylaxis
for individuals with TB infection that
has not yet progressed to disease (e.g.
isoniazid prophylaxis therapy, or IPT).
Why was this the case? Sadly, the

reasons had little to do with science. For
example, as early as 1964, the WHO’s
Expert Committee on Tuberculosis
discouraged the use of IPT outside of rich
countries, ‘arguing that cost, logistical
difficulties, the likelihood of defaulting,
and other concerns all made it unfeasible’
(Macmillan 2015: 195). This decision was
reaffirmed in 1974 by another WHO expert
committee, which, despite overwhelming
data showing the benefits of IPT from
the work of George Comstock and others
in the United States, deemed the use of
IPT ‘irrational’. It was again reaffirmed
in 1982 because of fears that treating
TB infection would divert resources
away from tackling active disease.
The WHO and its partner, the
International Union Against Tuberculosis
and Lung Disease (IUATLD), argued then
that ‘in practice [IPT] has virtually no role
in developing countries’ (ibid). Similar
arguments – based primarily on dogma
about cost and the belief that countries
outside the ‘global north’ would not be
able to deliver more than a rudimentary
level of care to their populations – were
made about active case-finding and about
the treatment of MDR-TB. Instead, the

DOTS strategy relied on passive casefinding – waiting for the sick to make it to
a clinic – as well as diagnosis with sputum
smear microscopy, a low-sensitivity test illsuited for the diagnosis of children, people
co-infected with HIV, people with extrapulmonary TB, and those with disease
caused by drug-resistant bacteria. While
the policies of the WHO have changed in
some of these areas, systems built around
delivering the DOTS strategy have not.
The result of ignoring these important
facets of TB epidemic control – both a
moral and scientific failure – has been the
death of millions and a largely unabated
epidemic. Over the last decade, the
decline in TB has been paltry: roughly 1.5
percent per year. If this trend continues,
this means that it will take approximately
200 years for the global TB rate to reach
the level seen today in North America
and Europe. It does not have to take this
long. In order to change this trajectory,
countries like South Africa, India, China,
Russia, Brazil, Indonesia, Kenya, Peru,
Pakistan and many others, must take the
bold step of instituting a comprehensive
package of tried and tested approaches
to stopping the TB epidemic.

The result of ignoring these important
facets of TB epidemic control – both
a moral and scientific failure – has
been the death of millions and a
largely unabated epidemic.
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The latest estimates from the Thembisa mathematical model of the HIV
epidemic in South Africa were recently published by Leigh Johnson,
Rob Dorrington and Haroon Moolla of the University of Cape Town.
The Thembisa model provides what we consider to be the most reliable
estimates of HIV prevalence (the percentage of the population who are
living with HIV) in South Africa. You can find the model outputs and more
information about the model at www.thembisa.org.
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Tuberculosis (TB) has surpassed HIV/AIDS as the biggest infectious
killer of adults worldwide. In 2015, an estimated 10.4 million people
became sick with the disease – one million of whom were children – and
1.8 million people died. That’s one person dying every 18 seconds from a
disease that has been largely treatable since 1948.
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TB awareness march in Cape Town, March 2015

TREAT means ensuring that people
sick with TB get the quickest correct
treatment for their TB, regardless of
whether they have a drug-sensitive
or drug-resistant strain. The correct
treatment of the disease stops people
from dying, from having long-term
sequelae from the disease, and
stops transmission. Studies from the
1950s, 1960s, and even recently, have
shown that if a sick person is started
on the correct therapy – a therapy
capable of killing the strain of TB
with which he or she is infected – he
or she is no longer infectious. Part
and parcel of this is ensuring rapid
and ready access to new anti-TB
drugs and fast-tracking research
on shorter and more efficacious
regimens. One can never forget
that TB leads to an almost certain
death – like many cancers – so the
risk of initiating treatment with new
drugs or drugs with adverse events
is far outweighed by the benefits.

PREVENT means engaging in a set
of activities that will help stop the
transmission of TB. First, it is critical to
ensure that infection control measures
are taken in health-care facilities so that
TB does not spread. Second, it means
ensuring that individuals infected with
the TB bacillus, but who are not yet sick
with TB disease, receive post-exposure
treatment that will prevent their
infection from progressing. Pathbreaking
studies from the 1960s showed that
prophylaxis after infection – coupled,
of course, with active case finding and
treatment of people sick with TB – not
only helped bring down the rates of TB
dramatically, but reduced TB deaths for
at least 20 years after the intervention.
As we know, TB is a disease that
moves preferentially among the
poor, the malnourished, and the
immunocompromised. People with
HIV coinfected with TB have a 5 to 10
percent chance each year of becoming

sick with TB; malnourished people with
a low body mass index (BMI) have a
tenfold risk of getting TB. This means
that treatment and prevention will
require ensuring that people sick with
TB and those receiving post-exposure
treatment have enough food to eat, that
they have access to appropriate housing,
and that their co-morbid conditions
(e.g. HIV, diabetes, malnutrition) are
cared for. Because TB is itself a driver of
poverty, prevention also requires health
systems to engage in a multi-sectoral
approach, including linking people
and families sick with TB to innovative
poverty-alleviation mechanisms.
The interventions that are part of
the SEARCH, TREAT, and PREVENT
(S-T-P) strategy will take a major
push, and many will be tempted to
implement them piecemeal. This would
be a mistake. Both global experience
and mathematical models suggest
that deploying these interventions in
combination will rapidly lower both
TB cases and deaths. Creating systems
capable of implementing the S-T-P
strategy will require resources, and
in many cases, reorganisation and

integration of activities with other
programmes. If done properly this
will not only move us rapidly towards
eliminating the scourge of TB, but the
systems developed can be used to give
care to people with asthma, diabetes,
hepatitis C, and a number of other
diseases. Taking the correct steps to
end the TB epidemic is vital to building
our collective capacity to provide high
quality universal health care.
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SEARCH means to actively find people
sick with TB, as well as those infected
with TB but who are at high risk of
becoming sick. Finding those people
who are already sick with TB is critical
because they are infectious and continue
to spread the disease in their families
and communities. Finding out who has
been infected or exposed to TB – and
who may later become sick – is also
a critical part of searching. Data have
clearly shown that people infected with
TB have at least a 5 percent chance of
becoming sick with active disease within
the first two years after infection. That’s
one in twenty people that will get the
disease and continue to transmit the
disease in families and communities,
even after the original index patient
has been treated. Thus, stopping the
epidemic means finding these people
and offering them post-exposure
treatment. Where does one find
individuals at most risk of developing
TB? Again, the data are quite clear:
people living in the household of a TB
patient have a 1 to 5 percent chance of
having active TB; those seeking care in
general health-care facilities have a 5
to 10 percent chance of having active
TB; and individuals receiving HIVassociated care have a one to 25 percent
chance of having active TB. There are
other high-risk groups – such as people
working in mines, garment factories,
or spending considerable time in other
over-crowded areas – but households
and health-care facilities are certainly
an important place to start looking.
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So what should be done? This comprehensive approach, which has been
outlined by scholars and practitioners from 11 countries in a series in
The Lancet called How to Eliminate Tuberculosis, is conceptually simple,
but requires that we rethink the way we are struggling against TB. The
series outlines how we should clearly know the TB epidemic, using data
and deploying epidemic control strategies as needed to different hotspots.
It also outlines a strategy of three interlinked components: SEARCH,
TREAT, and PREVENT.
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CLINTON HEALTH ACCESS INITIATIVE

By Mluleki Marongo, SECTION27 Researcher
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If you call an ambulance in Johannesburg, there’s a good chance you
will be in a hospital within 45 minutes; if you call an ambulance in rural
Eastern Cape, you will probably die before it arrives. Sadly, that has been
the case for decades.
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During 2013, the community of Xhora,
in the Xhora Mouth Administrative Area,
lodged a complaint with the South
African Human Rights Commission
(SAHRC) regarding the unavailability
of ambulances in their community.
In June 2014, the Eastern Cape
Health Crisis Action Coalition made a
submission to the SAHRC investigation
into emergency medical services
and planned patient transport in the
Eastern Cape. The investigation by
the SAHRC culminated in a provincial
hearing in which it invited officials from
the Eastern Cape Health Department
(ECDoH), the Eastern Cape Department
of Roads and Public Works, the Eastern
Cape Provincial Treasury and more than
seven communities, including Lusikisiki
and East London. On 1 October 2015,
the SAHRC issued a report in which
it stated clearly that the ambulance
service in the Eastern Cape did not meet
the human rights obligation of the
ECDoH. It then detailed ways in which
the ECDoH should remedy the situation.
After the SAHRC hearing, the
Coalition has been travelling to all the
communities that participated in the
hearing, and to other communities, to

establish whether access to emergency
medical services and patient transport
in the Eastern cape has improved. The
Coalition has spoken to and collected
evidence, in the form of statements,
from people living in Lusikisiki, Port St
Johns, Mqanduli, Xhora mouth, Isilatsha,
East London, Nier villages in Peddie,
and on the outskirts of Port Elizabeth.
On the whole, the statements paint a
picture of death and dying in the Eastern
Cape. Families, surviving on social grants
resort to hiring private vehicles when in
need of emergency medical services, or
die in their homes because ambulances
never arrive. Those who hire vehicles
sacrifice an average of R800 for a single
trip to their closest hospital, giving
the patient a chance of survival, but
plunging the family deeper into poverty

as the money used depletes funds for
other household necessities, like food.
Three years into the investigation
by the SAHRC, people are still living
in the same conditions that existed
when the investigation started, and
even decades before that. Some people
have told us they have never seen an
ambulance before, and others have
reported that it took more than five
hours for an ambulance to arrive.
Furthermore, because of the bad
conditions of the roads leading to
their homes, these patients often face
a 10- to 20-minute walk to meet the
ambulance that can’t reach their homes.
Where lives are at risk and human
rights are at stake, how is it that in 2016
the biggest emergency many face is
not having access to an ambulance?

Some people have told us they have never
seen an ambulance before, and others
have reported that it took more than
five hours for an ambulance to arrive.

By Celicia Serenata

The recent articles in the (mostly) American media, but now propagated
on social media, alleging that the Clinton Health Access Initiative (CHAI)
– under the banner of the Clinton Foundation – used its influence to
peddle cheap and defective drugs to Africa leaves me at times speechless,
and other times filled with rage.
I am a former CHAI employee but,
more importantly, I worked alongside
CHAI (then called the Clinton HIV/
AIDS Initiative) in 2003 when it sprang
into action to assist the National
Department of Health to develop
an ART rollout plan for South Africa
following a meeting between Presidents
Thabo Mbeki and Bill Clinton.
This support caused much chagrin
to the then Minister of Health,
Manto Tshabalala-Msimang, who
deeply resented their presence in
the country. However, for deeply
committed public servants such as my
colleagues (notably Nono Simelela
and Vishal Brijlal) and I, this offered
an amazing opportunity to develop
a plan informed by the experience of
such luminaries as Eric Goosby, Paul
Farmer, Ric Marlink and Bruce Walker.
Having supported similar efforts in
other countries in Africa (e.g. Rwanda),
the presence of a host of prominent HIV
clinicians informing local clinicians of
best practices that could work locally,
was invaluable. If that was all they
brought to the effort of expanding
ART in South Africa, that would have
been enough. But CHAI went further,
using its business acumen to negotiate
with ARV manufacturers to bring down

the cost of these life-saving drugs. In
2004 a year of treatment cost more
than $2000. Today that cost is a little
over $100 in South Africa. Having
access pricing in place for ARVs, and
expanding the markets for Indian
generics, is largely due to the efforts
of a small team of dictated CHAI staff
negotiating prices at the global level,
supplemented by country-level activities.
CHAI was instrumental in assisting
the National Department of Health to
put in place new processes for tendering
drug prices, especially around the
use of reference pricing. In December
2010, Health Minister Aaron Motsoaledi
announced that the new ARV tender
resulted in a 53 percent saving – meaning
that we could treat more people with
the same amount of money than was
available for the previous two-year tender.
During the time I worked for CHAI, I
was briefly posted in Vietnam. Though
the size of the epidemic is very small
(fewer than 300,000 people living with
HIV among a population of 90 million),
CHAI recognised that the response in
Vietnam was inadequate to address
those most vulnerable – children.
CHAI paid for all paediatric ARVs
used in Vietnam for several years.
Despite these examples, there is

often little known about the role of
CHAI in South Africa, and elsewhere.
This is because CHAI rarely issues
press releases, and when it does, it is
generally in collaboration with another
organisation, such as UNITAID and
the Gates Foundation. CHAI always
puts the national government at
the forefront of the achievements,
because it believes that, though its
assistance may be transformative,
ultimately it is governments that do
the heavy lifting, and that deserve
the credit for achievements. This
approach has made it popular with
donors and recipient countries.
I no longer work for CHAI, but I
remain committed to its values, and
affirm that these stem from the way
President Bill Clinton and long-time
CEO, Ira Magaziner, initially established
the Clinton Foundation, and CHAI,
and the leadership they have shown
since. I am proud to have worked for an
organisation that did so much for those
in need, and am incensed at innuendo
that devalues the work of thousands
of people over the past 14 years.
This piece is written in Celicia Serenata’s
personal capacity and does not
reflect the views of Wits RHI, where
she is Technical Head: Optimize.
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Ambulance emergency
in the Eastern Cape

spotlight

HEALTH IN THE EASTERN CAPE

Setting the record
straight about the Clinton
Foundation’s work

71

ACCESS TO MEDICINES

UN green-lights patent
law reform in SA

The pharmagate plot involved the
setting up of a front organisation
in South Africa that, while
superficially appearing to be
home-grown, would actually be
run from the United States.

UN recommendations
of particular relevance
to South Africa
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In each case below we’ve indicated
the government departments
responsible for implementing
these UN recommendations:
• DTI – Trade and Industry
• DoH – Health
• DST – Science and Technology
• DIRCO – International Relations
• MCC/SAHPRA – Medicines Control
Council/South African Health
Products Regulatory Authority
• CIPC – Companies and Intellectual
Property Commission
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1. Key recommendations
relating to patent laws
• ‘World Trade Organisation (WTO)
Members must make full use of the
Agreement on Trade-Related Aspects
of Intellectual Property Rights
(TRIPS) flexibilities as confirmed by
the Doha Declaration to promote
access to health technologies when
necessary.’ (DTI, DoH and Presidency)
• ‘WTO Members should make full use of
the policy space available in Article 27
of the TRIPS Agreement by adopting
and applying rigorous definitions
of invention and patentability that
are in the best interests of the

public health of the country and its
inhabitants. This includes amending
laws to curtail the evergreening
of patents and awarding patents
only when genuine innovation has
occurred.’ (DTI, DoH and Presidency)
• ‘Governments should adopt and
implement legislation that facilitates
the issuance of compulsory licenses.
Such legislation must be designed
to effectuate quick, fair, predictable
and implementable compulsory
licenses for legitimate public health
needs, and particularly with regards
to essential medicines. The use of
compulsory licensing must be based
on the provisions found in the Doha
Declaration and the grounds for the
issuance of compulsory licenses left
to the discretion of governments.’
(DTI, DoH and Presidency)
These UN recommendations echo the
key demands of South Africa’s Fix the
Patent Laws campaign (a coalition
of 32 patient groups) and most of
the key positions set out in the 2013
Draft National Intellectual Property
Policy developed by the Department
of Trade and Industry (DTI). The 2013
draft policy was never finalised and
has now been superceded by the 2016
Intellectual Property Consultative

Framework. Whether sufficient political
will exists in the current South African
Government to amend South Africa’s
patent laws in line with these UN
recommendations remains unclear.
2. Key recommendations relating
to R&D investment
• ‘It is imperative that governments
increase their current levels of
investment in health technology
innovation to address unmet
needs.’ (DST, DoH and Treasury)
• ‘Building on current discussions
at the WHO, the United Nations
Secretary-General should initiate
a process for governments to
negotiate global agreements on
the coordination, financing and
development of health technologies.
This includes negotiations for a
binding R&D Convention that
delinks the costs of research and
development from end prices to
promote access to good health for
all.’ (DoH, DST, DIRCO and Treasury)
It is clear that the South African
government must invest much more
money in health-related R&D (see
Mike Frick’s article on page XX). It is,
however, also important for the South
African Government to play a leading

role in embracing the principle of
delinkage and in changing the way
in which governments invest in R&D.
Government can play this role in
two ways. Firstly, by supporting the
development of a binding R&D treaty
at the World Health Organisation,
and secondly, by making sure its
own investments in R&D are made in
line with the principles of delinkage.
(Delinkage means delinking the cost
of R&D from the price we end up
paying for a medicine. In practice
this means paying inventors for
R&D directly, rather than rewarding
R&D with patent monopolies.)
3. Key recommendations
relating to transparency
• ‘Governments should require
manufacturers and distributors of
health technologies to disclose to
drug regulatory and procurement
authorities information pertaining
to: (1) the costs of R&D, production,
marketing and distribution of
health technology being procured
or given marketing approval with
each expense category separated;
and (2) any public funding received
in the development of the health
technology, including tax credits,
subsidies and grants.’ (DTI and DoH)
• ‘Governments should establish and
maintain publicly accessible databases
with patent information status and
data on medicines and vaccines. This
information should be periodically

updated and consolidated by WIPO
in collaboration with stakeholders
to develop an international, easily
searchable database which should
include: (1) standard international
common names for biological
products; (2) international nonproprietary names for products,
either as known at the time of
application or after the granting
of a patent; and (3) dates of grant
and expiry.’ (CIPC and DTI)
• ‘Governments should require that the
unidentified data on all completed
and discontinued clinical trials be
made publicly available in an easily
searchable public register established
and operated by existing mechanisms
such as the WHO Clinical Trials
Registry Platform, ClinicalTrials.gov
or in peer reviewed publications,
regardless of whether their results
are positive, negative, neutral or
inconclusive.’ (MCC/SAHPRA and DoH)
These recommendations have
implications for a wide variety of
government departments. What
they have in common, though, is
that the public interest – in this case
accessing safe and effective medicines
at reasonable prices – would be best
served by maximum transparency in
all these spheres. The South African
Government must follow the lead
taken by other countries in dealing
with these issues – and, where required
by our Constitution, go even further.

Pharmagate and
political will

In January 2014, the Mail & Guardian
broke the story of the so-called
‘pharmagate’ scandal. The pharmagate
plot involved the setting up of a front
organisation in South Africa that,
while superficially appearing to be
home-grown, would actually be run
from the United States. The aim of
the plot was to delay the finalisation
of the 2013 Draft National Intellectual
Property Policy until after mid 2014.
The objectives of the pharmagate plot
were met and exceeded. South Africa
still has no overarching IP policy.
The UN report is scathing about
this kind of pressure. It states: ‘Many
governments have not used the
flexibilities available under the TRIPS
Agreement for various reasons ranging
from capacity constraints to undue
political and economic pressure from
states and corporations, both express and
implied. Political and economic pressure
placed on governments to forgo the use
of TRIPS flexibilities violates the integrity
and legitimacy of the system of legal
rights and duties created by the TRIPS
Agreement, as reaffirmed bythe the Doha
Declaration. This pressure undermines
the efforts of states to meet their human
rights and public health obligations.’
It is now up to the South African
Government to reject such pressure
and to make full use of the window
of opportunity opened up by
this landmark UN report.
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In September, United Nations (UN) Secretary General Ban Ki-Moon released
what is arguably the most important report on patents and medicines in the
last decade. The report urges countries to strike a better balance between the
rights of inventors and the right to health. If the South African Government is
serious about ensuring the health of people living and working in the country, it
will rapidly take steps to implement these UN recommendations.
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Why was Tobeka not
given a chance?
Marcus Low

74

Photos: Anso Thom

spotlight

#16 – December 2016

Tobeka Daki led a protest at the Durban
International AIDS Conference when
activists targeted the Roche stand
demanding a reduction in drug prices.
The Roche stand was covered in bras.

Prior to that in July she joined us at the
International AIDS Conference in Durban
where we protested at the Roche stand.
In March this year Tobeka told her story
to the United Nations Secretary General’s
High Level Panel on Access to Medicines
when the panel was conducting hearings
in Johannesburg. There she told the story
of how in the absence of trastuzumab
her cancer had spread and how the
drug may have prevented the spread.
I remember South Africa’s Director
General of Health Precious Matsoso
telling Tobeka that the department will
make sure that she gets trastuzumab.
Later in March the Fix the Patent Laws
campaign, lead on that day by Tobeka,
picketed the offices of Roche in Pretoria
demanding that the price of trastuzumab
must be dropped to a point where
everyone who needs it can access it. In
April, there was a meeting where Manfred
Heinzer of Roche South Africa told Fix
the Patent Laws representatives that
Roche are also concerned about price and
access and that they were in negotiations
with the Department of Health. As far
as we know those negotiations are still
dragging on. We’ve heard rumours that
Roche may be willing to drop the public
sector price, but whether they will drop it
enough so that all who need trastuzumab
can access it remains unknown.

Whatever negotiations may be
happening behind the scenes, Tobeka
never got trastuzumab. Except for
the rich and public sector patients at
two hospitals in the country, other
women in South Africa with HER-2
positive breast cancer also can’t get
trastuzumab. Right now it is an urgent
problem for many women, not just in
South Africa, but across the world.
Meanwhile, as shown in this Wall
Street Journal article, Roche are posting
fat profits. It seems highly plausible
that Roche could cut the price of
trastuzumab dramatically and still be
very profitable. If that is not the case,
the onus is on them to prove it.
Tobeka had one life. Her two children
had one mother. We had the means to
give her a chance at survival and we
failed her – as we will continue to fail
others. I personally feel bad for not
having done more to help Tobeka.
What is most disturbing though
is the unconcerned attitude and the
lack of basic humanity shown by
people at Roche. It is not as if they
are unaware that many people can’t
access trastuzumab because of its high
price. It is not as if there is no paper
trail of letters and meetings in which
they were made aware. They chose
not to help a dying woman.

Shame on you Manfred Heinzer for not having done more since that meeting
six months ago. Shame on you Severin Schwan (Roche CEO) for insisting
on fat profits while you could save lives by trimming your profits. You could
have given Tobeka a chance, but instead you turned your back on her. Schwan
earned U$12-million (ZAR170-million) in 2015.

spotlight

Tobeka was diagnosed with HER-2 positive
breast cancer in November 2013. In 2014
her doctor wanted to treat her with a
medicine called trastuzumab (brand
name herceptin), but because of the high
cost of the medicine (roughly half-amillion Rand for six months) her medical
aid refused to pay. Due to the cancer
Tobeka couldn’t keep working and lost
her medical aid cover. In the public sector
she couldn’t get trastuzumab either.
In 2015 it was found that Tobeka’s
cancer had spread to her spine.
Then, only a few weeks ago we heard
that she couldn’t walk anymore
and needed a wheelchair. Then, on
November 14 2016, we heard that
Tobeka Daki had passed away.
We do not know whether trastuzumab
would have saved Tobeka’s life –
trastuzumab doesn’t always work. We
do know however that Tobeka was never
given a chance. Even though she was
dying and the medicine existed, she
was never given an opportunity to try
it. Imagine what that must feel like.
I suspect Tobeka knew that she
wouldn’t get trastuzumab in time, but
that didn’t stop her from advocating
on behalf of other women. As recently
as September she came to a picket we
organised outside of the Department of
Trade and Industry’s offices in Pretoria.
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Tobeka Daki was a mother of two from East London in the Eastern Cape. I
knew her as a gentle and shy person – but also a brave and courageous activist.
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Less money for TB research
Mike Frick, Treatment Action Group

The world spent less on tuberculosis (TB) research in 2015 than it did in
2009. This decrease in spending does not track a similar decline in TB
incidence or mortality.
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The Stop TB Partnership estimated that
the world needed to spend $9.84 billion
on TB R&D between 2011 and 2015 to
end TB as a public health threat. Instead,
actual funding for TB R&D amounted to
$3.29 billion, just one-third of this target.
Most alarming, funding for TB R&D fell
in three of the last five years – by $36.5
million in 2012, $12.3 million in 2014, and
$53.4 million in 2015. This downward trend
belies the upward revisions to the extent
of the TB epidemic over the same time
period and points to an acute anemia

BRICS: Half of TB, 4.3
percent of TB R&D

Countries that shoulder the heaviest
burdens of TB are conspicuously
absent from the list of leading TB R&D
funders. Together, the BRICS countries
(Brazil, Russia, India, China, and South
Africa) accounted for nearly half of
all TB cases and deaths in 2015, but
only contributed 4.3 percent of public
financing for TB R&D. In absolute
terms, India led the BRICS countries
with $11.1 million, followed by South
Africa with $3.9 million and Brazil
with $1.9 million. (Despite repeated
requests, the governments of China and
Russia did not return TAG’s survey.)
South African universities – which
conduct some of the world’s most

cutting-edge TB research – received more
funding from the US National Institutes
of Health (NIH) and the Bill & Melinda
Gates Foundation (Gates Foundation)
than from the South African Medical
Research Council or other domestic
agencies. In 2015, the South African
Medical Research Council disbursed $3.1
million in support of TB research (some
of these funds came from budgetary
allocations by the Department of Science
and Technology and the Department
of Health). By comparison, the Gates
Foundation gave $17.5 million to
South African research organisations,
and the NIH gave $3.9 million.

A crisis of political will

The growing recognition that the deficit
of TB R&D funding is a crisis of political
will owes a lot to the unflinching
analysis of South African TB and HIV
activists. After reviewing TAG’s 2015 TB
R&D funding data, Lynette Mabote of
the AIDS and Rights Alliance of Southern
Africa offered this frank diagnosis: ‘There
can be no end to TB without an end to
political indifference in this R&D agenda.’
Mabote’s words echoed a point
Anele Yawa, General Secretary of the
Treatment Action Campaign, made in his
closing speech at the 46th Union World
Conference on Lung Health in Cape
Town: ‘The lack of investment in TB is a
political problem. It is political, because
at its essence it is about governments
not being held accountable for failing
to respond to TB. We are not going
to change it if we accept business as
usual. We can’t win this battle if we
don’t make it a political battle.’

Key UN processes

The tools, frameworks, and platforms
for making TB R&D a political battle
are starting to coalesce. In particular,
two UN-led processes that culminated
in September 2016 have created
unprecedented opportunities for TB
research activists to engage political
leaders on the global stage.
The first is the final report of the UN
Secretary-General’s High-Level Panel
on Access to Medicines, which issued
a formidable set of recommendations
to address the market failures that
have resulted in meager research
funding for diseases like TB.
The second is a political declaration
adopted at the first-ever UN HighLevel Meeting on Antimicrobial
Resistance in which UN member
states expressed a broad intention
to tackle the threat of antimicrobial
resistance through joint action,
including fixing the ‘lack of investment
in research and development’.
The TB field should not let this
flurry of ‘high-level’ activity dislodge
its grounding in the organising and
mobilisation work that must take

place at the country level and in the
communities hit hardest by TB. In the
words of Mabote, there is a need for
‘actionable strategies which support
R&D resource mobilisation’, both
within countries and regionally.
Previous attempts to harness more
support from the BRICS countries for
TB R&D – for example, the 2012 Delhi
Communiqué of the 4th BRICS Ministers
of Health Summit – have resulted in

mellifluous statements about the need
to collaborate without any actual
commitments of funding. Future
statements of intent must come with all
the ingredients of accountability – clear
targets, action plans, and timelines –
that have previously been missing, and
empowered civil societies in the BRICS
countries and elsewhere must ensure
that promises to support TB research are
followed by a real increase in funding.

South African universities – which conduct
some of the world’s most cutting-edge
TB research – received more funding
from the US National Institutes of Health
(NIH) and the Bill & Melinda Gates
Foundation (Gates Foundation) than
from the South African Medical Research
Council or other domestic agencies.
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Only one third of
needed investment

of political will to address TB. The fact
that spending on TB research is falling
as estimates of TB mortality rise is a
damning illustration of how governments
have failed to mobilise against TB.
All sectors – including the
pharmaceutical industry – have an
obligation to fight TB by investing in the
science required to end this epidemic,
but the heavy lift will need to come
from governments. (In 2015, the private
sector spent $86.8 million on TB R&D, 40
percent less than the $145 million industry
invested in 2011.) Over 60 percent of TB
research funding comes from the public
sector, and over half of all public money
for TB R&D from 2011 to 2015 came from
a single country: the United States. This
degree of concentration has produced
a precarious reliance on the political
commitment of a single country.
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The World Health Organisation
(WHO) recently announced that the
TB epidemic is larger than previously
estimated, a grim truth uncovered by
improved surveillance data from India.
More than 10 million people fell ill with
TB in 2015 and 1.8 million died from the
disease, making TB the leading cause
of death from a single infectious agent
globally. Yet research by the Treatment
Action Group (TAG) shows that funding
for research to develop the diagnostic
tests, preventive interventions, and
combination drug treatments needed to
eliminate TB fell for the second year in
a row, landing at US$620,600,596 – the
lowest level of funding since 2008.
The TAG’s 2016 Report on Tuberculosis
Research Funding Trends: No Time to
Lose is the 11th in a series of reports
that track annual spending on TB
research and measure actual spending
against the targeted funding called
for by the Stop TB Partnership’s
Global Plan to Stop TB, 2011-2015.
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