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Information About the People’s Health Summit

People's Health Summit Information Sheet

2 – 4 July 2004, East London

	Molly Slingsby
	PHS Coordinator
	
	083 522 2550 

	EC TAC Office
	TAC
	043 722 2645
	 

	EC Info Office
	East London
	043 722 6015
	 

	Regent Hotel
	Conference Venue
	086 111 5555
	 

	Esplanade Hotel
	
	043 722 2518
	 

	Dorchester Hotel
	
	043 722 4253
	 

	Kennaway Hotel
	
	043 722 5531
	

	Nandi
	Airport Shuttle
	 
	082 663 3087


Take-away options in East London

· NANDO’S 043 743 0255

Nando’s is not walking distance from the hotels. But they have offered to deliver to the hotel if a big order is placed. 

· Steers 043 743 7479

Steers is right next to the hotels. They are open until 10 pm.

· Wimpy 073 722 2898

Wimpy is also a very short walk from the hotel. Their kitchen closes at 6.45 pm every night.

· The Promenade Café 043 722 4536

The Promenade Café is right below the Kennaway Hotel. They are open until 9pm on weekend evenings. They stock home-made pies, baked goods, sandwiches and are also a proper café selling juices, newspapers etc etc.

· The Kwik Spar

The Spar is a 10 min walk down Esplanade Drive. They are open until 2am every weekend night. They have a big food section with chicken and sausage and a bakery.

PLEASE NOTE: The beachfront area of East London is quite deserted at night. Should you walk around at night (i.e. to the Spar), please go in large groups and make sure someone at the hotel knows where you are going. 

Medical Facilities

2 members of the local Red Cross will be on hand throughout the Summit to perform First Aid. 

The co-hosts of the People's Health Summit cannot take responsibility for any loss of property or injury to person during the Summit.

Draft Agenda

(Final agenda will be handed to delegates.)

Fri 2 July OPENING 

18.00-18.15 Welcome to the People's Health Summit

18:15-18:45 Video Screening: History of TAC 

18:45-19:10 Our Struggle for Health (Zackie Achmat)

19:10-19:40 Testimony by Health Care Worker from Lusikisiki (to be confirmed)

19:40-20:10 Testimony from People who Use the Public Health System
20:10-20:40 Government’s Vision of the Health System (to be confirmed)

20:40-21:10 Short Memorial Service (Reverend Ronnie Gqola)

21:10-21:15 National Anthem

Sat 3 July (Starts 8am. Tea: 10:30-10:45, 16:00-16:15. Lunch: 13:00-14:00) 
PLENARY 1: BUILDING A PEOPLE'S HEALTH SERVICE 

8:00-8:10 Introduction to Plenary 

8:10-8:40 The State of the Public Health Service (Sipho Mthathi)

8:40-9:00 Inequalities in the SA Health System (Joe Nkosi, COSATU)

9:00-9:20 Message from the Department of Health (to be confirmed)

9:20-9:50 Report on TAC Clinic Survey (Mario Claasens)

9:50-10:30 Discussion

PLENARY 2: MAKING THE ANTIRETROVIRAL ROLLOUT A SUCCESS 

10:45-11:00 Introduction to Plenary 

11:00-11:30 Report on the antiretroviral rollout (Fatima Hassan, ALP)
11.30-11.40 The Crisis of Public Health Care in the Eastern Cape (Colm Allen, PSAM)
11.40-12.00 Using the ARV Rollout to Build a Better Health Service (Olive Shisana, HSRC)

12.00-12.20 The Role of Nurses in the ARV Rollout (Nurse to be confirmed)
12.20-12.55 Discussion
12.55-13.10 Explanation of Commissions

COMMISSIONS: 14:00 – 17:30 

1. Crisis in the Public Health System: Defining an Agenda for Resolving It

2. Crisis in the Private Sector: Defining an Agenda for Resolving it

3. Mobilising Communities for Antiretroviral Treatment

4. Antiretrovirals for Children & Youth Friendly Clinics

5. Toward's an International Agenda for People's Health

17:30-18:30: Commission facilitators meet to finalise resolutions (Facilitated by AIDS Law Project) 
VOLUNTARY EVENING SESSIONS (20:00 – 22:00)
1. The Health Budget (Nhlanhla Ndlovu, IDASA)

2. The Role of the Medicines Control Council (Precious Matsoso, MCC)

3. HIV Care in a Rural Area (Hermann Reuter, MSF)

4. Explaining National Health Insurance (Neva Makgetla, COSATU)

5. HIV and the Law: Questions and Answers (Facilitated by AIDS Law Project)

6. Detailed Review of the Crisis in Public Health Care in the Eastern Cape (Colm Allan, PSAM)

7. The Struggle for Social Grants (Mzuphela Maseti, LRC)

Sun 4 July (Starts 8am. Tea: 10:15-10:30. Lunch: 13:00-13:30)
8:00-10:15 Resolutions from Commissions

10:15-10:30 Tea

10:30-11:45 Messages from SADNU, HOSPERSA and SACC

11:45-12:15 Making 3 by 5 a Success (Ted Karpf, WHO)

12:15-12:30 Awards Presented to Best TAC Branch Posters

12:30-12:40 Mobilise your Community (Thabo Cele)

12:40-12:55 Announcements

12:55-13:00 National Anthem

13:30-14:30 PRESS CONFERENCE

Press Statement on the People’s Health Summit

Background to the People’s Health Summit 

“I spent the whole day yesterday waiting at the clinic but I was sent home because my turn came too late, so I’m back today even earlier. Maybe someone will see me today, but I will have to come again tomorrow to the pharmacy. I expect to spend the whole week here. I have not been able to tell my work that I am sick yet." 

"I came to the clinic at half-past three this morning. Because this is my first time at this clinic, I have to stand in a queue to get a card, then I have to join the main queue. I expect to be here the whole day." 

These are the words of two patients in waiting rooms with hundreds of other people in public clinics in Cape Town. People wait from early in the morning so that they can be seen before the clinic closes in the afternoon. When they eventually get served, they are seen by a nurse, maybe a doctor, who is likely overworked, undertrained, underpaid, disillusioned and grumpy. If they receive a prescription, they then have to join a long queue for the pharmacy, or even come back the next day. Then instructions on how to use the medicines will be barked hastily to the patient. Often the pharmacy will not have the medicine. Often, the prescription will be for a sub-optimal treatment or paracetamol when something more relevant, such as fluconazole or acyclovir, is required. The situation is certainly not unique to Cape Town, which has some of the better public health facilities in the country. Everyday at almost every public clinic across the country, the same situation occurs. 

Despite being a middle-income country, South Africa has health-indicators that are comparable to the world's least-developed countries. Life-expectancy is approximately 51 and will probably drop further in the next decade. The developing world average life-expectancy is over 64 (UNDP Human Development Report, 2003). In Khayelitsha, three public clinics (one could argue four) serve a population of about 500,000, but according to World Health Organisation standards, there should be ten clinics. To a large extent this is a legacy of Apartheid that has been exacerbated by the AIDS epidemic which would have been difficult to overcome even with the best efforts of government. But government has not committed sufficient resources or demonstrated sufficient political will to resolve South Africa's health crisis. 

In May 1994, the ANC published A National Health Plan for South Africa. The report contained a noble vision for building a healthy country. It commited to the creation of a "single comprehensive, equitable and integrated National Health Service" (pg. 9) "All racial, ethnic, tribal and gender discrimination will be eradicated." (pg. 19) and "Health and health care like other social services, and particularly where they serve women and children, must not be allowed to suffer as a result of foreign debt or structural adjustment programmes" (pg. 19). Ten years later, this vision has faded; it must be recovered. 

Details of the People’s Health Summit 

It is against this background that the TAC is co-hosting a People's Health Summit in East London from 2 to 4 July with nursing unions, SADNU and HOSPERSA, the Public Service Accountability Monitor (PSAM), the Eastern Cape Provincial Council of Churches (ECPCC) and the Rural Doctors Association of South Africa (RUDASA). The TAC hopes this conference will make a difference for two reasons: First, the delegates and speakers will primarily be nurses, doctors and public health system users who experience both its shortcomings and its positive qualities first-hand on a regular basis. Second, the purpose of the summit will be to mobilise an ongoing campaign driven by communities to address the problems of health-care in South Africa. Representatives from government, academia, labour, civil society, private medical care and business have also been invited to participate in the Summit. They have an essential role in resolving the crisis of South African health-care. 

The antiretroviral treatment rollout, with its associated services (including VCT and a public education campaign) is the most important health intervention for reducing the impact of HIV. The rollout offers an opportunity to address many of the problems in the public health system and, if properly implemented, it will reduce the burden of disease on the system. But if the problems of underfunding, understaffing, overpricing of medicines by pharmaceutical companies, poor conditions of service for health-care workers, medicine shortages and derelict clinics are not addressed, the success of the rollout will be very limited. Therefore the TAC views the campaign for a People's Health Service as the logical continuation of our work of the last five years. 

It is not coincidental that the summit is being held in the Eastern Cape. Indeed, it would be much more convenient and cheaper to hold the summit in Durban, Johannesburg or Cape Town. But the Eastern Cape has one of the most dysfunctional health systems in the country coupled with a civil service that is failing to deliver. Eastern Cape Health-care workers, patients and TAC members will comprise the bulk of the delegates. Testimonies from the frontline of the Eastern Cape health service will be heard and particular attention will be paid to addressing the problems of this province. Inequality in health-care expenditure, resources and facilities across provinces will also be examined at the summit. 

A Tale of Two Systems 

· In 2001, there were approximately 7 million medical scheme beneficiaries, about 16% of the population. About 38 million South Africans either used the public health sector or paid for private health care out of pocket. 

· In 1997, per capita health care spending for medical aid beneficiaries was 4.5 times public sector users. In 2002/3, it was more than 7 times greater. 

· Number of active doctors in 1999: Private: 20,782; Public: 8,587 

· Number of active dentists in 1999: Private: 4,116; Public: 271 

· Number of pharmacists in 1999: Private: 8,891; Public: 1,011 

· Percentage of registered nurses and midwives in the public sector: approximately 66% 

(Sources: South African Health Review 2002 and Human Resources for Health: A National Strategy, 1999) 

Private sector users are increasingly paying more for fewer services. Anglo American's Clem Sunter, was quoted by ThisDay as saying at the recent Board of Health Care Funders' Annual General Meeting that private health-care in South Africa is exclusive and efficient. We agree with Sunter that it is exclusive, but it is also very inefficient. Certainly the experiences of the patients quoted at the top of this statement are not a feature of the private health care system. Waiting lists, where they exist, are short and world-class treatment is available for serious ailments, for those who can pay. But the private health-care system is characterised by over-servicing, excessively high medicine and theatre prices and perverse incentives. Receiving quality treatment for sexually transmitted infections and HIV in the private sector is a hit-and-miss affair with many doctors being insufficiently trained to deal appropriately with these diseases. 

Objectives of the People’s Health Summit 

The People's Health Summit will focus on the following key issues: 

· Assess the antiretroviral treatment rollout; 

· Identify how to build greater involvement of communities with the delivery of health services, with emphasis on the antiretroviral rollout; 

· Ensure that national, provincial and local governments comply with their constitutional obligations to ensure that all people in South Africa have access to health care services that respect their autonomy and dignity; 

· Highlight the health inequities between the public and private sectors, between rural and urban areas, and between provinces; and 

· Examine the Eastern Cape's dysfunctional public health-care system. 

International Solidarity 

Poor, dysfunctional health systems are a problem throughout Southern Africa. We believe that all SADC countries can learn from each other's experiences. Furthermore, as the world becomes more globalised and labour becomes more mobile, the problems of health-care services throughout the region have become interlinked. Therefore, the TAC is inviting representatives from the Pan African Treatment Access Movement to participate in the summit. Speakers from international organisations, such as the World Health Organisation, have also been invited. 

Health Systems

South African Health Rights, Law and Policy Manual

Chapter One: Draft – not for photocopying or circulation except to People’s Health Summit delegates.  Not for quotation.

Introduction to Health and the South African Health System

M J Heywood

AIDS Law Project
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What do we mean by health?

In the early twentieth century H. I. E. Dhlomo, an African writer from KwaZulu-Natal, wrote a short play called “Malaria”.  In a poem introducing the play he complained that:

“In slums and shanty towns the children cry

And die – they die who earth should beautify!

In barracks and shacks grown people sigh

And die – they sleep who Wrong should rectify!

And superstition, ignorance and fear

Our rural areas stalk

Our efforts mock and balk

Year after crippling year.

Where should be laughter,

We witness slaughter!

Where fruitful toil and health –

Decay, despair and death!”

Dhlomo’s poem captures how important health – and an understanding of health – is to human development.  This is even more so in the 21st century.  Human beings are complex organisms made up of many separate but inter-linked organs and parts.  The proper functioning of each of these parts gives us our health.  Health may mean “being free from disease” or incapacity.  We depend on being healthy in order to live our lives to the fullest: to work, to have many types of enjoyment, to think and to have sex and children. 

But unfortunately, each of the parts of our bodies is vulnerable to many different types of disease, or other risks such as injury.  The causes of disease vary.  Diseases that can be transmitted between humans are called “communicable” or “infectious” diseases.  They are usually caused by viruses, such as the human immunodeficiency virus (HIV), or bacteria, such as tuberculosis (TB).  There are also diseases that are not infectious (known as non-communicable diseases) such as cancers, heart disease and diabetes, as well as those caused by the environments we live in or the way we live our lives, such as whether we smoke tobacco or drink alcohol. 

Because there are many causes of disease there are also quite a number of definitions and components of health.  The components of health include “physical health”, “mental health”, “sexual and reproductive health”, “occupational health” and “environmental health”.  There are many divisions of medicine that specialise in each of these areas.

Our mental health is also very influential on our general health.  Whether we live in dignity, with the right to make choices and the ability to control our own bodies, can also have a big effect on health.  Similarly, if we live in an environment that is clean and where everyone has access to clean water and nutrition, it is likely that we will be healthier.  For example, in England during the nineteenth century, the greatest advances in health and reductions in diseases such as TB came alongside improvements in people’s living conditions.
  That is why the rights to dignity, a clean environment and food security are important for health. 

For the same reason, people often suffer poor health and disease when they live or work in situations where their rights are not respected.  In South Africa, tens of thousands of mineworkers lost their lives and health because of conditions on the gold mines.  Today, people are most at risk of cholera when they live without access to clean water or flushing toilets.  Similarly, the risk of HIV infection is much greater amongst people who do not have access to information, who are poor, and who as women do not have full control over their own bodies.

What are health rights?

For several centuries, many governments of the world have accepted that part of a state’s duty is to provide services to protect and improve the health of its citizens.  In 1948, however, the Universal Declaration of Human Rights, specifically stated that everyone:

“has a right to a standard of living adequate for the health and well-being of himself and his family, including food, clothing, housing and medical care and the necessary social services.” 

Unfortunately, the principle that health is a human right is still not accepted by many governments of the world, including in countries like the USA.  Historically it was not accepted in South Africa by either the colonial government of Britain, the governments of the Boer republics or the apartheid government.  For centuries, the extent of access to health care services in our country was largely determined by a person’s race or class.  As a result, black people and poor people in South Africa suffered a great deal of ill health, being denied medical services and information about health.

However, since the advent of democracy in 1994, the Constitution of the Republic of South Africa has included a Bill of Rights that “enshrines the rights of all people in our country and affirms the democratic values of human dignity, equality and freedom”.  The rights to life, human dignity, privacy, housing, education and access to information are all important for good health.
  But, given our history, it is also important to be aware of how the right to equality and non-discrimination is related to health.  Today people can no longer be denied health services because of their race, or gender, or religion.  Also, people cannot be denied health services because they have an illness, which is what often happens to people with HIV/AIDS.

In addition the Constitution specifically says that government has a legal duty to “respect, protect, promote and fulfil” people’s human rights.  In particular it says that:

“Everyone has the right of access to – 

(a) health care services, including reproductive health care;

(b) sufficient food and water; and

(c) social security, including, if they are unable to support themselves and their dependants, appropriate social assistance.” 

It is important to note here how the drafters of the Constitution did not see health care in a narrow way as just medicines or clinics, but linked health to access to food, water and social grants (social security).  In addition, the Constitution says that government has a duty to “take reasonable legislative and other measures, within its available resources, to achieve the progressive realisation of each of these rights.”  This means that the right to health care does not mean that any person can demand and receive whatever type of health care they want!  

Government has to raise money for publicly provided health services through taxes. It has a duty to make sure that the money that is spent on health is spent properly and rationally.  Allowing one person a very expensive operation may deny to one hundred other people more effective types of preventative health interventions, such as vaccinations against certain viruses.  This is sometimes called triage.  This is why government adopts policies and laws that explain people’s rights to health care.

Despite this, there will continue to be disputes about whether government is acting in accordance with its constitutional duties when it comes to the right to health.  Some of these disputes can be raised and hopefully solved in debates in Parliament, or by making submissions to the Health Department.  But when this fails, then it falls upon the courts to interpret the Constitution and to explain precisely what is the meaning of and the duty of government in relation to the right of access to health care services.

Chapter Four of this manual explains fully the meaning of the constitutional right to health.  At this point it is just important to note in passing that in South Africa there have been two very important Constitutional Court judgments about access to health care:

· In the first judgment in 1998, the Constitutional Court said that the KwaZulu-Natal government was right to set criteria that limited access to kidney dialysis, because of the high cost of this type of care and the need for governments to have reasonable plans for spending its health care resources.  This case is known as Soobramoney.

· In the second judgment in 2002, the Constitutional Court said that government was wrong to restrict access to the antiretroviral medicine nevirapine, which is effective in reducing the risk of mother-to-child HIV transmission, to a limited number of “pilot sites”.  It ordered government to develop a comprehensive plan to make the medicine available to all pregnant women with HIV, and to stop preventing health care workers from administering it where this could be done safely and effectively.  This case is known as the Minister of Health versus TAC.
What is the relationship between health rights, law and policy?

In a democracy such as ours, the Constitution says that the government must be elected in “free and fair” elections once every five years.  Our elected government is thereafter entrusted with the primary responsibility for “respecting, protecting, promoting and fulfilling” the human rights in our Constitution, as well as internationally accepted human rights.  This means that every government department has to make sure that its policies and programmes respect human rights.  The Minister of Health, who is a member of the Cabinet (also known as the Executive), is responsible for the overall management and success or failure of South Africa’s health programmes.

A legal framework that explains people’s rights of access to health care is developed mainly through law and policy that: 

· Deals directly with the health system – such as the National Health Bill, which explains the overall way in which the health system should work (see Chapter 2); 

· Deals directly with certain aspects of health – such as laws governing the termination of pregnancy (TOP), smoking or the regulation of medicines (see Chapter 6); or

· Does not relate directly to health, but has an impact on health – such as laws governing the environment, trade and the protection of intellectual property (see Chapter 9).

There are also many policies that deal with health care, such as policies on voluntary counselling and testing (VCT), breastfeeding or mental health.  Government also passes laws that set up statutory institutions that are given responsibility for overseeing aspects of health, such as:

· The Health Professions Council of South Africa (HPCSA), which has responsibility for making sure that doctors respect the rights of their patients;

· The South African Nursing Council (SANC), which oversees the registration and conducts of nurses; and

· The Medicines Control Council (MCC), which has a duty to register medicines for use in South Africa and ensure that they are safe and effective to use.

Not only governments can protect and promote health rights.  There are many voluntary associations, community groups and NGOs whose work also has an impact on the realisation of people’s rights to health care.  Because governments are often under pressure to meet competing social demands, or because they may be corrupt, it often requires civil society to put pressure on governments to respect, protect, promote and fulfil people’s health.  Unfortunately, health rights are most likely to be ignored or violated when civil society is weak or oppressed, such as under apartheid or under corrupt dictatorships in countries like Haiti or Zimbabwe.

Examples of civil society action include the work of the Treatment Action Campaign (TAC) in South Africa, which successfully created pressure on government to introduce an antiretroviral treatment plan in 2003; and the campaign against the damage being done to the environment by oil companies in Ogoniland in Nigeria, which was led by people such as Ken Saro Wiwa.
  There are also a range of international NGOs that campaign for people’s health, such as the World Medical Association and Médecins Sans Frontières (MSF).

1. Health rights under apartheid

In 2004, ten years after the advent of democracy, South Africa is still recovering from systematic violations of the right to health that took place “legally” from 1948 onwards under apartheid.  Even before that, colonial governments had discriminated against people on the grounds of race for centuries.  Under apartheid, legally enforced discrimination against black people had a serious negative impact on people’s health as a result of:

· Social conditions that caused ill health

· Segregation of health services
· Unequal spending on health services
· The failure of professional medical bodies and civil society to challenge apartheid health
Social conditions that caused ill health

Before and during apartheid, the migrant labour system deliberately drew African people to the cities as workers for industry and the mines.  But under the Pass Laws, the very same black people were not allowed to reside in “white” urban residential areas unless they had permission to do so.  As a result, millions of people were forced to live in townships where there was less clean water, electricity, or access to health care services such as clinics and hospitals. 

The migrant labour system had a negative impact on health in other ways too.  It led to millions of men leaving their homes and families to live in single-sex hostels in urban areas.  This had an impact on mental health and contributed to problems such as alcoholism.  It also led to epidemics of illnesses such as TB, which spread rapidly due to overcrowded living conditions in the hostels. The growth of commercial sex work (prostitution) and epidemics of sexually transmitted infections (STIs) – and later HIV – was due to a combination of migrant labour and poverty.

The overall effect of apartheid policies was to make black people more at risk of illness – but less able to get health care. Thus, in 1978, typhoid fever was 48 times more common among black people than among white people; in 1971 deaths from diarrhoea were 100 times more common among black children than among white children.

The Segregation of Health services

The apartheid government passed special laws and policies that enforced racial inequality in access to health care services.  South Africa’s health departments were divided into white, coloured, Indian and black.  In addition, the provinces and the “Bantustans” had separate health departments.  This led to great inequalities in access to health services.  Below are some examples:

· In 1990, the number of doctors to patients in urban areas was 1:900; in rural areas it was 1:4,100.

· In 1987, the number of white dentists per person in the white population was 1:2,000; for blacks it was 1:2,000,000.

Black people were prevented from training as doctors or dentists, and black nurses were not allowed to supervise white nurses, even if they were more qualified.  Petty apartheid was so stupid that in “white” hospitals black doctors were not allowed to wear white doctors coats, or examine white patients!

Unequal spending on health services

In addition to the laws that denied people the right to health, the apartheid government spent less money on black people’s health than on white people.  Below is a table that shows health spending (expenditure) per person per year according to race in 1985 and 1987:

	
	1985
	1987

	Africans
	R115
	R137

	Coloureds
	R245
	R340

	Indians
	R249
	R356

	Whites
	R451
	R597


In 1982, the entire health budget for KwaZulu, then a “semi-independent” Bantustan under the leadership of Mangosuthu Buthelezi, was equivalent to the entire budget for the Johannesburg General Hospital!

The failure of professional medical bodies and civil society to challenge apartheid health

This chapter has already referred to the important role that civil society can and must play in protecting and promoting health rights.  Although there were some brave individual health workers, such as Dr Nthatho Motlana and Dr Wendy Orr, on the whole health professionals failed to challenge apartheid health.  Most white health workers either collaborated with the system or did not oppose it.  

This meant that for over 40 years an environment that encouraged disease was created for most black people.  The lack of health services, or medicine, helped to create a culture of ill-health – one where people did not seek early diagnosis of illness or treatment – simply because they could not get it.  Creating a culture of health-seeking behaviour (rather than ill health tolerating) remains a great challenge for today.

In some cases, such as the murder of political activists like Steve Biko in 1977, doctors even helped the police to cover up their crimes.  In 1998, the Truth and Reconciliation Commission (TRC) found that:

“the health sector, through apathy, acceptance of the status quo and acts of omission, allowed the creation of an environment in which the health of millions of South Africans was neglected, even at times actively compromised, and in which violations of moral and ethical codes of practice were frequent, facilitating violations of human rights.”

The state of health and the health system inherited by democratic South Africa in 1994

After South Africa’s first democratic election in 1994, the new government inherited great inequalities in health,
 such as the inequalities in the burden of disease across races.  Whilst white people were relatively healthy under apartheid, black people experienced higher rates of infectious or transmissible diseases such as TB and HIV/AIDS, and diseases of poverty such as kwashiokor.  This was reflected in what is called the crude mortality rate:

	Deaths per 10,000 people in 1989 – according to race 

(Department of Health and Population Development, 1992)

	Africans
	83 per 10,000

	Coloureds
	77 per 10,000

	Whites
	67 per 10,000

	Indians
	44 per 10,000


Other inequalities include those relating to access to health services between urban and rural areas, and between South Africa’s nine new provinces.  A detailed report of the distribution of health care human resources in South Africa in 1994/1995 found that 63% of public sector doctors, 70% of dentists and 61% of pharmacists were located in just two provinces – Gauteng and the Western Cape.  In one Bantustan, Lebowa (now a part of Limpopo), the ratio of doctors to the population was 1:33,000 people.

A great inequality also exists between the quality of health services in the public health system, which is paid for with tax revenue, and the private health system, which is largely paid for by employers and individuals who can afford it.  Thus in 1994/1995, although the private sector served only 20% of the population, it had 58% of medical doctors, 89% of dentists and 94% of pharmacists.

A vision for health as a human right

Good health and access to health care services are essential for people’s rights to dignity and life.  Long before 1994, the African National Congress (ANC) and other progressive organisations developed an alternative framework for the provision of health care that was based on racial equality and human rights.  This started with the Freedom Charter, which was drawn up at the famous Congress of the People in Kliptown in 1955. 

In respect of health, the Freedom Charter proclaimed as follows:

“A preventive health scheme shall be run by the state;

“Free medical care and hospitalisation shall be provided for all, with special care for mothers and young children;

“Slums shall be demolished, and new suburbs built where all have transport, roads, lighting, playing fields, crèches and social centres;

“The aged, the orphans, the disabled and the sick shall be cared for by the state”
When the ANC came to power in 1994, it promised to implement the principles of the Freedom Charter, and set these out in more detail in a policy document known as the Reconstruction and Development Programme (RDP).  The RDP recognised that:

“The mental and physical health of South Africans has been severely damaged by apartheid policies and their consequences. The health care and social services that have been developed are grossly inefficient and inadequate. There are by international standards, probably enough nurses, doctors and hospital beds. South Africa spends R550 per capita per annum on health care. This is nearly ten times what the World Bank estimates it should cost to provide basic public health care services and essential clinical care for all, yet millions of our people are without such services or care. Health services are fragmented, inefficient and ineffective, and resources are grossly mismanaged and poorly distributed. The situation in rural areas is particularly bad.”

Under “Health Care”, the RDP promised:

“The government will develop a national health system offering affordable health care.  The focus will be on primary health care to prevent disease and promote health, as well as to cure illness.

The national health system will … 

· give free medical care to children under 6 years and to homeless children 

· improve maternity care for women

· provide free services to disabled people, aged people and unemployed people within five years 

· organise programmes to prevent and treat major diseases like TB and AIDS 

· expand counselling services (for victims of rape, child abuse, and other kinds of violence) 

· give women the right to choose whether to have an early termination of pregnancy 

· improve and expand mental health care 

· run special education programmes on health, aimed particularly at young people 

· improve occupational health in the workplace 

· involve the fullest participation of communities.”
 

Between 1994 and 2004, many of these promises have been kept – on paper at least.  According to the Minister of Health, 13,000 new clinics and 18 new hospitals have been built.  There is now free medical care for people with disabilities and children under 6.  However, it is unrealistic to believe that a developing country like South Africa, with the history that has been described, can immediately meet all the needs for health of its population.  

This is why our Constitution says that the state must ensure that all people are able to access health care services, and that:

“the state must take reasonable legislative and other measures, within its available resources, to achieve the progressive realisation of each of these rights.” (The meaning of the Constitution is discussed more fully in Chapter 3)

However, many people would say that although there have been many important reforms in health care, there are still many challenges and that the quality of care received by millions of people is still very bad.  It can also be argued that whilst discrimination on the grounds of race is no longer allowed, there is still great discrimination on the grounds of class – and that the people who benefited under apartheid continue to have access to a better quality of care in the new South Africa.  These are issues for civil society to tackle through campaign’s such as TAC’s “People’s Health Service Campaign”.

The challenges of health reform after 1994

The foundation of official South African government health policy since 1994 has been based on the principle that health is a human right.  When the new government came to power it faced many challenges in improving the social conditions that influence health – such as access to housing and clean water – as well as within the health service itself.  In particular it had to: 

· Integrate racially divided health services: 14 separate health departments had to be integrated into one national health department and nine provincial health departments.

· Equalise health services: discrimination on the grounds of race was immediately outlawed.  But massive differences remain between the quality of care in the private and public health sectors.  Because poverty is linked to race, this means that de facto inequality based on race remains.

A plan to improve the health service over time was published in April 1997.
  It set out a new mission, goals and objectives for the health sector.  It stated that in future the national health system would aim to “provide caring and effective services through a primary health care approach”, based on the district health system.  This meant that instead of the health system focusing on expensive hospital care (known as tertiary care) that aims to cure people after they are already sick, it would focus on primary care by providing greater access to community clinics.  Such clinics carry out health education activities to prevent illnesses and offer services to diagnose and treat them early.  The challenge was – and still is – to establish an effective referral system between the different levels of care.
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The new vision for health was to be achieved through a re-organisation of the structure and management of the health system, and through the following types of reforms:

· Policy: One of the most important new policies was the National Drug Policy, which was launched in 1996 and aimed to “ensure the universal availability of high quality, low cost drugs.”  This policy aimed to rationalise the use of medicines by creating an essential drug list (EDL) of medicines that should be available at all health facilities.  It also said that South Africa would encourage the use of affordable generic medicines, rather than expensive patented medicines.  This is explained in Chapter 9. 
· Legislation: New laws were introduced by Parliament to regulate health care to meet the needs of people.  For examples, the Medical Schemes Act of 1998 changed the law governing private medical schemes.  Most importantly, it re-established the principles of cross-subsidisation between healthy and sick members of medical schemes by making it illegal to refuse membership to a person on grounds of their “state of health”.  Medical schemes are also not allowed to set monthly payments (premiums) higher for people with illnesses.  This is explained in Chapter x.  
· Financing: Under apartheid, funding for health care had been targeted at white people in urban areas using hospitals for health care.  The new challenge was to fund health care equitably for all people in urban and rural areas, and to correct the balance between funds available for the private sector and the public sector – which spent roughly the same amount of money per year, despite servicing very different numbers of people.  Health financing is a complicated issue that is explained in Chapter x.
Many of these reforms have been carried out.  The question therefore that should concern many health activists is why the prevalence of certain diseases and the quality of health care has gotten worse over the last ten years.

How can we measure if the right to health is being achieved?

One of the big problems inherited from apartheid was the lack of accurate information about the health status of the majority of South Africa’s population.  This was because the apartheid government did not try to keep accurate statistics on black people’s health.  In order for a population’s health to be monitored, government has to have systems that report the incidence and prevalence of communicable diseases; births, levels of perinatal mortality, infant mortality and child mortality; natural and unnatural deaths; and the causes and ages of death.  Systems are also needed to analyse this information and to feed it back to policy makers and health planners.

How does government measure the nation’s health?

The new government has the responsibility to monitor all people’s health – not just some people’s health.  This is done through a number of instruments, some of which look generally at people’s quality of life, and others which look at health or particular aspects of health.  Sometimes government also sets up special surveys, such as the special confidential enquiry into maternal mortality that was conducted in 1998.  Below are some of the most important surveys:

· The Census (1996 and 2001): Every five years the government conducts a census of the whole population.  Based on door-to-door interviews, it looks at many socio-economic factors, including health.  For example, it analyses how many people have jobs, what they earn, how many people live in formal housing, have access to clean water and electricity.  These are all issues that have an impact on health.  In 2001, it was estimated that South Africa’s population was 44,8 million people – of these only 51% had access to flush toilets.

· The Demographic and Health Survey (1998 and 2003): This is a survey that is carried out by the Department of Health, which specifically collects and measures health indicators.

· The annual antenatal survey of syphilis and HIV among pregnant women attending public sector clinics: This is a survey of pregnant women that has taken place every year for 13 years.  Unlinked blood samples are tested for HIV and the statistics give a picture of the growth of the HIV epidemic.

· Statistics South Africa report on causes of death in South Africa, 1997-2001: This was a special survey commissioned by government.  It found a “steep rise in mortality due to HIV, TB and influenza and pneumonia.”  For reasons that should be clear in this chapter, it also discovered “striking differentials in mortality patterns by population group.”  The report said: “While the main causes of death among Africans and coloureds were TB, HIV, influenza and pneumonia, and unspecified natural causes, whites and Indians tend to die of diabetes, ischeamic heart disease and cerebrovascular diseases.”

How can civil society assess whether people’s rights to health services are being met?

It is important for civil society to be actively involved in monitoring health care delivery and outcomes.  Advocacy and health activism will only be successful if it is based on an accurate understanding of trends in health, sometimes known as epidemiology.  In addition, there may be times when government tries to hide the reality of disease, for political reasons, or because it wants to avoid having to spend more money.  In South Africa, for example, there has been a tragic history of denial about the extent of the HIV/AIDS epidemic.

There is a lot of information available about health – it is often just a question of putting it together properly and analysing it.  For example, the Health Systems Trust (HST) is an NGO that publishes an annual survey of health in South Africa.  This survey contains important data on disease patterns, health delivery and resources.  Similarly, the Institute for Democracy in South Africa (IDASA) has a unit that monitors the heath budget and spending by provinces.  There is no point duplicating research when this kind of information is already available.

Finally, the South African Human Rights Commission (SAHRC) has a duty under the Constitution to “monitor and assess the observance of human rights” and “each year ... must require relevant organs of state to provide … information on measures they have taken towards the realisation of rights in the Bill of Rights concerning housing, health care, food, water, social security, education and the environment.”

Contemporary threats to the right to health in South Africa

Since 1994, many far-reaching improvements have been made to the South African health system.  The legal and policy framework that is described in this manual is almost entirely new and is a major achievement.  However, much remains to be done, and serious threats remain to the health system and to people’s rights of access to health care. These include:

· Continuing inequalities and imbalances between South Africa’s private and public health services: South Africa has two parallel health systems, the public and the private health system.  Unfortunately, rather than complementing each other, the private health care system lives like a parasite on the public health system.  Because parts of the private system are run for profit (such as hospitals and laboratory services), there are pressures to increase costs-to-patient, as a result squeezing people out who cannot afford to pay these costs.  The private system also offers much better salaries and conditions to health workers, sucking doctors and nurses out of the under-funded public system.  The private sector is described in Chapter X.

· The HIV/AIDS epidemic: when Nelson Mandela was freed from prison in 1990, HIV prevalence amongst pregnant women was estimated to be 0.7%.  By 2002, it had risen to 26.2% and it was estimated that 5,3 million people were infected.  HIV has an impact on the health system in two ways.  First, it creates much more demand for health care as many people get sick with opportunistic infections caused by HIV and develop AIDS.  Second, it affects the capacity of health care workers, many of whom are also living with HIV.  A survey conducted in 2002 found that 15.7 per cent of health workers in the Free State, KZN, Mpumalanga and the North West were living with HIV.
  

In November 2003, Cabinet announced its approval of an antiretroviral treatment plan, which aims to treat up to 1,5 million people by 2008.
  The plan itself is a validation of claims by groups like the TAC that access to treatment is a human right – but its implementation is also a major challenge to health activists.

· International and bilateral trade pressure: in 1995 after the World Trade Organization (WTO) was formed, all member countries agreed to be bound by an agreement know as TRIPS – the Agreement on Trade-related Aspects of Intellectual Property Rights – in return for increased access to developed country markets.  Developed countries have yet to honour their commitments.  

Agreements such as TRIPS, together with bilateral economic pressures from the conservative US administration of George Bush, are being used to prevent developing countries from accessing affordable generic medicines.  This means that many essential medicines, particularly antiretroviral drugs, are unaffordable to poor people and poor countries.

The challenge for civil society is to take on these issues and to make health a central part of campaigns that aim to better the lives of the poor and fulfil the promises of the South African Constitution.  This can only be done if people who care about health educate themselves about the health system, law and policy.  That is the aim of this manual!

Overview of the South African Health System

Introduction

Our health system has the enormous task of providing accessible and quality health care services to all who live in South Africa.  But it is increasingly difficult to do so – because of problems such as a shortage of well-trained human resources, the inequitable distribution of financial resources between provinces and the negative impact on the public health system of an increasingly powerful, inefficient and exclusive private health system. 

With this in mind, this paper provides a brief overview of the South African health system.  It does so by dealing with the following issues:

· National Health Bill, 2003 and the new national health framework

· Current delivery of health services, with a focus on primary health care

· Distribution of health resources, focusing on provincial disparities

National Framework of the Health System

Background to the National Health Bill

On 16 April 1997, the former Minister of Health tabled the White Paper on the Transformation of the Health System in South Africa (the White Paper) in Parliament.  The White Paper set out a plan for the “restructuring of the health system to ensure accessible and equitable health care for all.”  One of the key objectives of restructuring was to “unify fragmented health services at all levels into a comprehensive and integrated National Health System.”

Because there has been no actual national framework, provinces have simply followed the White Paper as a guide to restructuring the health system.  The result has been disjointed restructuring processes amongst provinces – some having done significantly better than others.  When the National Health Bill (NHB) – passed by Parliament last year – eventually becomes law, it will finally establish an integrated legislative framework for our health system.  In addition (and amongst many other things) it will also:

Provide a framework for the provision of free public health services

· Outline the rights and duties of patients and health care workers

· Outline the roles and functions of the national Minister of Health (the Minister), the national and provincial departments of health and the relevant national, provincial and district health authorities 

Roles and responsibilities

The Minister’s key role is to promote, protect, improve and maintain the health of the population, ensure the provision of essential health services, and provide policy direction.  The National Department of Health then implements the policies and decisions of government on health matters – these include the identification of national goals and priorities, the development of norms and standards, and the coordination and promotion of community participation.  In addition to providing health care services, the nine provincial health departments have responsibilities regarding the planning of public and private hospitals, the provision of specialised hospital care, quality control, district support, and promoting community participation in all aspects of health service planning, provision and evaluation.

District health system and the role of municipalities

In Chapter Five, the NHB establishes the district health system (DHS), with all health districts and sub-districts falling within existing municipal and district boundaries.  Before December 2000, South Africa had over 800 municipalities, but after the introduction of new local government legislation and the local government elections in December 2000, this number has now been reduced to 285 municipalities.  This huge reduction in the number of municipalities should make it simpler for national and provincial governments to manage and supervise the delivery of services at the local level.

The DHS is the operational system or vehicle for the delivery of the primary health care (PHC) package of services.  It was adopted because is it generally understood that services are best delivered where communities are living and working, and where they can be part of the planning, monitoring and implementation of health services.  The DHS consists of various parts: schools, workplaces, homes, health facilities and communities, all of which have a contribution to make towards the delivery of health services 

The objectives of the DHS are to:

· Overcome the fragmentation of the past – to bring all health services together under one umbrella

· Promote equity in accessing quality services – to ensure that all have access to the quality health care services that they need, regardless of whether one lives in urban Gauteng or rural Mpumalanga

· Develop and support community participation – to ensure more effective co-ordination of health services, with all relevant stakeholders at this level taking part in this process 

It is important to understand that in terms of the NHB, the provision of the full package of PHC services – with the exception of environmental health services – will be the responsibility of provinces and not local government.  This is because the NHB defines municipal health services as including only environmental health services, which includes matters such as water quality monitoring, food control, waste management and environmental pollution control.  Nevertheless, the NHB does allow for “service level agreements” between provinces and municipalities, which would allow for those municipalities that have been running PHC and other health services effectively to continue doing so.  This is important for those municipalities that currently have the capacity and resources to deliver a broader package of health services.

The NHB makes provision for the establishment of committees at clinics and community health centres, which are the only forums where community members will be able to make any formal input on the provision of health services function in their community.  Members of these committees will include the head of the specific facility, local government councillors and the general public.  The functions and roles of these committees, however, will be determined by provincial legislation. 

Delivery of Health Care Services 

Accessing services

The first entry point for all patients using the public health service is the PHC level.  Services at this level include the immunisation of children, the treatment of TB and sexually transmitted infections (STIs), family planning services and voluntary counselling and testing for HIV (VCT).  These are usually available at fixed (or mobile) clinics and community health centres, and at times also at the outpatients department in a hospital or at a general practitioner’s (GP) office.  A key national government objective is to increase the availability of PHC services.  According to the National Department itself, only between 60-80% of primary level facilities are currently providing the full (or near) full package of services.

All health facilities have a system in place whereby patients who enter at the PHC level can be referred to an appropriate secondary (district or regional hospital) or tertiary (central or academic hospital) facility, where necessary.  Not everyone is satisfied with the referral system.  In the 2000 PHC Facility Survey, providers at fixed clinics in the Western Cape, Limpopo and Northern Cape perceived the referral system as being efficient.  This was not the case in Mpumalanga and KwaZulu-Natal (KZN), where those who responded to the survey were the least satisfied with the referral system.

Allocation of health resources

To give an indication of the disparities between provinces, Table 1 – based on figures from 2002 – sets out the distribution of hospital beds in private and public sectors.  To place this in context, it is important to remember that government placed a moratorium on the expansion of new private beds in 1994.  Despite this, the private sector continued to increase the number of its hospital beds.  

Table 1
	
	Public hospital beds (2002)
	Public hospital beds (2002)
	Private beds (2002)
	Total beds (2002)

	
	Number
	per 1000 public population
	Number
	per 1000 total population

	Eastern Cape
	16 957
	2.7
	3 147
	3.0

	Free State
	5 278
	2.1
	2 492
	2.7

	Gauteng
	17 909
	3.1
	16 013
	4.1

	KZN
	27 790
	3.3
	7 170
	3.8

	Limpopo
	12 334
	2.3
	269
	2.2

	Mpumalanga
	4 568
	1.6
	1 133
	1.8

	Northern Cape
	1 856
	2.4
	663
	2.8

	North West
	7 518
	2.3
	987
	2.3

	Western Cape
	11 874
	3.4
	5 797
	4.0

	Total
	106 084
	2.7
	37671
	3.2


Based on figures from the Health Systems Trust, South African Health Review 2001, chapter 17 

In short, there is great inequity in the distribution of hospital beds across the provinces, both in terms of the public and private sectors.  In terms of number of hospital beds relative to its population, Mpumalanga the most under-resourced province, having about 60% the national average of public sector hospital beds relative to its population.  On the other hand, provinces such as the Western Cape, Gauteng and KZN are relatively well resourced in terms of public sector hospital beds.  The relatively high number of academic hospitals in these provinces, as well as the previous Apartheid priority of hospital-based care in urban areas of the country may go some way towards explaining this.

The private sector disparities are also disturbing.  There are almost as many private sector hospital beds in Gauteng as there are public sector beds, whereas in a province such as Limpopo, the private sector accounts only for 2% of all hospital beds.  In the country as a whole, some 25% of all hospital beds are in the private sector.  

Another indicator of the disparity between provinces is in their distribution of health personnel.  Table 2 shows the distribution of selected health personnel per 100 000 population across the provinces for 2000 and 2002 in the public sector. 

Table 2
	
	Professional nurses 
	Nursing assistants
	Medical practitioners
	Medical specialists

	
	2000
	2002
	2000
	2002
	2000
	2002
	2000
	2002

	Province
	per 100 000
	per 100 000
	per 100 000
	per 100 000

	Eastern Cape
	106.1
	74.9
	72.3
	59.9
	12.3
	11.3
	2.6
	2.3

	Free State
	128.9
	124.1
	94.4
	93.5
	24.3
	23.4
	10.9
	9.2

	Gauteng
	172.5
	136.3
	108.2
	92.7
	36.6
	29.1
	32.4
	25.0

	KZN
	119.8
	109.0
	71.8
	72.2
	24.0
	22.4
	7.4
	6.3

	Limpopo
	104.6
	110.5
	57.6
	53.6
	12.5
	9.1
	1.0
	0.7

	Mpumalanga
	90.5
	89.6
	59.6
	53.3
	16.4
	16.6
	1.2
	0.7

	Northern Cape
	122.3
	107.1
	82.2
	77.2
	28.9
	24.2
	2.0
	2.2

	North West
	94.3
	94.1
	79.1
	77.4
	11.9
	11.8
	1.5
	1.5

	Western Cape
	139.9
	130.0
	131.2
	134.9
	39.7
	33.1
	42.7
	39.3

	Average
	120.3
	106.8
	81.3
	75.9
	21.9
	19.3
	11.2
	9.8


Based on figures from the Health Systems Trust, South African Health Review 2001, chapter 17
In general, the number of health personel in the public sector – as a proportion of population – has decreased.  Most disturbing is that many provinces started off with an already minimal pool of health personnel.  Even provinces like Gauteng, the Western Cape, KZN and the Free State, with a significantly larger proportion of available health personnel, have experienced a decrease in public sector health personnel.

In respect of professional nurses, for example, not a single province managed to maintain or increase its numbers.  Only in a few isolated cases, such as nursing assistants in KZN and the Western Cape, medical practitioners in Mpumalanga and medical specialist in the Northern cape has there been any improvement whatsoever.  There are only five possible explanations for the drop in numbers: insufficient number of new health personnel being trained; death of health personnel; and/or health personnel moving to the private sector, leaving the country or leaving their respective professions. 

Questions and Answers About the People’s Health Service

Written by the AIDS Law Project

Why must we transform the health sector?

The Constitution guarantees that everyone has a right of access to health care services.  It also places a duty on government to take all reasonable measures to ensure that people are able to access health care services.  But despite this promise of health care for all, our health needs in South Africa are not being met.

	South Africa is already one of the world’s most unequal societies, whether looked at on the basis of race, class, economic status or place of residence.  Poor health, which directly results from limited access to essential health care services, deepens these existing divisions and inequalities.  It also makes it much more difficult for social and economic development to take place.
	
	Economic status: whether a person is rich or poor

Place of residence: whether a person lives in an urban or rural area; or whether he or she lives in a better-resourced province like Gauteng or an under-developed province like the Eastern Cape or Limpopo.


There are a number of reasons why our health needs are not being met.  We inherited a racially divided and unequal health sector from our apartheid past, during which access to health care was largely dependent on racial classification.  In general, white people got access to decent health care services, whereas black people did not.  In particular, health care workers were trained to serve a white elite, with a focus on hospital care at the expense of primary health care.  Unsurprisingly, programmes for disease prevention and control were weak.

The past decade of democracy has seen our democratically elected government begin to transform the health system.  The aim is to ensure that every person has access to essential health care services and that the provision of these services is done in a manner that respects, protects and promotes the constitutional values of and rights to dignity, equality and privacy.  Since 1994, important laws and policies have been introduced to make sure that this happens.

	In the same period, HIV/AIDS has become a major threat to the capacity of health care services.  It risks undermining the improvements that have been made over the last ten years.  Despite significant changes over this time, our public health system today is collapsing under the weight of an increasing burden of disease.  At the same time, private health care is becoming even more inefficient and exclusive.  With rapidly rising costs and fewer people able to afford private health care, the burden on an already overstretched public sector continues to rise.
	
	Inefficient: makes bad use of resources; wasteful; uneconomical; unproductive Exclusive: restricted; only for a select few 


Much more can (and should) be done to build the public health sector and better regulate private health care.  This will result in increasing access to health care services for all.  But unless the relationship between public and private health care is properly addressed, we will never fully realise our rights of access to health care services.  What is needed is the harnessing of all health resources in the country, both public and private, transforming our current system into a unified people’s health service.   

What do we mean by a unified people’s health service?

	When we speak about a unified people’s health service, we mean a health care service where place of residence, health status, economic status and the ability to pay do not determine whether a person has access to the essential health services that he or she needs.  In a unified people’s health service, the provision of health care services can and should take the form of a mix of public and private sector (including not-for-profit) delivery, with access to an essential set of quality health services not depending in any way on which sector provides the service.  In other words, everyone gets access to quality health services, whether in the private or public sector.
	
	Health status: whether healthy or sick; whether living with HIV or not

Mix of public and private sector delivery: health services being provided by public sector clinics and hospitals, as well as private clinics and GPs 


	A unified people’s health service recognises that the constitutional guarantee of access to health care services cannot be realised without effective cross- subsidisation between rich and poor people, public and private sectors, healthy and sick people, and urban and rural areas.  This means that individual contributions towards the costs of health care services, whether in the form of user fees or medical scheme contributions or any other form, must be affordable and income-related.  Only those who are in a position to contribute directly towards their own health care costs could be required to do so.  In other words, a unified people’s health service would not require people to pay anything towards the costs of their health care if they are not able to do so.
	
	Cross-subsidise: use money from one person or group to benefit another; e.g.: use taxes paid by rich people to provide health care for poor people     

Individual contributions: the money that a person pays 

User fees: the amount that the public sector clinic or hospital charges for getting a service 

Medical scheme contribution: the amount that a person pays to a medical (aid) scheme every month 

Income-related: the amount depends on your salary – the more you earn, the more you pay 


What can we do to work towards a unified people’s health service?  

A unified people’s health service cannot be created overnight.  In working towards the development and implementation of such a system, various short-, medium- and long-term strategies and processes will have to be adopted.  TAC and its allies can work towards this goal by – 

· Campaigning for and helping to build a better public health system, which includes a drive to make the health system simpler and easier to use, because unnecessarily complex procedures and bureaucracies confuse patients and make it difficult for health care workers to provide efficient and good quality services.  

· Raising awareness of and helping to reform an inefficient and exclusive private health sector

· Educating ourselves on all aspects of the key health sector transformation proposals, such as the Department of Health’s Social Health Insurance (SHI) plans and COSATU’s National Health Insurance (NHI) proposals

· Educating and mobilising communities, health care workers, NGOs and CBOs – and campaigning – on the need for health sector transformation

· Developing a detailed position paper on a unified people’s health service, in consultation with communities, health care workers, NGOs and CBOs

How can we build a better public health system?

The first step in working towards the development and implementation of a unified people’s health service is the campaign for and the building of a better public health system.  The Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa (the antiretroviral (ARV) treatment plan) provides the best opportunity for doing this.  The plan itself recognises that a key goal of providing comprehensive treatment for HIV/AIDS is to strengthen public health care generally.  One of the key ways in which this can be done is by ensuring that for most patients, nurses (as opposed to doctors) act as the principal treatment provider.     

In addition, we need to focus on the following four key campaign areas:

· Public health care funding: ensuring that enough money is made available and used for the provision of public health care in all districts in the country 

· Human resources: ensuring that public sector clinics and hospitals across the country have enough appropriately qualified health care workers  

· Implementation of health programmes: ensuring that adopted policies are properly implemented 

· Reforming the private health sector: relieving the burden on the public sector by dealing effectively with an inefficient and exclusive private sector 

Public health care funding

	After an initial increase in public health spending in the first few years of our democracy, recent years have seen no real increase in per capita health expenditure in the public sector as a whole.  In other words, the public sector now spends the same amount of money per person that it did a few years ago.  At the same time, we have also seen the introduction of new health interventions, without any real increase in per capita health expenditure.  What this means is that an already underfunded system is starting to spend even less on established health programmes.  This can only undermine the system as a whole.
	
	Per capita health expenditure: the average amount of money spent on providing health services for each person. 


The key campaign issue is to ensure that enough money is made available and used for the provision of essential public health care services.  This means ensuring that enough money is available for tackling all the country’s health needs – including medicines, salaries, training and the development and upkeep of health infrastructure – and that this money is actually spent for this purpose.  Such work includes monitoring the allocation of resources dedicated to health care, with a clear focus on provincial budgets, as well as monitoring provinces’ ability to spend health budgets.

Other critical campaign issues include:

	· Cutting the cost of health care delivery by becoming more efficient and cutting input costs instead of reducing services and staff numbers.  In other words, public health facilities must cut wastage and provide good quality services more cost-effectively.
	
	Input costs: the costs of the goods and services that clinics and hospitals buy, such as catering services, linen and medicines. 


· Monitoring the impact of HIV/AIDS expenditure on overall health care expenditure, to ensure that spending on HIV/AIDS does not divert attention from other essential health programmes.

Human resources

No health system can function without enough well-trained and motivated health care workers.  The public sector is no exception.  But in South Africa, we see great disparities in terms of human resources between the public and private sectors, between urban and rural areas and between provinces.  The public sector is struggling to retain health care workers, with rural areas and less-developed provinces struggling the most.

In this regard, there are three key campaign areas:

· First, we need to campaign for better work conditions in the public sector.  This does not only mean better salaries, but also other issues such as safe work environments, decent work hours and good opportunities for training and personal development.  

· Second, we need to begin an international solidarity campaign to encourage health care workers in wealthy countries to come and work in poor countries.  This is because we have lost many of our health care workers to these wealthier countries.  Once we improve the working conditions of health care workers in South Africa, fewer doctors and nurses will leave.

· Third, we need to campaign for the development of a plan that encourages health care practitioners to work in rural areas, smaller centres and less-developed provinces.  This plan must ensure that adequate support is provided to those who work outside of the large metropoles.    

Implementation of health programmes

As the campaign for an ARV treatment plan has shown, it is not easy to ensure that government complies with its constitutional obligations to provide access to health care for all.  It will be even more difficult to ensure that the plan is properly implemented.  But this is where the real work lies.  In our campaign work, we need to ensure that government implements policy both with urgency and some degree of caution, so that it deals with emergency, short-, medium- and long-term needs.  On the part of government, this requires good planning, strong relationships with civil society and working in an accountable and transparent fashion.  

There are three other important aspects of implementation that we should consider:

· First, we need to make sure that national government provides strong support for and maintains sufficient oversight of provincial health care delivery.  

· Second, we need to ensure that strong public education programmes accompany the implementation of health programmes.  In the case of ARV treatment, for example, this means effective and sustained treatment literacy programmes.  

· Third, we need to change the attitude – common amongst many health care workers AND patients – that doctors and nurses always know best.  In this regard, our public education work needs to ensure that patients know their rights, know how the health system works and have access to all the information that they need to make informed decisions about their health care options.   

Reforming the private health sector

	An inefficient and exclusive private sector increases the burden on the public sector as a direct result of a decline in private sector coverage.  In other words, the fewer the number of people provided health services in the private sector, the greater the number of people reliant on the public sector.  
	
	Private sector coverage: the extent to which the private sector provides health care services


To reform the private sector, the following issues must be addressed:

	· Out-of-control costs: medicines, hospitals and medical scheme non-health expenditure 

· The possibility of getting rid of regressive taxes, such as VAT, on essential medicines

· Ensuring that medical scheme members access essential health services regardless of which sector provides the required service

· Increased medical scheme contributions and co-payments, as well as reductions in cover that result in increased out-of-pocket spending
· Limited use of cross-subsidies within the private sector – if risk pools were to be increased and medical scheme contributions income-related, more people would be able to afford private care, thus reducing the burden on the public sector
	
	Non-health expenditure: money spent on the costs of administration, and broker and management fees – excludes costs of medicines, doctors, nurses and hospitals

Progressive and regressive taxes: With progressive taxes, the more a person earns, the more he or she will pay tax – both in terms of the actual amount of tax paid and as a percentage of his or her income.  With regressive taxes, the poor pay more as a percentage of their incomes than rich people do, because such taxes are not income-related at all.    

Out-of-pocket spending: the money spent by consumers on paying directly for health products or services.  This includes paying directly for over-the-counter drugs, prescription medicines bought from doctors or pharmacies and hospital co-payments.

Risk pools: because of their health status or age, for example, some people are more at risk of becoming sick than others.  This means that they are more likely to require health care services and therefore incur more “costs” for the medical scheme.  A risk pool is a “pool” of people, whether high risk, low risk or both.  If only low risk people are kept in the pool, the risk of incurring costs is low, meaning low medical scheme contributions.  If only high-risk people are kept in the pool, the risk of incurring costs is high, meaning high – and probably unaffordable – medical scheme contributions.  So to make sure that contributions remain affordable, one needs a large risk pool, including both low- and high-risk people.  


REPORT ON SEMINAR ON HEALTH SECTOR TRANSFORMATION - AIDS LAW PROJECT, TUESDAY 10 FEBRUARY 2004

INTRODUCTION

On Tuesday 10th February 2004, the Law & Treatment Access Unit of the AIDS Law Project hosted a seminar on health sector transformation for HIV/AIDS treatment activists, particularly the leadership of the Treatment Action Campaign (TAC).  The purpose of this seminar was:

· To provide treatment activists with an opportunity to learn about the key issues and debates relevant to health sector transformation

· To facilitate debate between treatment activists and key experts on relevant legal, regulatory and policy issues.   

The seminar focused on the following issues:

· Setting the Context

· The nature and state of health care funding and delivery in South Africa

· Key issues in private health care regulation.

· Legal and Constitutional Framework

· The Constitution and health sector transformation

· Funding of public health care

· National Health Bill

· Key Proposals for Health Sector Transformation

· Social Health Insurance (SHI)

· National Health Insurance (NHI)  

This report highlights the main issues that were raised in the various presentations.  It also seeks to identify the major themes and key challenges that are relevant to health sector transformation.  

SETTING THE CONTEXT

Professor Di McIntyre (Health Economics Unit, University of Cape Town)

McIntyre’s presentation looked at the impact on access to health care services of the current regulatory framework within which the private and public health sectors operate.  It considered the relationship between these two sectors, what this means for health care access more broadly and the challenge in making the public health sector the provider of choice.  In particular, the presentation highlighted the need for an integrated vision in place of the current piecemeal approach that does not properly consider the relationship of individual aspects of health care regulation to each other and to health care funding and delivery more broadly.  

Health financing flows

In drawing a distinction between the funding of health care on the one hand and the delivery of health care services on the other, McIntyre analysed the complex health financing flows that characterise the South African health system.  In other words, she looked at the sources of funding, and how and in what way funding passes through financing intermediaries to health care providers.  She noted that the state effectively funds 44% of all health care expenditure in South Africa, with employers contributing 17% and households the remaining 39%.  In terms of health care provision, however, only 42% of the total financial value of healthcare is publicly provided, with 58% provided privately.  
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This picture is somewhat further complicated because government also funds private provision (indirectly in the form of tax rebates, and directly in the form of subsidised medical scheme contributions for public servants as well as in funding the private provision of public health services), with some employer and household funding flowing to public provision (through medical schemes reimbursement of a public health facility when it acts as a designated service provider, and public sector user co-payments).  

McIntyre provided a clear example of the disparities in funding by referring to the manner in which government funds the health care needs of public servants and their dependants.  In short, the state spends 12 times more each year on purchasing medical scheme cover for each public servant than it does on funding health services for the average user of the public health system.

Equity and health funding

	In respect of public sources of funding, McIntyre noted out that while some taxes are progressive in nature (such as income and local government taxes), consumption taxes (such as VAT) are regressive as they disproportionately affect the poor.

Equity problems relating to private sources of funding include both medical scheme contributions (which are generally not income-related) and out-of-pocket (OOP) expenditure, being the most regressive form of financing.
  Once again, the poor are disproportionately affected.
	
	Progressive taxes (such as income tax) are directly linked to a person’s level of income.  In general, the more a person earns, the more he or she will pay tax – both in terms of the actual amount of tax paid and as a percentage of his or her income.  

· The lowest income tax rate is 18% of taxable income, whereas the highest income tax rate is 40%.  

· In addition, persons earning below a particular level will not pay any income tax at all.

Regressive taxes are not income-related at all.  In general, the poor pay more in such taxes as a percentage of their incomes than rich people do.  


	McIntyre noted that in terms of per capita health expenditure in the public sector, the initial increases post-1994 have given way to the stagnation of overall funding levels in recent years.  At the same time, there has been a rapid growth in private medical expenditure, including both medical scheme and OOP spending.  This has been accompanied by a decline in private sector coverage (because medical scheme contributions have become increasingly unaffordable) and a resultant increase in demand for public sector health services.  
	
	Out-of-pocket (OOP) spending refers to the money spent by consumers on paying directly for health products or services.  This includes paying directly for over-the-counter drugs, prescription medicines bought from doctors or pharmacies and hospital co-payments.


In addition, municipal health services are now defined particularly narrowly in local government legislation.  This means that local government revenue can now only be used for a limited number of health care services, placing an increasing burden on provincial health services instead of permitting the larger metropolitan councils – for example – to relieve much of this burden.    

Public sector delivery issues

McIntyre stated that the inequities and disparities between the public and private health sectors are worsening.  In terms of health personnel, for example, she noted that 75% of all doctors and pharmacists and more than 90% of dentists and psychologists are in private practice, with the vast majority of them based in urban areas.  In addition to the public/private and urban/rural divides, health resources are also disproportionately allocated across the different provinces.

McIntyre also highlighted the relationship between budgetary cuts and the undermining of primary health care (PHC) services.  In her view, the state should focus on improving efficiency instead of resorting to a simple cost-cutting approach that results in reduced service delivery.  In other words, costs can and should be cut without limiting access to important health care services.   

Other public sector delivery problems identified include a lack of supplies, a common perception that generics are ineffective and a general preference for direct access to a doctor.  Such issues can be overcome, as the experience with certain private low-cost clinics has shown.  Such clinics operate successfully with a nurse as first contact and the use of generics, because of better health worker morale and attitude, comfortable and clean waiting areas, and shorter waiting times.

Key private sector issues

McIntyre stated that government’s approach to the private sector, both in terms of policy and the regulatory framework, has been relatively piecemeal.  She believes that a comprehensive approach to the overall health system is needed, as developments in one sector have a knock-on effect on the other.  In her view, we need a clear vision of the respective roles of each sector and the potential for public/private initiatives.

She identified key concerns in the funding by medical schemes of private health care, including declining coverage, a shift to schemes with personal savings accounts (which undermines the progressive principle of cross-subsidies), increased co-payments and increased contributions.  In respect of the latter, she noted that the main drivers of private sector costs were medicines, hospitals and administration fees, and not the primary providers of health care services (such as dentists and GPs).  In addition, McIntyre noted a declining coverage of on-site services at work coupled with a growth in unemployment – in other words, fewer people getting access to a shrinking provision of health care services in the workplace. 

In terms of private sector regulatory issues that potentially have a significant impact on the public sector, McIntyre highlighted the National Health Bill’s certificate of need (for hospitals and doctors), the dispensing regulations in terms of the Medicines Act (for health practitioners other than pharmacists), the medicine pricing regulations (also in terms of the Medicines Act) and amendments to the Medical Schemes Act and regulations to address key challenges.

Health sector transformation

McIntyre ended her presentation by focusing on the SHI/NHI debate, viewing SHI as a first step (in the implementation of NHI) that addresses the private sector cost spiral and extends coverage through cross-subsidies.  She noted, however, that government’s SHI proposals were now contemplating two separate pools – one for medical schemes and a separate SHI fund for other employed persons.  This, she noted, would limit high- to low-income cross-subsidies.

Implications for TAC’s People’s Health Service Campaign

In view of McIntyre’s presentation, TAC’s People’s Health Service Campaign needs to concentrate on the following issues:

· Funding and financing issues

· Increasing the public sector’s share of total health expenditure – in other words, increase public sector funding without increasing overall health spending

· Addressing regressive forms of state funding for private health care provision, such as tax rebates 

· Reducing the need for high levels of OOP payments through the use of accessible risk-pooling mechanisms 

· Assessing whether removing VAT on essential medicines and health care services would improve access to essential medicines for all

· Relationship between public and private health care

· Reducing the burden on the public health sector by extending coverage within the private sector, through greater use of cross-subsidies accompanied by reduced inefficiencies – this is because the private sector will not be able to extend coverage significantly unless it becomes more efficient and provides “better value for money”

· Considering the public health implications of private sector regulation through a comprehensive approach to health sector regulation

· Private sector cost spiral: addressing hospital and medical scheme administration costs, medicine prices and efficiency gains

· Iniquitous allocation of health resources: addressing the urban/rural and Western Cape/Gauteng/KwaZulu-Natal vs the rest divides – in terms of the availability of health care professionals

· Public health delivery issues

· Achieving efficiency gains and cutting input costs (such as medicine prices) instead of by reducing services and staff numbers

· Overcoming common misconceptions, such as generics being ineffective and patients needing to access doctors instead of nurses

· Building morale amongst staff 

Alex van den Heever (Council for Medical Schemes)

In the second presentation, Alex van den Heever considered the impact of the current private health care regulatory framework on access to health care services.  Of relevance to the issue of health sector transformation, van den Heever made two key points about private sector health care costs and one about the provision of prescribed minimum benefits (PMBs).

In his analysis of private sector health care costs, van den Heever considered cost changes over the period 1992 – 2002.  Over this period, the greatest increase in costs has been in private hospitals.  Recognising that the three major hospital groups effectively act as a cartel, van den Heever argued that large portions of health care costs would come down if the cartel were dealt with effectively.  Other drivers of cost increases are specialists and medicines, the latter of which contributed significantly to cost increases from 1992 – 1999, with cost changes levelling off thereafter.  

Another disturbing trend identified by van den Heever is the steady increase in real non-health expenditure from 1993, followed by a sudden surge in expenditure from 1997/1998.  While the percentage increase in administrative fees over time is worrying, this has come off a low base and is already being targeted by the Council for Medical Schemes.  It is interesting to note that the sudden surge in non-health expenditure roughly coincides with the introduction of the Medical Schemes Act.  

	Since 2001, such costs have stabilised – but at a very high level.  The huge increases in non-health expenditure are due to increases in administration costs as well as new costs such as health care management fees, broker fees and reinsurance.
	
	The Competition Act, 89 of 1998, prohibits certain “restrictive horizontal practices” – agreements or practices between “competitors” that effectively ensure that there is no real competition for services.  This can be done in a number of ways, such as by price fixing and by agreeing that no more than a single provider serves a particular area.  The smaller the number of service providers, the easier it is to work as a cartel. 

After investigating the Hospital Association of South Africa (HASA), the Board of Healthcare Funders (BHF) and the South African Medical Association (SAMA), the Competition Commission found that in respect of fee guidelines, the members of each association – who are actually competitors – had been unlawfully acting in collusion.  While this is a welcome development, it only scratched the surface of the extent to which the members of HASA, for example, operate as a cartel.  
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Van den Heever pointed out that medical schemes are not permitted to require co-payments for accessing PMBs, but are able to designate a service provider, such as the public sector and impose penalties for non-use of the designated provider.  The PMBs must, however, be reasonably available at the designated service provider – if not, no penalties may be imposed if a non-designated service provider is accessed. 

Implications for TAC’s People’s Health Service Campaign

The People’s Health Service Campaign needs to concentrate on the following private sector issues:

· Challenging the high costs of private hospitals by dealing with the three major hospital groups that operate as a cartel

· Challenging the high costs of medicines, specialist services and non-health expenditure (including administration costs, health care management fees and broker fees)

· Ensuring that medical scheme members access PMBs regardless of which sector provides the required health service 

LEGAL AND CONSTITUTIONAL FRAMEWORK
Jonathan Berger (Law & Treatment Access Unit, AIDS Law Project)

Berger’s presentation on health sector transformation and the Constitution focused on the extent and nature of the state’s positive obligations in respect of rights in general and the right of access to health care services in particular, as well as the lessons learnt from three key Constitutional Court decisions that have a direct impact on access to health care services.

Berger pointed out that the state has the following obligations in respect of all rights:

· To respect rights, by not infringing rights itself

· To protect rights, by preventing third parties from infringing rights

· To promote rights, by creating an enabling environment and legal framework that facilitates the realisation of rights by individuals themselves

· To fulfil rights, by providing positive assistance, benefits and services

In respect of access to health care services, the state’s obligations in respect of the promotion and fulfilling of the right are further defined in section 27(2) of the Constitution, which requires the state to take reasonable legislative and other measures, within its available resources, to achieve the progressive realisation of the right.

Berger briefly summarised three key Constitutional Court decisions (Soobramoney, Grootboom and Minister of Health v TAC) and then identified what, in his view, are the key lessons to be learnt from these judgments insofar as health policy and health sector transformation are concerned.  He pointed out that while the state’s obligations are not limited to the provision of services for the poor (who are recognised as being particularly vulnerable), their needs must nevertheless be prioritised.  In dealing with health, for example, the state must prioritise major public health needs such as HIV/AIDS.  It is therefore unreasonable (and unconstitutional) to allocate a disproportionate share of resources to a relatively small need, particularly if this results in limiting access to health care services more broadly.

In stressing that good policies are only a starting point, as rights can be infringed by poor implementation, Berger highlighted the central theme of the Grootboom and TAC judgments – the state needs to develop and implement a reasonable plan to deal with any public need or problem.  In short, a reasonable plan is a flexible plan that deals with emergency, short-, medium- and long-term needs in a manner that sees these needs as complementary to one another.  In addition, such a plan must allocate to the national government a clear role in ensuring the adequacy of laws, policies and programmes, with a clear allocation of tasks and responsibilities falling under national oversight.

While courts are generally unwilling to tackle budgets in a vacuum, they are constitutionally empowered and willing to consider budgetary issues if sufficient hard evidence is placed before them in an appropriate manner.  For example, a reasonable plan would ensure the availability of adequate and appropriate human and financial resources for its implementation.  Rather than express an opinion on how resources should be allocated in a budget, a court would rather focus on whether or not resources actually allocated are sufficient for the task at hand. 

Implications for TAC’s People’s Health Service Campaign

The People’s Health Service Campaign needs to concentrate on the following issues:

· Monitoring the allocation of resources dedicated to health care and ensuring that resources are adequate to tackle the country’s priority health needs such as HIV/AIDS

· Ensuring implementation of progressive health policies

· Ensuring that the public health sector responds to emergency, short-, medium- and long-term needs

· Monitoring national oversight of provincial health care delivery 

Alison Hickey (AIDS Budget Unit, IDASA)

In considering how the Constitution regulates the funding of public health and how health budgets are determined at different levels of government, Hickey focused on how national government raises revenue and divides it between the three levels of government.  In particular, her presentation sought to identify the various budgetary processes that have a significant impact on the funding of HIV/AIDS interventions.

Dividing and allocating national revenue

Hickey noted that in general, the national government share of the budget accounts for 39% of available revenue,
 with the provincial and local government shares accounting for 57% and 4% respectively.  It is interesting to note that provinces only raise 4% of their own revenue, with 96% of provincial “revenue” being constituted by national transfers.  Local government, on the other hand, raises 83% of its own revenue, with the balance being constituted by national government transfers.  

Provincial allocations are in the form of a general equitable share of the provincial “slice”, as well as various conditional grants (CGs) – earmarked funds taken from the national “slice”.  In contrast to the manner in which CGs may be used, provinces are free to distribute their equitable shares between departments according to their own budgetary processes.  Of the national transfers to local government, almost half are in the form of equitable share grants, with the balance in CGs.

Health care expenditure

As is evident, it is not possible to ascertain the extent of financing for the actual delivery of health care by simply looking at the division of revenue.  In health, for example, 93.3% of the budget of the national Department of Health is allocated to provinces in transfers, of which the bulk is constituted by CGs.  In particular, 88% of all national health department expenditure is in the form of CGs to provinces, constituting some 20% of consolidated provincial health expenditure.
  In total, health spending in South Africa hovers at about 11% of consolidated expenditure, somewhat short of the Abuja Declaration (2001) target of 15% of national budgets for health care expenditure. 

HIV/AIDS funding 

As a percentage of total budgetary expenditure, the level of public health expenditure has remained static for some time, although there has been a significant increase in the budget specifically targeted for HIV/AIDS interventions – from 0.1% of total budgetary expenditure in 2001/2 to 0.9% in 2005/6.  This indicates a possible decrease in non-HIV-related health expenditure, notwithstanding the government’s commitment that an increased focus on HIV/AIDS would not be to the detriment of other health services.  Provincial allocations for HIV/AIDS programmes (including both CG allocations and provincial budgets from equitable shares) are also on the increase.

Importantly, provinces are now better able to make use of increasing budgetary allocations.  The past few years have also seen a significant improvement in HIV/AIDS CG spending in three key sectors – social development, education and health.  Yet despite being the biggest spender of the three in 2000/1, health now lags behind the other two.  The best improvement on spending has been in education, with the greatest ability to spend being in social development.
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To provide a picture of the breakdown in national health expenditure, Hickey considered the 2003/4 national HIV/AIDS health budget of R1.952 billion, the largest share of which (57%) was allocated to the provinces in the form of CGs for treatment (including but not limited to antiretroviral (ARV) treatment)
 and care.  The next biggest chunk (18%) was allocated to provinces for the prevention of mother-to-child transmission of HIV (PMTCT), voluntary counselling and testing (VCT) and home-based care.  In other words, 75% of the national HIV/AIDS health budget was allocated to provinces for the implementation of key programmatic interventions.
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Implications for TAC’s People’s Health Service Campaign

The People’s Health Service Campaign needs to concentrate on the following issues:
· Monitoring the allocation of funds (for health care broadly and HIV/AIDS programmes in particular), with a clear focus on provincial budgets

· Advocating for an increase in consolidated health expenditure to meet the Abuja Declaration target of 15% of total government budget.  The challenge is how to achieve this in the context of fiscal federalism.  Because provinces fund fewer sectors than does the national government but account for the majority of total government expenditure, they will need to spend significantly more than 15% of their budgets on health to ensure that the country’s consolidated health budget reaches the Abuja target 

· Monitoring the impact of HIV/AIDS expenditure of overall health care expenditure

· Monitoring provinces’ ability to spend health budgets

Duane Blaauw (Centre for Health Policy)

Blaauw’s presentation focused on the National Health Act (NHA) and how it regulates the provision of public and private health care services.  In considering the origins of the NHA, Blaauw made reference to three streams of influence: the policy process that gave rise to the ANC health plan of 1994, the 1995 policy document on NHI and the 1997 health white paper; the previous health acts (Public Health Act (1919) and Health Act (1977)); and the Human Tissue Act, 1983.

In his overview, Blaauw pointed out that the NHA’s purpose is twofold: to fulfil the state’s constitutional obligations regarding access to health care services, and to establish an integrated national health system based on co-operative governance, decentralised management, national norms and standards, and public/private sector co-operation.

Blaauw noted that the NHA is but one of a range of health statutes, including those dealing with occupational health, environmental health and health professions, as well as a range of statutes dealing with specific health issues, such as mental health, termination of pregnancy and tobacco control.  In his view, the NHA simply contributes to a continuing fragmentary legislative framework.  With this in mind, the People’s Health Service Campaign needs to concentrate on advocating for a comprehensive, cohesive and co-ordinated legislative and regulatory framework.
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KEY PROPOSALS FOR HEALTH SECTOR TRANSFORMATION

Brenda Khunoane (National Department of Health)

Khunoane’s presentation focused on three key issues: the similarities and differences between SHI and NHI; the health sector proposals of the Taylor Commission on comprehensive social security; and government’s response to the Taylor Report recommendations.  

In her presentation, Khunoane identified what government views as the key strategic challenges and objectives regarding health sector transformation.  These include:

· Equity in access to and the financing of health care

· Maintaining the public health system as the backbone of the health system, and strengthening it by increasing revenue and obtaining prepaid contributions from those who can pay 

· Ensuring cost control, including the high costs of private hospitals

· Improving access of lower income groups to quality health care, including the development of a large low-cost private sector market

· Reducing financial risk to patients at the time they access care

SHI and NHI

Khunoane began her analysis of SHI and NHI by identifying the common characteristics of the two.  In her view, both SHI and NHI require mandatory contributions for the entire population or certain groups such as the employed.  She stated that mandatory contributions are ordinarily employment-related, based on payroll deduction and involve contributions from both employers and employees.  Both SHI and NHI involve income-related premiums, standardised benefits, the avoidance of adverse selection, the creation of a large risk pool, and cross subsidisation (rich/poor and healthy/sick).

In Khunoane’s view, the key differences between the two are limited to two issues.  First, only contributors can access SHI benefits, whereas NHI benefits are for non-contributors too.  Second, unlike NHI, SHI does not result in direct cross subsidies between the public and private health care sectors.  Nevertheless, Khunoane stated that SHI is able to increase the resources available for public health care.

Taylor Report

	In her summary of the Taylor Report, Khunoane noted that it contained four key policy proposals.  First, it recommends that the state move towards adopting a NHI system.  Second, in its move towards NHI, the state should adopt SHI, a risk equalisation fund and a state medical scheme.  Third, the principle of cross subsidisation must be given effect, as well as that of tax subsidy reform.  Fourth, the health budget should be recentralized.  
	
	A risk equalisation fund (REF) is a mechanism designed to ensure that medical schemes have no incentive to prevent “high risk” members from joining or remaining as members.  Instead, the risks are shared equally amongst schemes.  This stops   schemes setting premiums so high that “high risk” members are effectively forced to leave.  


While the state endorses the general approach adopted by the Taylor Report, it is not yet ready to commit to NHI.  It is unclear how the state can endorse the general approach without committing to NHI, given the Taylor Report’s view that measures such as SHI and a risk equalisation fund are designed to form the basis for the implementation of NHI.  

Implications for TAC’s People’s Health Service Campaign

The People’s Health Service Campaign needs to concentrate on the following issues:

· Improving access to health care in both private and public sectors, whilst maintaining the public sector as the backbone of the health system

· Ensuring cost control in the private sector, especially regarding hospitals

· Building on the areas of consensus that exists between government and labour regarding the transformation of private health care 

· Formulating a position on direct cross subsidies between the public and private health sectors and government’s ambivalence (at best) on NHI

Neva Makgetla (COSATU)

Makgethla began her presentation by focusing on why there is a need to restructure the health system.  In short, COSATU believes that:

· South Africa has poor outputs relative to its actual spending on health care

· South African has poor health outcomes when compared not only to other middle-income countries but also many low-income countries

· Continuing public/private inequities are a concern, as are the rising costs of private health care and the failure of medical schemes to fund primary health care services
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COSATU sees the government’s view of the problem as one caused by underfunding that can be solved by government mandating the formally employed to join medical schemes, establishing a low-cost medical scheme, and regulating the private sector to ensure efficiency.  While COSATU agrees on the need to regulate private costs, it nevertheless argues that the basic premise of underfunding is wrong.  Instead of increasing funding,
 there is a need to equalise funding and thereby address the underfunding of the public sector.  In other words, public health care is underfunded, not health care as a whole.  Enough money is spent on health care in South Africa – it is just inappropriately and disproportionately spent on private health care.  
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Makgethla outlined COSATU’s threefold approach to health sector transformation.  First, basic healthcare must be accessible for all, with private health care being understood as an “optional extra”.  Second, while there is a need to ensure adequate budgets for public health, there is also a need to control private costs and ensure that these do not drain the public sector.  Third, non-profit provision of health care must be strengthened.  This includes community, workplace and union-based health care provision.

According to Makgethla, the funding problems can only be addressed through the implementation of a NHI system.
  COSATU’s understanding of NHI is that it involves a mix of public and private providers (the latter of which is regulated to avoid duplication), a single source of payment through a non-profit fund, and funding through general taxation and a progressive levy with cross subsidisation.  

The main differences between SHI and NHI were detailed as follows:

· Funding: SHI increases funding through medical schemes, whereas NHI involves a single funding mechanism through the state

· Costs: SHI results in higher costs to workers and the economy because it does not have the benefit of a single, very large purchaser of health services.  NHI, on the other hand, does, allowing for health care provider prices to be driven down.

· Public resources: NHI ensures that the public sector has a greater share, whereas SHI does not result in any direct increase in public spending  

Implications for TAC’s People’s Health Service Campaign

The People’s Health Service Campaign needs to concentrate on the following issues:

· Addressing the underfunding of public health care by focusing on the need to equalise funding rather than increase the overall funding of health care

· Controlling the costs of private health care as a way to reduce the burden on the public health sector

· Developing a position on a unified health service, including the roles to be played by public and private health providers, a single funding mechanism and cross-subsidisation mechanisms

CONCLUSION: IDENTIFYING COMMON THEMES

Despite significant regulation of the private sector since 1994, the burden on the public sector has yet to be alleviated.  If anything, the private sector is responsible for increasing the public sector burden.  A decline in private sector coverage increases demand on the public sector.  In large part, this results from:

· A general private sector price spiral, with medicines, hospitals and non-health expenditure (including administration costs) being the primary drivers of cost increases 

· Rapid growth in medical scheme payments, resulting in increased contributions as well as increased co-payments, as well as OOP payments for services no longer covered by schemes (as is the case in reduced-benefit packages)

· Medical scheme contributions that are not income-related 

Despite significant developments in the past few years, the current regulatory framework does not seem able to achieve this goal.  Further, it is unclear to what extent recent developments (such as the SAMA/HASA and TAC/GSK/Boehringer Ingelheim settlements) – as well as the medicine pricing regulations – will assist in this regard.  Quite clearly, private sector costs need to be kept in check, regardless of the direction in which South African moves regarding health sector transformation.

Linked to the increasing burden on the public sector is the stagnation of real per capita health expenditure in the public sector as a whole.  COSATU argues that there is enough money spent on health in the country as a whole, and that the solution is to equalise funding through NHI rather than simply increase funding.  The state wants to implement a weak version of SHI and reserve its right to decide on NHI at a later date.  What is uncontroversial is that public health is underfunded and private health costly and inefficient.  

At minimum, what is common to all health sector transformation proposals are the following principles:

· Place of residence (urban/rural/province), health status and/or ability to pay should not determine whether a person has access to all essential health services that he or she needs 

· There is a need to ensure mandatory contributions from those who can afford to contribute

· Cross subsidisation is essential, both in terms of ability to pay (contributions need to be income related) and need for health care services (a large risk pool needs to be created)  

· Health care provision can take the form of a mix of public and private sector delivery (including not-for-profit provision), but with the public sector forming the backbone of the health system

But consensus on these issues is not enough.  Amongst a number of issues, the following questions still remain unresolved:

· Should all employed persons be obliged to contribute?  If not, which workers should be exempt from mandatory contributions?

· How large should the risk pool be?  Only the employed?  The country as a whole?

· Should there be cross subsidisation across the public/private divide?
· Can and should SHI be implemented without a real commitment to the implementation of NHI?
These critical questions need to be engaged and debated by all key stakeholders.
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Overview of Health Spending in South Africa (1999/00 – 2005/6)

1.
Overview of Health Spending

1.1 
Health expenditure by province (Extracted from Intergovernmental Fiscal Review 2003: 75)

Strong growth going forward applies specifically to some of the most disadvantaged provinces. Against an average growth rate of 10,9 per cent for all provinces in 2003/04, health budgets grow by 22,7 per cent in Mpumalanga, 22,1 per cent in Northern Cape, 20,9 per cent in North West and 16,9 per cent in Eastern Cape. These increases create the basis for substantial improvements in health services. Rapid growth in health budgets of historically disadvantaged provinces continues over the medium term. Health expenditure will constitute 21,6 per cent of provincial expenditure in 2005/06, down from 24,1 per cent in 1999/00. This is mainly due to faster growth in social security grants and nonsocial services expenditure. 

Table 1: Health expenditure by province

Source: Intergovernmental Fiscal Review 2003, page 75.

1.2
Public sector expenditure per capita  (Extracted from the Intergovernmental Fiscal Review 2003: 77)

The estimates of per capita spending set out below are calculated on total provincial expenditure and include conditional grants. They show that, based on budgeted spending for 2003/04, health spending per uninsured person ranges from R627 in Limpopo to R1 668 in Gauteng. Although there are inequities in the health system across provinces, this is largely due to the historical distribution of tertiary hospitals and the training of health professionals. These components are mainly funded through conditional grants and are concentrated in the large urban centres.

Table 2: Expenditure per capita (public sector users) 

Source: Intergovernmental Fiscal Review 2003, page 77.

According to Vennekens-Poane(2003)
, the total per capita health budgets of the Eastern Cape, Mpumalanga and North West are increasing towards the average over the MTEF, while Gauteng’s per capita health budget is declining towards the average.  The per capita allocation for the Western Cape shows an increase in 2003/04 followed by a decrease towards the end of the MTEF.  Northern Cape, Free State and KwaZulu Natal remain around the average.  Limpopo actually shows a slight decrease in per capita health expenditure further below the average, which might be reason for concern as it was already over 30% lower than the average in 2002/03.  

2.
Summary of HIV/AIDS spending in South Africa (2001/2 to 2006/7) 

Hickey’s (2004)
 analysis of Budget 2004/5 indicates a positive outlook in the allocation of HIV/AIDS financial resources by the national government.  In 2004/5 alone, a total of R1.439 billion is specifically allocated for HIV/AIDS. Over the medium term (2004/5 to 2006/7), a total of R5.505 billion is specifically dedicated for HIV/AIDS spending in the budgets of the national departments—including ARV funds and grants transferred to the provinces for HIV/AIDS programmes. Table 3 below illustrates the positive trend in the growth of HIV/AIDS allocations. 

Table 3: Summary of HIV/AIDS-specific allocations in the 2004/5 national budget
	R million
	2001/2
	2002/3
	2003/4
	2004/5
	2005/6
	2006/7
	Total over MTEF

	(A) Chief Directorate: HIV/AIDS and TB in national Dept. of Health (including conditional grants to provinces, ARV funds)
	265.84
	459.95
	766.29
	1,212.17
	1,545.34
	2,008.37
	4,765.88

	(B) HIV and AIDS Programme in national Dept. of Social Development (including conditional grant to provinces)
	14.954
	51.153
	70.388
	78.290
	85.153
	89.402
	252.85

	(C) HIV and AIDS conditional grant from national Department of Education
	62.896
	133.458
	131.621
	128.579
	136.293
	144.471
	409.34

	(D) Dept. of Public Service and Administration and Dept. of Science and Technology
	
	2.160
	5.218
	19.958
	30.384
	26.380
	76.72

	Total
	343.69
	646.72
	973.52
	1,439.00
	1,797.17
	2,268.62
	5,504.79

	Real terms
	395.83
	677.12
	973.52
	1,365.27
	1,616.21
	1,939.34
	4,920.82

	Real growth rate
	49%
	71%
	44%
	40%
	18%
	20%
	26%


Source: 2004 Division of Revenue Bill. 2003 Estimates of National Expenditure, pgs. 246, 390, 426, 479, 518. Real terms calculated based on GDP inflation, with 2003/4 as the base year.

Graph 1 shows the upward sweep visually. To put these increases in recent historical context, the R1.439 billion amount set aside in this year’s budget is nearly 7 times what was set aside to fight HIV/AIDS in the 2000/1 budget three years ago (R213.7 million). And, largely as a result of the injection of funds to finance the new ARV roll-out, the dedicated HIV/AIDS budget jumps 40% in real terms compared to last year’s allocation.
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A key characteristic of this overall financing framework for government’s HIV/AIDS response is that a small share of the funds designated for HIV/AIDS in the national budget are actually spent by national departments. Given that provinces in South Africa are responsible for health care and social service delivery, the bulk of funds are transferred to the provinces (either directly via conditional grants, or indirectly via the equitable share). Table 4 below splits the Comprehensive HIV and AIDS conditional grant by province. 

Table 4: Comprehensive HIV and AIDS conditional grant allocations by province

	R million
	2003/4
	2004/5
	2005/6
	2006/7
	Total MTEF (2004/5-2006/7)
	Provincial shares over MTEF

	Eastern Cape
	38.934
	98.97
	159.005
	218.021
	475.996
	14%

	Free State
	30.144
	69.969
	100.874
	142.265
	313.108
	9%

	Gauteng
	55.275
	134.231
	185.048
	252.695
	571.974
	16%

	KwaZulu-Natal
	85.591
	186.348
	251.468
	344.304
	782.12
	22%

	Limpopo
	28.962
	77.43
	125.899
	175.861
	379.19
	11%

	Mpumalanga
	26.287
	53.84
	81.392
	107.479
	242.711
	7%

	Northern Cape
	11.268
	31.881
	48.05
	68.603
	148.534
	4%

	North West
	32.891
	70.981
	100.921
	142.316
	314.218
	9%

	Western Cape
	24.204
	57.962
	82.451
	115.67
	256.083
	7%

	Total
	333.556
	781.612
	1,135.108
	1,567.214
	3,483.934
	100%

	Nominal growth rate
	59%
	134%
	45%
	38%
	

	Real growth rate
	52%
	122%
	38%
	31%
	


Source: 2002 Division of Revenue Bill, 2003 Division of Revenue Bill, 2004 Division of Revenue Bill. Idasa calculations. Real calculations based on GDP inflation figures; 2003/4 base year.
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The Crisis of Public Health Care in the Eastern Cape – 
The Post-Apartheid Challenges of Oversight and Accountability

Colm Allan, Neil Overy, Zama Somhlaba, Vuyo Tetyana and Lucas Zepe

Much has been heard about the so-called health crisis in the Eastern Cape over the past few years, both from politicians and the media. Since 2000 there has been a steady increase in the number of reports of health care related problems in the Eastern Cape, including overcrowded hospital wards, the dilapidation of infrastructure, food shortages, broken-down ambulances, and neglected state mortuaries.

The questions that this report sets out to address are: What are the various dimensions of the crisis in the provision of health care services in the Eastern Cape between 2000 and 2004? Is this crisis largely the result of the province’s apartheid legacy, as politicians have often claimed, or the consequence of mismanaged health care resources? And, importantly, how can this crisis be overcome? These are serious questions that are addressed through an evaluation of the performance of the Eastern Cape Department of Health against the Constitutional and Legislative requirements established to govern public service delivery since 1994. This report assesses whether public health care resources have been effectively and accountably utilised since the transition to democracy in South Africa.

Key Findings and Recommendations

(NB: Embargoed until 1pm Saturday 3 July 2004).

Health Budget

Finding

In 1999/2000 the Eastern Cape per capita expenditure on health was 83 percent of the national average. By 2002/2003 this figure had fallen to 73 percent. Figures show that the Eastern Cape per capita health budget has been increasing at a much slower rate than the national average.

Recommendation

The Eastern Cape provincial Treasury and the province’s Finance Standing Committee should take steps to ensure that the provincial Department of Health is allocated a budget proportional to the province’s needs and in line with the national average expenditure on healthcare. The Eastern Cape delegates to the National Council of Provinces (NCOP) should lobby vigorously to ensure that the province’s budgetary allocations are in line with its social needs.

Spending

Finding

In the audited financial years between 2000 and 2003 the Eastern Cape Department of Health underspent its three-year R12.4 billion budget allocation by an amount of R309 million. During this period the department’s programmes were found to have routinely incurred significant over- and under-expenditure. This spending pattern is attributable to the department’s failure to undertake rigorous strategic planning and to utilise a zero-based budgeting approach. Instead of drawing up properly costed business plans for each programme and then combining them to make up its operational plan for the year, the department was found to have routinely drawn up its strategic plan first and its operational and business plans later.

Recommendation

The department needs to dramatically improve the quality of its strategic planning to enable it to track its expenditure more effectively. The national and provincial Treasuries need to ensure that the department utilises a zero-based budgeting approach and that it starts its planning process at the prescribed times during each financial year. In addition to these bodies the provincial Finance Standing Committee, Standing Committee on Public Accounts (SCOPA) and the Health Standing Committee need to take steps to ensure that the department draws up properly costed business plans for each of its programme, and that it ensures that these are timeously incorporated into its operational plan for each financial year. The department, its various stakeholders and the above oversight bodies should take steps to monitor the department’s expenditure in line with its operational plan.

Infrastructure Maintenance and Development

Finding

The Eastern Cape Department of Health failed to spend an amount of R283.3 million (or 19.4 percent) of its R1.458 billion infrastructure budget between 1999 and 2004. None of the department’s annual strategic plans for this period were found to contain accurate, time-bound and costed capital expenditure and maintenance plans. 

Recommendation

The Eastern Cape Legislature Health Standing Committee and SCOPA, as well as the provincial Treasury, need to take steps to ensure that the department annually undertakes a detailed analysis of its infrastructure maintenance and development needs, and that it draws up its maintenance and construction plans on this basis. This should include a detailed account of maintenance and upgrading needs of existing health facilities and an analysis of the need for new facilities. These bodies should also ensure that the department tracks its expenditure on these facilities year-on-year and that it reports rigorously on the implementation of its infrastructure plans.

Strategic Planning

Finding

None of the department’s strategic plans for the period between 2000 and 2004 were found to contain accurate information on the Eastern Cape public health service delivery environment and the service delivery needs to be met by the department. Nor did these plans contain evidence of effective consultation with the department’s internal and/or external stakeholders. Of particular concern is the fact that none of the department’s plans contained any reference to conditions attached to its transfer of funds to external bodies, or to any monitoring mechanisms for ensuring compliance with these conditions. This is despite the fact that the department transfers millions of Rands out of its budget to municipalities and NGOs each year.

Recommendation

The department should ensure that it identifies its strategic objectives on the basis of a detailed ‘needs analysis’ each year, and that in the process of compiling its strategic plans it undertakes a thorough process of consultation with internal stakeholders (including its own managers and trade unions) and external stakeholders (including health-related NGOs, experts and service providers). In addition, the department should attach a list of service level agreements, or measurable performance indicators to be met by transfer recipients, to its annual strategic plan.

Financial Management

Finding

Between 1996 and 2003 the department failed to properly account for 81.9 percent or R20.6 billion of its R25.2 billion budget allocation. This amount was issued with audit ‘disclaimers’ by the Auditor-General. An audit ‘disclaimer’ is an opinion issued after the conclusion of a financial audit when there is a manifest lack of internal financial control measures, a lack of financial records and the failure to properly record all financial transactions. 

Recommendation

The department needs to ensure that it develops detailed business plans in order to guide and track the expenditure of each of its programmes and sub-programmes. By ensuring that each programme activity is measurable, properly costed and has a clear timeframe attached to it, programme managers will be able to track and report on expenditure (and their progress in implementing these activities) more effectively.

Use of Conditional Grants

Finding

The national Auditor-General found in 2003 that the Minister of Health and the National Department of Health had no monitoring mechanisms in place to ensure the proper use of funds disbursed to provinces in the form of conditional grants. Consequently, the national department could not properly account for the use of R7.1 billion out of its R7.6 billion budget transferred to provinces for purposes of provincial hospital rehabilitation, HIV/AIDS programmes and child-feeding schemes during 2002/2003 alone.

Recommendation

The National Department of Health, the national Treasury and national Parliament’s Portfolio Committee on Health, should take the necessary steps to ensure that all conditional grants transfers to the provinces comply with the provisions of the Division of Revenue Act (DORA). This includes ensuring that effective monitoring mechanisms are put in place to monitor and report back on the implementation of conditional grant programmes in all instances. The national office of the Auditor-General should issue the National Department of Health with an audit disclaimer in circumstances where it has failed to ensure the proper implementation of the Public Finance Management Act (PFMA) and DORA. 
Financial Misconduct

Finding

Financial audits conducted by the Eastern Cape Auditor-General’s office for the three financial years between 2000 and 2003 identified numerous breaches of the PFMA, which constitute acts of financial misconduct. Financial misconduct is defined by the PFMA as the wilful or negligent failure to perform a financial duty by an official, or the wilful or negligent failure of an accounting officer (generally the HOD) to prevent unauthorised, irregular or wasteful expenditure, or to meet his/her reporting responsibilities.
 There is no evidence of departmental officials responsible for the transgressions being investigated or charged with misconduct.

Recommendation

The MEC for Health, the Eastern Cape Legislature Health Standing Committee, SCOPA and the provincial Treasury need to take steps to ensure that the provisions of the PFMA governing financial misconduct are implemented. 

Misconduct

Finding

Despite having employed a Health department employee to work in his private specialist practice in breach of legal provisions and ethical codes governing the conduct of MECs, Health MEC Dr Bevan Goqwana has neither been investigated nor subjected to disciplinary proceedings. The Office of the National Public Protector, to whom this case was referred, has consistently failed to uphold the provisions of the Constitution and the Executive Members Ethics Act in respect of this case. This has served to set a precedent within the department that misconduct will be tolerated dependent on the circumstances of those involved.

Recommendation

The National Parliament Portfolio Committee on Justice should review the conduct of the Office of the Public Protector given its failure to conduct a rigorous and independent investigation into alleged conflicts of interest and abuse of public office for private gain by Dr Goqwana. The new Eastern Cape Premier, Mrs Nosima Balindlela, should conduct a rigorous investigation of these allegations in a bid to reaffirm the principle that members of the provincial Executive Council are not above the law. The Premier should take steps to ensure that the code of ethics governing conflicts of interest by members of the provincial Executive is rigorously monitored and implemented.

Auditor-General’s Oversight

Finding

Audits conducted by the Auditor-General’s office into the Eastern Cape Department of Health were found to be of a consistently high standard between 1996 and 2003. However, an inconsistency between the Auditor-General’s 2002/2003 audit opinion and those issued in previous years was found. Despite identifying the same internal control failures and breaches of the regulatory framework that led to the department being issued with audit ‘disclaimers’ in the 2000/2001 and 2001/2002 financial-years, the department was issued with an ‘unqualified’ audit opinion in 2002/2003. 

Recommendation

The Auditor-General’s Office should uphold the highest audit standards and base its evaluations of the department’s financial management and performance solely on compliance with the PFMA.

Legislature Accountability

Finding

There has been a manifest breakdown in the implementation of Legislature oversight committee resolutions by the Eastern Cape Department of Health. The Auditor-General reported in 2002 that none of SCOPA’s resolutions between 1996 and 2002 had been implemented.

Recommendation

The department should publish all previous oversight committee and SCOPA resolutions in its annual report. It should also provide a detailed account of its progress in the implementation of these resolutions in its annual report. For their part, Legislature and parliamentary oversight committees should be more assertive in the use of their Constitutional powers to call the MEC for Health and senior departmental officials to account for their performance in implementing oversight resolutions. 

Privatisation

Finding

The appointment of private sector companies (in the form of public-private partnerships [PPPs] and outsourcing contracts) is rapidly becoming seen by the department as a panacea for its ongoing management problems. No evidence of the department’s internal efforts to address its financial management failures prior to proposing such outsourcing arrangements could be found. Moreover, once such arrangements had been entered into, no evidence could be found of steps taken to publicise the service level standards to be met by the private contractors. 

Recommendation

Prior to the outsourcing of public services to the private sector, the department should present a detailed report on the nature of its financial management and service delivery problems and what steps it has taken to address these.
 This report should be presented to the relevant Legislature oversight committees and a justification provided for why it is that the department cannot meet its responsibilities internally. An opportunity should be afforded to civil society organisations, and especially trade unions, to provide inputs to these special hearings. In instances where health services are privatised the service level agreements, setting out the standards of care and service that the public are entitled to expect from such private service providers, should be widely publicised.

HIV/AIDS Programme Implementation

Findings

· The lives of 15 000 children could have been saved in the Eastern Cape had nevirapine been rolled out for prevention of mother-to-child transmission (PMTCT) purposes at all state health facilities in 1998 as opposed to mid-2003. (Based on the estimation that 3000 lives could be saved per year in the province if nevirapine had been made available to all pregnant women).

· Between 2000 and 2004, the department failed to produce business plans for almost 40 percent of its budget (or R93.2 million out of a total budget of R238.2 million). The department only produced business plans for the equivalent of 77 percent of its conditional grant allocation, and 52 percent of its provincial government allocation, for its HIV/AIDS programmes during this period.

· During the period between 2000 and 2004, not a single HIV/AIDS business plan produced by the Eastern Cape Department of Health was found to include a reconciliation with HIV/AIDS budget allocations or expenditure for previous years.

· Of R123.2 million allocated from the Eastern Cape budget for HIV/AIDS programmes in the period between 2000 and 2003, 26.7 percent (R33 million) was unspent, whilst 73.2 percent (R90.2 million) remains inadequately accounted for.

· Between 2000 and 2004 HIV/AIDS related training accounted for R44.6 million or approximately one-third of the department’s R145.08 million HIV/AIDS budget for which business plans were produced. Yet, the department was found to have no means of monitoring the quality, content or numbers of people obtaining HIV/AIDS training within the province. 

Recommendations

The Eastern Cape Treasury, Health Standing Committee, SCOPA, national Health Portfolio Committee, national Treasury and national Health Department need to take steps to ensure that the provincial Department of Health produces a detailed business plan to cover its entire HIV/AIDS budget each year. Each activity listed on this business plan should be measurable, properly costed and have a clear timeframe attached to it. The above bodies should also take the necessary steps to ensure that the HIV/AIDS Directorate tracks and provides detailed reports on its expenditure and progress in implementing these activities on an ongoing basis.

 In addition, steps should be taken to ensure that the department publicises a list of service level agreements entered into with external bodies to whom HIV/AIDS funds are transferred. The department should take steps to ensure that these bodies report rigorously on their use of public funds. An account of the expenditure and activities of these external bodies should be included in the department’s annual report.

Working in the Health Care System

Addressing the Concerns of Public Sector Health Care Workers

(Written by the ALP)

Introduction

This document is a product of various interviews with public sector health care workers (HCWs), most of whom are TAC members and leaders.  The following HCWs were interviewed: Edna Bokaba (retired nurse, Chris Hani Baragwanath Hospital, Soweto), Lydia Cairncross (doctor, Groote Schuur Hospital, Cape Town), Pascal Mogadielo (nurse, Helen Joseph Hospital, Johannesburg), Harry Moultrie (doctor, Chris Hani Baragwanath), Hermann Reuter (doctor, Médecins Sans Frontières (MSF) HIV/AIDS programme, Lusikisiki, Eastern Cape), Sue Roberts (nurse, Helen Joseph) and Joanna Taylor (junior doctor, Chris Hani Baragwanath).

This paper is a qualitative assessment based on the experiences and perceptions of those working in the public health sector.  Rather than merely repeating the weary slogan of “over-worked and underpaid”, the purpose of the paper is to identify key issues that need to be addressed by the People’s Health Service Campaign regarding the working conditions of public sector HCWs.  It is meant to open up the discussion, stimulate debate and ultimately lead to a strategy to address these issues.  

While every effort has been made to categorise these issues, many of them are interrelated and interdependent.  Nevertheless, the following key themes have emerged:

· Resources

· Staff shortages

· Management

· Working hours

· Training

· Urban/rural divide

· Trade unions

· Role of communities

· Impact of HIV/AIDS

Resources

While there is a general lack of resources in the public health sector, this is most noticeable in relation to the following: 

· Low salaries for HCWs, particularly nurses


· Medicines

· Medical equipment

· Other medical supplies, such as dressings

To give an indication of low salaries, consider the following Public Service Salary Scales for Nurses for 2003/2004:

	Nurses on Training
	R34 389 – R45 855

	Enrolled Nursing Assistants
	R34 389 – R45 855

	Senior Nursing Assistants
	R46 353 – R63 666

	Staff Nurse
	R46 353 – R63 666

	Senior Staff Nurse
	R67 887 – R78 816

	Professional Nurse
	R67 887 – R78 816

	Senior Professional Nurse
	R84 561 – R99 300

	Chief Professional Nurse
	R105 018 – R121 923

	Assistant Director
	R125 400 – R151 485

	Assistant Director (Leg 2)
	R156 516 – R181 710

	Deputy Director
	R182 598 – R211 995

	Deputy Director (Leg 2)
	R219 768 – R255 147


HCWs interviewed identified three key factors influencing the general lack of resources:

· The inappropriate allocation of funding to provinces with greater needs

· Mismanagement of existing funds

· The public health sector is overburdened, having to deal with the “overflow” from the private sector – in other words, the private sector “dumps” patients on the public sector 

The lack of appropriate resources directly affects the ability of HCWs to provide quality health care.  There is a gap between the medical care that HCWs know ought to be provided and the care that limited resources allows them to provide.  HCWs are thus placed in a position of being unable to uphold their professional code of ethics.  While more resources are clearly required, a first step towards closing the gap (between what should and what can be provided) is for the proper, efficient usage of existing resources.

Staff shortages

Many HCWs are leaving the public health sector, mainly for jobs in the private sector and abroad.  What is interesting – and even more worrying – is that some are leaving even though they have no alternative employment. In Gauteng, for example, while 600 nurses are being trained annually 800 to 850 nurses leave the profession every year.
 While low salaries are one obvious reason why HCWs are leaving the public sector, there are many other contributing reasons.  And if these issues could be addressed, many HCWs would be willing to remain in the public sector, even if salaries remain lower than in the private sector.

So what are some of the issues that must be addressed if HCWs are to stay in the public sector?

· Inability to provide proper care – shortages of medicines, medical supplies and equipment mean that patients are not receiving proper care.  For example, the lack of the antibiotic amoxicillin (Augmentin) results in patients being treated with other antibiotics that are ineffective and may lead to secondary infections.

· Stress – HCWs are both physically and emotionally stressed due to workloads and because they feel unable to care properly for their patients. Security concerns also contribute to stress. HCWs face a security risk from patients who are abusive.  Generally, there are no (or too few) security personnel in hospitals and clinics.  Security guards are posted mainly at the entrances and exits of the hospitals, so they offer no protection to HCWs in the wards.

· Low morale – this is a general feeling due mainly to lack of reward and appreciation.  Many HCWs feel that they receive little or no respect from hospital management, seniors, patients and families of patients.

· Career-pathing – there is no discernable career-pathing for medical professionals.  Experienced staff members are often overlooked when vacancies arise.  Junior doctors have to accumulate unreasonably long periods of work experience before they can “move up a notch”.

· Scarce-skill allowances – the objective of these allowances is to attract and retain staff, but the application of the allowance has not been properly thought through.  With regard to nurses, the allowance (10% of annual salary) applies to nurses with training in the specialties of operating theatre technique, critical care and oncology.  The problem is that there are many nurses who provide the same service but lack the formal training and, as a result, do not benefit from the allowance.

· Comfortable work environment – many leave for the private sector because of the comfortable working environment.  It seems that more comfortable tearooms with radio/music where HCWs can relax during breaks and de-stress would make a difference.  There may be a tension between using scarce resources to make the work environment more comfortable versus paying for necessary medical equipment, supplies and decent salaries.

Management
Management, including departmental heads, hospital superintendents and senior staff, is often ineffectual and autocratic.  HCWs want strong but fair and engaged leadership.  They also identified the following problems with management:

· Cutting costs by cutting quality of care

· Superintendents are usually more concerned with keeping to budget than meeting health care needs.  This is partly due to the pressure applied on them by the department to spend budgets “appropriately”.  As a result, superintendents often under-order medicines.
· Nurses are often required to provide the type of care for which they have not been trained, or have not had much experience
· Human resource management

· New nurses do not work with a “mentor” – someone to supervise the quality of care they provide until they have had sufficient experience.  This is also a serious problem for intern doctors.  Apart from being dangerous for patients, it raises serious questions of medical negligence and malpractice.

· Experienced staff members are overlooked when there are vacancies.  Often, junior staff members are appointed instead.  This ties into the apparent lack of concern with the staff exodus because younger, inexperienced HCWs are cheaper to hire

· Management does not support staff or encourage improved performance.  Instead, there is pressure on heads of department to “downrate” so that bonuses do not have to be awarded.

· Doctors and nurses are not managed as a team 

· Management does not take staff concerns seriously

· General management issues

· There is an apparent lack of concern from the side of management for the quality of care that patients receive.  For example, there have been instances where medical patients have been mixed with surgical patients in the same ward, which creates a danger of cross-infection. 

· Lack of management skills, such as ineffective stock management 

· Bureaucratic management style 

Working hours

Excessively long working hours are a significant cause of stress, fatigue and lack of job satisfaction.  For example, junior doctors work on average 75 hours per week.
  Such long working hours have significant negative implications for the quality of care that is provided to patients, as well as raising physical safety concerns.  In addition, such working hours may also result in chronic sleep deprivation, depression and other psychological problems, such as substance abuse.

Despite the real dangers caused by very long work hours, there is an apparent lack of will on the part of management and/or supervisors to address (or be sympathetic to) these problems.  Instead, the response to the issue tends to be punitive.  There is a strong indication that a change in this system would go a long way to alleviating the conditions of HCWs, regardless of whether salaries are increased or not. 

Training

The HIV-denialist stance of government has meant that there has been a lack of training of HCWs for HIV/AIDS treatment, despite the fact that hospitals and clinics have been swamped with patients presenting with HIV-related illnesses. Medical students, for example, have been taught the pathology and microbiology of HIV but not the therapeutic component. What this means is that we are now faced with a serious shortage of HCWs trained to provide ARV treatment.

Other training-related concerns include the following:

· The public sector suffers from a lack of training capacity – there are very few trained staff, limited financial resources available for training and a lack of proper training facilities

· At present nurses do not have access to continuous professional development (CPD) in the workplace, meaning that they have to take leave in order to attend training workshops.  This can only be done if there is someone to cover the shift

· There is no training on personnel relations (related to patient care), ethics and human rights.

Urban/rural divide

Most, if not all, of the above issues are felt more acutely in rural areas.  The lack of human, financial and infrastructural resources is severe. 

· Conditions of service

· HCWs (particularly nurses) have to live in very poor conditions

· Rural areas are not an attractive place to work in terms of the living conditions, lack of entertainment and a feeling of being isolated both socially and academically

· Rural allowances are not effective where the provinces employ HCWs – municipalities still pay more.  Only professional nurses and doctors receive rural allowances – mid-level nurses and pharmacists do not qualify for rural allowances

· Workplace safety issues:

· Nurses fear for their safety when leaving work late and at the end of month when it is known that they have been paid – many fear being mugged.

· There appears to be an unreasonable fear of being infected with HIV, which is due to the lack of training.

· Trade unions are weak in the rural areas

· Failing to address the particular needs of rural health delivery

· Most of the provincial health budget is absorbed by hospitals – this has a negative impact on resources available to clinics, which provide care in rural areas

· There are difficulties in transporting patients from clinics to health centres

· Protocols for referring patients are unclear

· Other issues

· There is a lack of training facilities and trained staff to conduct training in rural areas.  A lack of capacity to train assistant pharmacists is noted as a particular training problem in the Eastern Cape

· Management/leadership issues include a lack of capacity, experience and management training.  There is a hangover from previous unwillingness to deal with HIV

Trade unions

The fragmented nature of health care trade unions and a lack of unity makes it difficult for union members to feel empowered to effect change in management methods.  Some members feel that there is too “cosy” an alliance between some unions and government, which results in them and their concerns not being adequately represented.  In rural areas in particular, there is a feeling that trade unions have not been able to reconcile their responsibilities to the community with the need to fight for the rights of HCWs.

The role of communities

Communities have an important role to play in the functioning of the health system, especially in rural areas.  Below are some suggestions that consider the role of communities in improving health care delivery:

· Clinics should be representative of the community

· There should be community participation in decision-making

· Efforts should be made to reduce antagonism between HCWs and the community – HCWs should be educated on the conditions in the communities, and vice versa

· To make sure that communities are able to participate properly, there is a need for treatment literacy, not just education on stigma and nutrition.  Treatment literacy should include information regarding the expense of medications and why generics are unavailable

Impact of HIV/AIDS

HIV has resulted in the public sector being overburdened.  The lack of ARV treatment in the public sector resulted in HCWs either feeling overwhelmed or apathetic regarding the appropriate care to be given to these patients. The political unwillingness to address HIV/AIDS as a health crisis means that it has been allowed to get to a point where any effort to tackle problems in the health sector must begin with the ARV treatment plan.  There are concerns amongst HCWs that the ARV treatment plan has not been properly planned – so training, staff shortage and drug shortage problems come to the fore 

HIV/AIDS has had – and continues to have – a negative impact on the public health sector in the following ways:
· It increases the burden on medical wards and on staff due to opportunistic infections

· HCWs are often not able to make a rational assessment and proper management plans for their patients with HIV because of overburdened conditions

· HIV/AIDS has resulted in a critical need for counsellors, but a lack of training and ethical protocols remains a problem

· It has resulted in a resigned attitude amongst HCWs – because HIV is a chronic illness, HCWs usually send patients away in the knowledge that they will be returning in a worse condition.  This has been very demoralising for HCWs

While HIV/AIDS has had a serious negative impact on the public health sector, the introduction of ARV treatment now provides an opportunity to address many of the problems in public health in a way never thought possible before.  How is this so?

· It has helped to identify which challenges need to be overcome, such as drug shortages, drug unavailability, and the lack of blood-testing capabilities

· The ARV treatment plan helps to focus global attention on health care

· There will be an injection of funds into the public health sector if the ARV treatment plan is properly rolled out

· It can bring in resources for buildings, vehicles, equipment and staff – the positive impact of this will potentially be felt more in the urban areas.  Access to these resources helps to improve the quality of health care services for all other conditions and illnesses

· The increased attention to health care improves work morale
Traditional Healers, HIV/AIDS and Human Rights

Marlise Richter, Researcher, AIDS Law Project, June 2004

Did You Know?

It is estimated that

· 200,000 traditional healers are active in South Africa, of which 30,000 are accounted for;

· 80% of South Africans consult traditional healers; and 

· 97% of people living with HIV/AIDS first use complementary or traditional medicines, and consult only with a biomedical doctor when problems persist.

The popular media in South Africa often carry horror stories of traditional medicine and its practitioners, while sensationalist articles have escalated with the rise of the AIDS epidemic. Reports of the prescription of mysterious herbal treatments or muti, healers who claim to have found the cure for AIDS, and unethical and unsavoury behaviour relating to treatment of patients can often been be found in the pages of newspapers or magazines. While a number of traditional healers have thoroughly deserved the negative publicity generated by their disreputable conduct, these stories may have contributed to a negative sentiment held towards all traditional healers and to all traditional healing practices. This has meant that the role that ethical and well-educated traditional healers can play in South Africa’s response to HIV/AIDS and its efforts to build up its health system has largely been ignored.
The Operational Plan

The government has recognised the contribution that traditional healers and traditional medicine could make to the health and well-being of South Africans by putting processes into place to regulate traditional healers. In 2004, the South African Parliament will consider passing a Traditional Health Practitioners Bill that aims to provide a regulatory framework for traditional healers. In addition, the government’s Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa (Plan) recognises the valuable role that traditional healers and traditional medicine can play in the AIDS epidemic. The Plan notes the following:

Traditional health practitioners can enhance the implementation of the antiretroviral component of this plan by mobilising communities, drawing patients into testing programmes, promoting adherence to drug regimens, monitoring side effects, sharing their expertise in patient communications with biomedical practitioners, and vice versa, and continuing their acknowledged mission in improving patient well-being and quality of life.

It also notes the importance of research into the safety and efficacy of traditional medicines. The Plan envisions training of traditional healers on AIDS treatment and care, prevention, treatment, adherence to medicines, general counselling, toxicity monitoring and patient education. The Plan is clear that it will not train traditional healers to use antiretroviral therapy, but will compile guidelines on HIV-related care for traditional healers. 

Human Rights and Traditional Healers

Partly due to decades of colonialism, cultural imperialism and the power of the multi-national pharmaceutical industry, traditional healers and traditional medicines have been marginalized and their value to communities underplayed. There is therefore a need for investment and support of traditional healers and traditional medicine – not only by government, but also by civil society and the private sector. At the same time, it is vitally important that human rights principles and a human rights framework are strictly applied to all aspects of traditional healing.

Aligning Traditional Healing and Human Rights: A Checklist

· Everyone has a right to human dignity

Traditional healers and their patients have to be treated with respect and dignity. Patients must not be subjected to degrading rituals or procedures.

· Everyone has a right to privacy

Traditional healers must respect their patients’ confidentiality and not disclose any medical information to third parties without their clients’ express consent.

· Everyone has the right to equality and non-discrimination

Traditional healing should not experience discrimination in relation to the practice of ‘Western’ medicine where it fulfils the same standards of efficacy, safety, accurate patient information, professionalism and ethics.

· Everyone has the right to freedom of conscience, religion, expression, thought, belief and opinion and the right to culture

Traditional healers and their patients may not be prevented from expressing or practicing their beliefs and traditions, except in cases where it causes undue suffering or infringes on the human rights of others.

· Everyone has the right to the freedom of trade, occupation and  profession

Traditional healers must be free to practice their profession.

· Everyone has the right to have their environment protected

It is important that in preparing their medicines, traditional healers do not contribute to environmental degradation but promote conservation and secure ecological sustainable development.

· Everyone has the right to access to health care services

Everyone should be able to make use of adequate, safe and beneficial health care assistance, and be able to elect being treated by traditional healers.

Questions for Further Consideration

· How can we ensure that traditional medicines can be tested to determine which ones are safe and effective for treating diseases?
· How do traditional medicines interact with antiretroviral drugs and how can treatments be combined for the greatest patient benefit?

· What interventions are best suited to countering biopiracy (exploitation of natural resources) and the appropriation of indigenous knowledge related to traditional medicines that is often undertaken by pharmaceutical companies?
Summary of South African Health Review 2002
, Chapter 9: Community Based Health Workers

Definitions and Roles

The umbrella term “community based health worker” (CBHW) describes a variety of community-selected and community-trained health providers, including community/ village health workers (CHWs/VHWs), community resource persons (CORPs), community rehabilitation facilitators (CRFs), community based directly observed therapy short-course (DOTS) supporters, HIV/AIDS communicators (HACS) etc. All these types of CBHWs carry out one or more functions related to health care delivery and welfare and are trained in some way in the context of their particular intervention, but usually have no formal professional or paraprofessional certificated or tertiary education. In 1999, the South African Qualifications Authority (SAQA) “Auxiliary Health Worker” standards were agreed to nationally and provide the framework for the training of all workers in this category.

Are CBHWs Good Value for Money? 

Advocates with experience in working with CBHWs value them because they:

( Are excellent health promoters who also play an important role in prevention, treatment, rehabilitation and palliation;

( Enhance community participation;

( Provide the District Health System (DHS) with a link to communities and a means of getting feedback; and

( Reach people with physical disabilities or mental illness who can otherwise only access services with difficulty.

However, there is an excessive amount of variation between CBHW programmes, mostly because lip service is paid to the importance of community based programmes without a willingness to provide the type of support lent to hospital and clinic based services. Sometimes CBHWs’ development is even seen as a digression from what are perceived to be more important facility-based strategies for improving health. 

Current Challenges for Current CBHWs’ Programmes

( The fragmented roles of many different kinds of CBHWs: narrow specialisation and lack of coordination often leads to competitiveness and conflict;

( The large variation in incentives and payments for similar types of work;

( The excessive amount of days per week that unpaid or partially paid CBHWs are often expected to work;

( The disconcerting range in the amount and quality of training offered to different groups;

( The inconsistent support and supervision given to different groups;

( Monitoring of programmes is weak and evaluation results are sparse;

( Transport constraints are a major obstacle; and

( Inadequate linkages with the district health system and a lack of involvement in intersectoral activity.

Whether CBHWs ought to be volunteers, supported in kind by the community, or paid through community or government funds, has been much debated. However, the reality is that most programmes pay their CBHWs either a salary or an honorarium, and almost no examples exist of sustained community financing of CBHWs. Where CBHWs work on a completely voluntary basis, attrition rates are high and the few enthusiastic and reliable volunteers that remain become overloaded with tasks from other agencies and sectors.

In developing countries, volunteers are often driven by the hope that their work will lead to a paying job or other benefits, and when these do not materalise frustrated volunteers and their families often bear heavy costs for continued participation. For the above reasons, it is clear that a programme is usually at a disadvantage in the long run if it relies heavily on volunteers without some kind of reciprocal benefit system. Adequate and sustained remuneration is essential to maintain the interest of the CBHWs and to ensure the stability of programmes.

Ideally, salaries should be paid by the community based non-governmental organisation (NGO) and not directly by the formal health services. However, the principal funder should be the state, given that CBHW programmes are a component of the district health system budget. 

Management of CBHWs’ Programmes

The training of many health professionals such as doctors and nurses does not adequately prepare them for work in a community setting. In addition, the shortage of doctors, nurses and other health personnel has been exacerbated recently by emigration of many professionals from South Africa. There is considerable agreement that CBHWs have a role to play in improving the health of communities and filling the gap in areas that existing health personnel cannot reach. The first crucial step in this direction requires the acknowledgement and recognition of CBHWs as an essential part of the district health team from the highest level in terms of both policy and committed funding, much as has been done in KwaZulu-Natal. Explicit national and provincial policies and supportive legislative measures are also necessary to formalise the position and role of CBHWs.

Supervision Procedures and Structures of Accountability

A simple, practical system would be for each district health authority that receives funds from the provincial department of health to contract with one or more NGOs to provide specific sets of health, welfare and development outputs to be undertaken by CBHWs working within a defined population. In this way district health authorities retain responsibility for the services, while recognising that these specific services are best delivered by NGOs using CBHWs. An example of this is the KwaZulu-Natal model of delegating programme management to a consortium of NGOs, who receive a block grant from the province and in consultation with provincial health management, district health management and local municipalities decide which services to offer and help to build local NGO capacity.

Training of CBHWs

Training should be a continuous, community based, problem oriented, experiential education process. Apart from an initial orientation course and short specific course(s), the training should be undertaken where CBHWs operate. Most training programmes are not currently accredited by an approved educational institution, and this deprives CBHWs of recognition that would enable them to develop their careers.

Recommendations

( The feasibility of national or provincial salary structures, standardised according to level of training and years of service, should be considered.

(  To facilitate effective structures for supervision and accountability, NGOs should be contracted to provide specific sets of health, welfare and development outputs to be undertaken by CBHWs working within a defined population.

(  CBHWs need to have their own transport and this works best where they are subsidised to provide their own vehicles and are then remunerated for a fixed amount of travel per month.

( To overcome the problem of CBHWs visiting poverty stricken households empty handed, it is suggested that they be provided with poverty-relief vouchers, which they could give to families and individuals in distress. These could be exchanged for food, seeds, clothing or other basic household essentials at local spazas and shops, boosting the local economy and avoiding the need to establish complex logistical systems to purchase and provide food parcels.

(  In terms of the training of CBHWs, it is important that existing SAQA standards and material already developed be utilised as fully as possible.

(  Simple internal evaluation can be built into the normal project monitoring activities.

Conclusion

Community based health workers offer the country one of the most viable means of dealing with the dual problems of poverty and HIV/AIDS, but at the moment the very variety of creative initiatives being undertaken demonstrates a lack of coherence and threatens the continuation of CBHW programmes. Clarity of conception and the development of formal systems that link the various elements of community based health care are essential to enhance the capacity of CBHWs to provide a comprehensive service.
HIV, Tuberculosis and Infectious Disease in South Africa

TAC Review of the Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa

(Based on the report released by the Minister of Health 19 November 2003)

Originally written January 2004, updated June 2004

The release of the Operational Plan for Comprehensive HIV and Aids Care, Management and Treatment for South Africa (Plan) in late 2003 was the culmination of the TAC’s five year struggle for a national, public health sector HIV/AIDS treatment plan that specifically includes antiretroviral therapy (ART).

The Plan is a reasonably competent blueprint for rolling out antiretrovirals (ARVs) while improving the functionality and quality of health services generally, with a commitment to adding over 22,000 employees to the public health care system by March 2008. It also commits government to establishing at least one treatment service point in every health district or metropolitan council in South Africa by the end of the first year, with care and treatment facilities in every local municipality within five years. The Plan sets concrete treatment targets, anticipating that approximately 50,000 patients would have begun ART and over 200,000 CD4 tests would have been performed by the end of March 2004. Many of the recommendations in the civil society submission to the Plan’s Task Team have been adopted. Of course, as with any document of this complexity, a number of problems persist.

If the Cabinet demonstrated a unified, rational approach to the HIV/AIDS epidemic, the Plan could be considered merely a technical document, its shortcomings likely to be rectified by the work of health care professionals on the ground. Unfortunately this is not the case: the Minister of Health has repeatedly publicly contradicted the Plan’s stated goals, it is still not clear that the Plan receives the personal support of the President and there are indications that the Plan’s implementation is progressing very slowly. The TAC consequently anticipates that the Plan’s defects will be actively used by denialists and their supporters in government in an attempt to delay treatment rollout. Understanding the Plan and critically evaluating its strengths and weaknesses is vital in order to effectively counter such obstacles. This short document therefore provides a brief summary and analysis of the Plan, intended to help members understand its salient points and the various problems that it raises. The length of the Plan itself requires that much of the summary provided has to remain superficial, and readers are encouraged to read the text of the Plan themselves at either the National Office’s resource centre or www.tac.org.za/Documents/TreatmentPlan/OperationalTreatmentPlan.pdf. 

The Plan is divided into six sections: Prevention, Care and Treatment of HIV and AIDS; Human Resources and Facilities; Operational Issues: Drugs and Laboratories; Communities; Information, Monitoring and Research; and Management and Budget.

Section One: Prevention, Care and Treatment of HIV and AIDS

I.  Prevention, Care and Treatment
This section commits government to implementing a “continuum of care” that includes voluntary counselling and testing (VCT), prevention of mother-to-child transmission (PMTCT), education, life-skills programmes, sexually transmitted infection (STI) management, condom distribution, tuberculosis (TB) management, nutrition, psychosocial and social support, home-based care and medical care and treatment by dedicated, trained medical teams. Patients will be able to access these services through existing VCT centres, PMTCT programmes, STI clinics, primary health care clinics, TB clinics, the South African Military Health Service and, notably, prisons. The Plan envisages that financial and staffing support for the implementation of this service integration programme will come from both non-governmental organisations (NGOs) and the private sector. Prevention is emphasised as the “mainstay” of government’s approach to HIV/AIDS, with newly-funded interventions such as ART considered complementary to prevention programmes.

Non-pregnant adult and adolescent patients with CD4 counts less than 200, those who are symptomatic regardless of CD4 count and those exhibiting any World Health Organization (WHO)-mandated stage IV AIDS defining illness (e.g. pneumonia, extrapulmonary TB, Kaposi’s sarcoma etc.) will be referred to district or regional hospitals to commence treatment if they are deemed “prepared and ready to take ARVs adherently.” Children who have CD4 counts below 15% and are symptomatic or who have a WHO paediatric stage III illness (e.g. recurrent septicaemia, recurrent meningitis etc.) are eligible to commence treatment if deemed to have “at least one responsible person.present who is capable of ensuring adherence to the child's ARV schedule.” The Plan continually admonishes that “the risk of developing AIDS must be weighed against the risks of toxicity and development of resistance” related to ART, while failing to directly acknowledge that ART remains the sole treatment proven to significantly suppress viral load and rebuild immune function. 

Once hospitals have “initiated and stabilized [eligible patients] on ARV treatment,” the Plan directs them to refer monitoring and follow-up responsibilities back to the nursing staff at each patient’s regular clinic or other “referring provider.” The Plan rationalises this bi-level treatment structure on the basis that “[d]istrict hospitals, and, where appropriate, regional hospitals, have been selected as the appropriate level for initiation and review of ARV treatment decisions in light of the following factors: twenty-four hour patient access; clinician availability; laboratory and diagnostic capability, either on-site or linked by a transportation system; pharmacy capability to secure and safely dispense ARVs; logistical support for regularly scheduled outpatient clinics; and clear consultation and referral lines both up to the reference hospitals and down to primary care facilities.” The Plan goes on to note that only “[i]n selected circumstances, where access to a district hospital is limited, ARV initiation may occur at lower level facilities and mobile clinics where the requisite expertise is available.” Requiring clinics to defer ART initiation decisions to higher-level facilities is problematic, particularly in light of the Médicins Sans Frontières (MSF) projects in Khayelitsha and Gugulethu that have documented the capability of many clinics to properly administer ART in their own right. A similar problem arises in terms of drug dispensing, since the Plan requires patients to return to the hospital facilities each month for prescription pickup regardless of the significant financial and time costs that this imposes on patients who live far from hospitals. 

The Plan adopts sensible ART regimen recommendations. Men, women who may potentially have children, pregnant women and people who cannot take efavirenz (e.g. based on their psychiatric history) will be prescribed d4T (stavudine), lamivudine and nevirapine. Patients who experience serious nevirapine side effects or exhibit signs of liver disease (hepatotoxicity) will be prescribed efavirenz instead. The second-line regimen for patients who become resistant to these regimens is AZT (zidovudine), ddI (didanosine) and lopinavir/ritonavir (which most people still know as Kaletra). Recommended paediatric ART regimens consist of different dosages of the same drugs used in adult regimens, except that lopinavir/ritonavir can be substituted for nevirapine or efavirenz in the first-line. 

The Plan also includes practical mechanisms for routine monitoring. CD4 counts are to be performed every six months for all patients receiving ART or with CD4 counts below 500. Those with CD4 counts above 500 will be retested every twelve months. Viral load tests will be performed every six months for those patients on ART and/or with CD4 counts falling below 200.

In order to support treatment adherence, the Plan provides for ongoing counselling services and encourages patients to develop personal treatment plans, join support groups and take a variety of other empowerment measures, including, significantly, “creat[ing] links with patient advocates.” 

II.  Nutrition-Related Interventions
The Plan places heavy emphasis on providing “an extensive nutrition intervention,” especially for HIV/AIDS patients co-infected with TB. Dieticians will be required at both the district and service delivery levels, and health care personnel are to receive specific training in “nutrition assessment.” The Plan states that “[e]lements to be included in counselling and education include basic nutritional education, including weight maintenance; food safety; food strategies that employ locally available foods; and the provision of appropriate recipes.” HIV-positive infants and children, pregnant women, those co-infected with TB and patients who have developed AIDS and are malnourished are to be given nutritional supplements, ranging from supplement meals to unspecified “vitamin syrup” and “micronutrients.” Infant formula milk “may” be available to “those who might require it.”

The civil society submission to the Plan’s Task Team advised that nutrition issues could be adequately addressed by distributing simple nutritional information pamphlets to HIV-positive patients. Those faced with food insecurity could be further assisted by the provision of access to grants (e.g. disability grants), and government should in any event step up and maintain food parcel distribution in impoverished areas to continue functioning in non-election years. The Plan largely ignores the civil society recommendations, however, instead establishing an overly complex system for managing nutrition that (1) creates unwarranted advantages for malnourished people with HIV versus malnourished people without HIV, potentially fuelling community division and even creating perverse incentives; (2) potentially delays treatment rollout due to the need to hire dieticians, tender for and distribute nutritional supplements and train staff for nutritional expertise accreditation before treatment can be provided; (3) duplicates the role of nutritional services (including grant distribution) currently provided by the Social Welfare Department; and (4) potentially creates unnecessary anxiety in patients over how and what they eat because of a policy that seems informed by a tinge of pseudo-science. 

In many areas of the country, alcohol abuse is likely to comprise as great a challenge to the success of the Plan (particularly with regard to adherence and liver toxicity as a side effect of ARVs) as food security. However, there are only three references to alcohol in the entire 261-page document, none of which are associated with any concrete actions. Government’s inattention to the role of alcohol and other substance abuse in its proposals for strengthening the national health system is a critical shortcoming.

III.  Traditional Medicine 
The Plan recognises the importance of traditional healers in South African society and makes some sensible suggestions in this regard, such as (1) expanding dialogue between traditional healers and conventional medical practitioners; (2) involving traditional healers in the treatment programme through clinical training; (3) augmenting referral networks to include traditional healers; and (4) enhancing quality assurance mechanisms. Protocols with regard to the crossover between traditional healing and the treatment programme will be developed and piloted in at least two communities. The Plan also addresses the need for further research on the effects of traditional medicines on HIV/AIDS, as well as interactions between traditional and conventional medicines. 

Section Two: Human Resources and Facilities

IV.  Accreditation of Service Points
The provinces are responsible for selecting health service sites for treatment programme accreditation. This is in contrast to the self-selection concept promoted by public health experts and the civil society submission, whereby facilities wishing to proceed with ARV treatment could apply for accreditation directly. Nevertheless, because the Plan aims to accredit one site in every district by the end of the first year, this should be problematic only in provinces that lack the political will to make the Plan work. 

The national Strategic Management Team (SMT), consisting of all Cluster Managers in the Department of Health and chaired by the Director-General, will be responsible for accrediting treatment programme sites. “Initially accreditation will be done directly from the national Department of Health by teams commissioned by the SMT. After this period, provincial accreditation groups will be formed and will carry out accreditation and strengthening activities under standards set by the national Department.” Sites will have to be re-certified as fulfilling accreditation criteria once every two to three years. The accreditation requirements themselves are basically sound though in many respects overly stringent, inviting the Plan's opponents to obstruct treatment rollout through the creation of myriad minor delays. TAC leaders should be acquainted with the details of the accreditation process, so these are included at the end of this document as Appendix I.

V.  Human Resources and Training 
The Plan’s human resources commitments are excellent. For every 1,000 patients, the Plan provides for two doctors, four nurses, two pharmacists, two dieticians, one social worker, ten lay counsellors, two administrative clerks and two data capturers. While the dieticians certainly would not be unwelcome, such specialists realistically perform only an auxiliary role in HIV/AIDS patient care, so vacant dietician positions should never be used to justify treatment delays. In all likelihood, social workers skilled in alcohol-abuse counselling would prove a more necessary asset to treatment service points anyway. 

The Plan’s human resources provisions for 25 staff per 1,000 patients will require a massive increase in hiring across the entire health care system. A critical benchmark that the TAC must monitor is the pledged addition of 1,786 new employees by April 2004. The Plan includes a range of incentives encouraging employees to join or stay in the public health system that will be implemented primarily from 2005 onwards. A comprehensive training and certification programme on HIV/AIDS care for all health system staff is outlined in some detail, and additional human resources support is planned in the form of a mentoring system for counsellors and a phone-based clinical consultation treatment line. 

VI.  Provincial Site Assessments 
The Plan’s Task Team visited 77 health care facilities, including at least one in every health district. Team members roughly estimated the number of patients requiring treatment at each of these sites and evaluated the facilities (in terms of the criteria listed in Appendix I) to determine whether they were prepared for treatment rollout. It is critical that each of TAC’s offices is familiar with the official health service points in its province, ensuring that those accredited by the Task Team begin rolling out treatment immediately and that the remaining facilities meet the accreditation criteria as soon as possible. The 77 service points are listed at the end of this document in Appendix II.

Section Three: Operational Issues: Drugs and Laboratories

VII.  Drug Procurement
The Plan’s section on drug procurement is well-intentioned and commits government to purchasing the most affordable, safe and effective medicines. However, the document misrepresents the legal mechanisms that can be used to obtain generic medicines, and inaccurately depicts those provisions of the Medicines and Related Substances Act that address parallel importation as well as the Patents Act language on compulsory licensing. 

Since the Plan’s national tender process for drug procurement is not expected to be finalised until late June or early July 2004, the TAC formally demanded that the Minister of Health procure an emergency interim supply of antiretrovirals. When the Minister proved unresponsive, the TAC was unfortunately compelled to initiate legal proceedings. Only at the brink of court action, on 25 March 2004, did the Minister commit government to implementing an interim ARV procurement mechanism, allowing the provinces that are ready to provide treatment to begin doing so and narrowly avoiding legal action against the Ministry. Until the national tender process is complete, ARV procurement will take place using a price quotation system that will ensure the delivery of critical medications in the shortest possible time. Government’s commitment to the interim procurement process has put an end to an unnecessary delay, but the decision to procure medicines on an interim basis should have been taken when the Plan was released in 2003. 

VIII.  Drug Distribution
The drug distribution mechanisms are extensive and include provisions for storage, security and inventory management. The Plan estimates that up to 90% of existing health facility pharmacies will require investment in infrastructure and human resources in order to adequately prepare them for treatment rollout. Increased pharmacist recruitment and training is specifically provided for.

IX.  Laboratory Services
The Plan places responsibility for conducting all monitoring tests with the National Health Laboratory Service (NHLS). Since NHLS CD4 count testing capabilities currently exist only in Johannesburg, Cape Town, Durban and Bloemfontein, additional CD4 laboratories will be opened in Nelspruit, Polokwane, Umtata, Ngwelezana, Port Elizabeth, Newcastle, Port Shepstone and Tshepong, the last three over a five-year period. Private laboratory services will clearly have to fill the gaps until wider NHLS coverage has been established. The Plan also provides for expansion in the numbers of trained laboratory personnel, particularly with respect to CD4 and viral load testing.

Standard HIV antibody tests are inaccurate for determining the status of children younger than 18 months of age. PCR tests are reliable for infants, but they are not readily available and are considerably more expensive than antibody tests. The Plan recommends “that a Paediatric Monitoring Task Force be established, and charged with coordinating protocols for infant diagnostics and monitoring with the PMTCT programme and the NHLS.”

Section Four: Communities

X.  Social Mobilisation and Communications
This section of the Plan falls short as a long-overdue effort to bring communities into the treatment programme and reverse the confusion created by the President and Minister of Health over the last four years. In the sphere of social mobilisation, the Plan makes it clear that the TAC and other organisations such as the Community Health Media Trust (CHMT), loveLife and Soul City will have to continue to take the initiative and drive public education programmes as well as community-based treatment literacy programmes. Government will have to provide community mobilisation organisations with considerable financial support in order for such efforts to be conducted on a sufficiently large scale, and small budget allocations have been put aside for this purpose (R10 million in the financial year ending March 2004, up to R60 million in year ending March 2008)—though the TAC’s policy of declining government funding would preclude its participation in such an arrangement in any case. However, the TAC might consider remuneration for services provided to government.

Section Five: Information, Monitoring and Research

XI.  Patient Information Systems,  XII.  Monitoring and Evaluation
The Plan makes extensive provisions for data collection, performance monitoring and evaluation and treatment-related research, including a standardised patient registration and referral system (with mechanisms for ensuring confidentiality) and monitoring of adherence and adverse drug reactions. 

XIII.  Pharmacovigilance
The Plan’s Task Team has placed a high priority on what are termed “pharmacovigilance” activities. The purpose of these activities is to assess the efficacy, side effects and optimal use of ARVs in the South African context. Pharmacovigilance will be conducted by the Medicines Control Council (MCC) in conjunction with the national pharmacovigilance unit in Cape Town and pharmacology departments at MEDUNSA and in the Free State. The Plan lists as one of the objectives of its pharmacovigilance programme “To minimize the impact of misleading or unproven associations between adverse events and ARV therapy.” Given the number of pseudo-scientific claims periodically championed by the Minister of Health, TAC commends the Task Team’s adoption of this constructive and beneficial goal.

XIV.  Research Priorities
The Plan includes recommendations for extensive treatment-related research, accompanied by a substantial research budget. Some of the research topics described include (1) determining optimal ARV use among the South African population; (2) detecting early signs of drug resistance; (3) collecting extensive epidemiological information; (4) integrating HIV-specific services with other health care services; (5) improving prevention with emphasis on sexual behaviour; (6) examining social issues with emphasis on the effect of HIV on families and women; (7) HIV/TB co-infection; (8) opportunistic infections; (9) optimal ARV efficacy and toxicity monitoring; (10) nutritional issues; (11) the role of traditional and complementary medicines; (12) patterns of progression to AIDS in the South African population; and (13) mechanisms for improving immune function.

The Department of Health is responsible for research oversight, and it is vital that civil society monitors grant allocations to ensure fairness and prevent any special treatment of applicants with denialist or other pseudo-scientific agendas.

Section Six:  Management and Budget

XV.  Programme Management
This section includes a detailed schedule for implementing the Plan and describes the structure responsible for it. As briefly discussed above, the Director-General of the Department of Health heads the Strategic Management Team (SMT), consisting of the Department’s eleven Cluster Managers. Increased resources have been budgeted for the SMT to ensure that it has sufficient capacity to implement the Plan. 

Each of the Department of Health's thematic clusters (e.g. HIV, AIDS and TB; Maternal Child and Women’s Health; Pharmaceutical Services etc.) maintains some role in implementing the treatment programme, but the Plan is to be primarily overseen by the HIV, AIDS and TB cluster (which includes the South African National AIDS Council) under the direction of Dr. Nono Simelela. A Treatment Support Unit will be added to the HIV, AIDS and TB cluster, and it appears that this is the main body responsible for day-to-day programme implementation. Annexure A of the Plan contains a detailed timetable for the implementation of the treatment programme, at least in its initial stages. Government continues to block access to this crucial document, which the TAC must obtain and ensure government’s adherence to.

XVI.  Budget
The treatment programme budget has been calculated using projections of patient loads based on the Actuarial Society of South Africa's models. 

The Plan anticipated treating approximately 50,000 new patients before the end of March 2004 and 120,000 new patients in the financial year ending March 2005, eventually reaching 550,000 new patients in the financial year ending March 2009. 

Additional staffing costs were anticipated to increase R20.7 million by the end of March 2004 to over R1 billion in the financial year ending March 2008 in the course of adding approximately 22,000 full time employees to the public health care system. 

The nutritional support programme is budgeted to increase in cost from R63 million in the financial year ending March 2004 to R798 million in the year ending March 2009. 

Monitoring of well HIV patients increases from R4 million in the financial year ending March 2004 to R249 million for the year ending March 2009. 

Budget allocations for monitoring of patients on ARVs increase from R13 million in the financial year ending March 2004 to R917 million for the year ending March 2009. 

Drug costs are projected to rise from R42 million in the financial year ending March 2004 year to R1.65 billion in the year ending March 2008. 

Implementation of programme infrastructure (e.g. pharmacovigilance, community mobilisation, research, drug procurement, training, patient information etc.) rises from R104 million in the financial year ending March 2004 to R239 million in the year ending March 2006. Subsequently it drops to R208 million per year.

Total treatment programme cost rises from R296 million in the financial year ending March 2004 to nearly R4.5 billion in the year ending March 2008. 

Appendix I: Service Point Accreditation Requirements 

Quoted in full from pp. 98-100 of the Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa

1.
Presence of a service point project manager, who will supervise programme conduct and expansion. Where practical and effective, a project manager may supervise programme conduct and expansion for more than one service point. 

2.
Availability of a trained care team on-site with representation of all relevant professions (clinicians, nurses, and counsellors), easy access to trained laboratory, pharmacy and nutritional staff, and links to NGOs and other service providers. The care team should consist of sufficient staff in appropriate ratios to manage the projected number of patients. 

3. 
Implementation and maintenance of current standards of care as provided by the National Treatment Policy Guidelines. 

4. 
Access to care 24-hours a day at the service point, or in the direct vicinity, with coverage relationships explicit to both facility staff and patients. 

5. 
A staff recruitment, training and skills development plan in place for health care workers responsible for HIV and AIDS care and treatment (including volunteers and lay counsellors) based on initial needs and projected long-term patient numbers. 

6. 
Appropriate numbers of consultation, treatment and counselling rooms should be available to assure patient confidentiality, based on projected patient numbers.

7. 
Access to appropriate laboratory services, which have appropriate equipment, trained operators, and an effective maintenance plan, overseen by the NHLS. Adequate specimen preparation protocols should be in place for service points accessing laboratory services outside their own facilities. 

8. 
Secure and adequate pharmacy storage, and sufficient cold-chain capacity, appropriate 
to handle Schedule 5 drugs. (See Chapter VIII, Drug Distribution.) 

9. 
Adherence to drug dispensing Standard Operating Procedures (SOPs) for OI prophylaxis and treatment, and ARVs. 

10. 
Access to patient nutritional status assessment and nutritional support. 

11. 
Existing links with on-site and/or proximal VCT centres, antenatal clinics, FP clinics, TB clinics, STI clinics, TB/HIV demonstration districts, and any other patient referral facilities, to ensure that HIV-positive patients are formally referred to the accredited service point. 

12. 
A PMTCT programme in place for service points providing antenatal care and a referral system in place for sites without antenatal care facilities. 

13. 
Formal referral systems and links with other operations within the service point (in-patient wards, other clinics, support units) and outside expertise (secondary/tertiary care facilities and sub-specialties, including neurology, ENT, ophthalmology, oncology, pulmonary and infectious diseases). 

14. 
Referral systems and linkages with community resources (NGOs, CBOs, HBC, faith-based organisations, PLWHA groups, traditional health practitioners, community leaders, industry, and other support organisations) that complete the continuum of medical care and support services. 

15. 
Linkages in place with support organisations and NGOs to ensure continuous care and support in the home and community, including support groups, adherence support, educational activities, bereavement counselling and family support. 

16. 
A system in place to track patients/treatments. 

17. 
A system in place to maintain medical records and to transmit core data to a central data collection point.

18. 
A system in place to ensure that durable equipment is appropriately inventoried and service and maintenance agreements are in place. Where equipment is needed, the service point shall have a plan for procuring and installing the equipment. 

19. 
24-hours post-exposure prophylaxis (PEP) access, according to the latest national guidelines. 

20. 
A plan for channelling into the care system HIV-positive blood donors, patients treated with PEP, and prison populations identified as HIV-positive. 

21. 
Established links with the provincial HIV and AIDS Unit to coordinate briefing of local officials and to streamline input from local advisory committees. 

22. 
Identification of technical assistance needs in administrative and various other technical areas, including medical training. 

23. 
Participation in IEC activities, in particular by enlisting resources to help educate patients, families and communities about the basics of HIV and AIDS care and treatment, the role that ARV treatment can play, and the difficulties inherent in lifelong treatment for affected individuals and their families.

Appendix II: 77 Antiretroviral Rollout Service Points

Quoted in full from pp. 134-135 of the Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa
	Province
	Districts
	Facility Name
	Facility Type
	Readiness*

	Eastern Cape
	Cacadu/Western
	Settlers
	Regional
	1

	
	Amatole
	Celicia Makiwane/

Frere
	Tertiary
	1

	
	PE: Nelson Mandela
	Dora Nginza
	Regional
	1

	
	Chris Hani/ North East
	Frontier
	Regional
	2

	
	Ukhahlamba 
	Umlamli/

Empilisweni
	District
	1

	
	OR Tambo
	Umtata General
	Regional
	1

	
	
	St Elizabeth 
	Regional
	1

	
	Alfred Nzo/ EG Kei
	Rietvlei
	District
	2

	Free State
	Xhariep
	Diamant
	District
	2

	
	Motheo 
	Pelenomi
	District
	2

	
	
	National 
	District
	1

	
	
	Universitas
	Regional
	2

	
	Lejwe Le Putswa
	Bongani
	District
	1

	
	
	Thusanong
	District
	2

	
	Thabo Mofutsanyane
	Elizabeth Ross
	Dsitrict
	1

	
	
	Phekolong
	District
	2

	
	Northern Free State
	Boitumelo
	Regional
	2

	Gauteng
	Ekurhuleni
	Natalspruit
	Regional
	2

	
	City of Johannesburg
	Helen Joseph
	Regional
	1

	
	
	Coronation
	Regional 
	1

	
	
	Discoverer
	Health Centre
	2

	
	Tshwane/Metsweding
	Garankuwa
	Regional
	1

	
	West Rand
	Leratong
	Regional
	1

	
	Sedibeng
	Kopanong
	District
	2

	KwaZulu-Natal
	Ethekwini
	King Edward
	Secondary Care
	1

	
	
	Rk Khan
	District/Regional
	1

	
	Ugu
	Murchison
	District
	1

	
	
	Port Shepstone
	Regional
	2

	
	Umgungundlovu
	Greys/

Edendale
	Regional
	1

	
	Uthukela
	Ladysmith
	District
	1

	
	Umzinyathi
	Dundee
	District
	2

	
	
	Church of Scotland
	District
	1

	
	Amajuba
	Newcastle
	District/Regional
	2

	
	
	Madadeni
	District/Regional
	1

	
	Zululand
	Nkonjeni
	District
	2

	
	Umkhanyakude
	Mosvold
	District
	1

	
	
	Mseleni
	District
	1

	
	Uthungulu
	Ngwelezane
	Regional
	1

	
	
	Empangeni
	District
	2

	
	ILembe/King Shaka
	Stanger
	District/Regional
	2

	
	Sisonke/East Griqualand
	Usher Memorial
	District
	2

	Limpopo
	Sekhukhune
	Matlala
	District
	2

	
	
	St Rita
	Regional 
	2

	
	
	Hlogotlou
	Health Centre
	2

	
	
	Jane Furse
	District
	2

	
	Bohlabela
	Mapulaneng
	Regional
	1

	
	
	Tintswalo
	Regional
	1

	
	Mopani
	Nkhensani
	District
	2

	
	Vhembe
	Elim
	District
	2

	
	
	Musina
	Health Centre
	2

	
	Capricorn
	Mankweng
	Tertiary
	1

	
	
	WF Knobel
	District
	1

	
	Waterberg
	Mokopane
	Regional
	1

	
	
	Warmbaths
	District/Regional
	1

	Mpumalanga
	Eastvaal
	Evander
	District
	2

	
	
	Bethal
	District
	1

	
	Nkangala Ehlanzeni
	Witbank
	Regional
	1

	
	
	Rob Ferreira
	Regional
	1

	
	
	Themba
	District
	2

	North West
	Bojanala Central
	Rustenberg
	Regional
	2

	
	
	Mafikeng/

Bophelong
	Regional
	1

	
	Bophirima
	Taung 
	District
	2

	
	Southern
	Klerksdorp/

Tshepong
	Regional/

Tertiary
	1

	Northern Cape
	Kgalagadi
	Kuruman
	District
	2

	
	Namakwa
	Springbok
	District
	1

	
	Karoo Siyanda
	De Aar
	District
	2

	
	
	Gordonia (Upington)
	Regional
	2

	
	Francis Baard
	Kimberly
	District
	1

	Western Cape
	West Coast
	Vredenburg
	District
	1

	
	Boland
	TC Newman
	Health Centre
	1

	
	Overberg
	Hermanus
	District
	2

	
	Garden Route/Klein Karoo
	George
	District/Regional
	1

	
	Central Karoo
	Beaufort West
	Health Centre
	1

	
	City of Cape Town
	Hout Bay
	Health Centre
	1

	
	
	Langa
	Health Centre
	1

	
	
	Khaylitsha
	Health Centre
	1

	
	
	Gugulethu
	Health Centre
	1


*Readiness: 1 = Site is ready to start ARV-roll-out in a couple of months with limited input to reach capacity for ARV treatment. 2 = Site requires higher levels of input to ensure that capacities can support treatment programmes in 12 months.

Please note: The Department of Health has since released a new list of officially accredited sites.

Summary of South African Health Review 2002
, Chapter 15: Tuberculosis

In South Africa, cases of pulmonary tuberculosis (PTB) increased by a total of 144,910 in 2001. South Africa is currently ranked 9th globally in terms of estimated number of cases. The cure rate for new TB patients in 2001 was 64%, far below the international target of 85% set by the WHO. In a 2002 report, the WHO estimated that 60% of adult TB cases are also HIV+. 

Case Finding Indicators

There are two main methods of diagnosis for PTB: chest x-ray and sputum microscopy. The bacteriological coverage rate is the percentage of PTB cases for which sputum microscopy data is available, reflecting the use of sputum microscopy in the diagnosis of PTB. South Africa’s target is a bacteriological coverage rate for 90% of PTB cases; however, the national rate in 2001 was 80%, having dropped from 90% in 2000. By province, KwaZulu-Natal has the lowest bacteriological coverage rate with 54%, suggesting a heavy reliance on chest x-ray for diagnosis, while the Free State, Gauteng, Northern Cape and Western Cape provinces all meet the target of 90%. It is known that a certain proportion of patients with PTB will smear negative. Furthermore, the likelihood of a false negative is higher for people infected with HIV. 

Treatment Outcome Indicators

Key treatment outcome indicators include the cure rate (% of patients who are proven to be cured using smear microscopy at the end of treatment), the successful treatment completion rate (% of patients who are cured plus those who complete treatment without laboratory proof of cure) and the interruption rate (% of patients who do not complete their course of treatment). South Africa is 21% below the target cure rate of 85% set by the WHO. However, there is reason to believe that the actual rate is significantly lower due to inaccurate calculation. Using an internationally recognized standard for calculation South Africa’s 2000 cure rate is only 54%. It should be noted that the two provinces with the highest number of cases, KwaZulu-Natal and Eastern Cape, also have the lowest cure rates, 49% and 59%, respectively. The highest cure rate is 71% in the Western Cape.

TB Control Efforts and Initiatives

One of the main goals of the Amsterdam Declaration to Stop TB (to which South Africa is a signatory) is to expand DOTS (Directly Observed Treatment Short-course) to at least 70% of infectious (smear positive) TB cases. Other objectives include ensuring sufficient and sustainable resources to stop TB, improving TB drug delivery, and promoting partnerships with all societal stakeholders. On track to realizing the aims of the Amsterdam Declaration South Africa has increased DOTS coverage, as measured by the percentage of cases diagnosed in districts that are committed to implementing the DOTS strategy, to 87% of the country at the end of 2002, up from 66% percent in 1999. 

Constraints to Expansion of DOTS in South Africa 

Among the constraining factors preventing South Africa from reaching the goal of 70% DOTS coverage is a lack of adequate funding, lack of implementation on a provincial and district level, inability to reach special populations such as prisoners, and overcrowding at TB health facilities.

Integrating HIV/AIDS and TB Care

Of the 4.7 million South Africans infected with HIV, 1.6 million are predicted to develop TB. The need to effectively combine treatment of HIV and TB is evident in the fact that almost half of current TB cases in South Africa are attributable to HIV infection. In order to meet this need the Department of Health (DoH) is participating in the WHO/UNAIDS ProTest initiative. Broadly speaking, the ProTest initiative is an attempt to integrate TB care with voluntary treatment and counselling (VCT) for HIV with the primary objective of reducing the TB and HIV burden in South Africa. 

The initiative began with four pilot sites in South Africa, set up to establish ‘best practice’ standards. The information gathered from these sites showed that the proportion of screened HIV+ people who started TB prophylaxis (isoniazid medication) varied from 23% in Langa Central District in the Western Cape to 52% in Ugu South in KwaZulu-Natal. Furthermore, adherence to the prophylaxis program was found to be sub optimal. From these pilot sites it was concluded that collaboration between TB and HIV programmes is feasible and advantageous. 

The South African DoH HIV/AIDS and TB Directorate currently plans to expand ProTEST activities with the aim of achieving coverage in 174 districts by 2006. This expansion will include the mobilisation of communities to assist in TB/HIV prevention and care, collaboration between TB and HIV service providers, increased VCT services, increased use of sputum microscopy for screening TB in HIV+ clients, and access to cotrimoxazole prophylaxis. In order to reach these goals the DoH will have to collaborate with other stakeholders. Partnerships have been pursued with NGOs, academia, and the Medical Research Council, as well as with members of the international community. 

Challenges to NGOs

The challenges that NGOs face in fighting the TB epidemic are mainly financial. Many NGOs cite inadequate funding as the main constraint to their work. A lack of funding restricts NGOs from conducting internal monitoring and impact evaluations, which makes it difficult for NGOs to secure further funding. 

Conclusions

Although a great amount of progress has been made in South Africa against the TB epidemic, much remains to be done. Expanding DOTS coverage should be central to future efforts as well as integrating TB and HIV treatment, strengthening partnerships with other stakeholders and increasing technical and financial support to local NGOs.

A Review of HIV and Sexual Behaviour Among Young South Africans:
A National Survey of 15-24 Year Olds 

(Released by the Reproductive Health Research Unit (RHRU) at the University of the Witwatersrand and loveLife 6 April 2004)
Introduction

Most new cases of HIV infection in South Africa occur among 15-24 year olds. This has spurred a number of youth-focused interventions aimed at early HIV/AIDS education and prevention, with the ultimate goal of substantially reducing the infection rate among all South Africans. RHRU and loveLife conducted a nationwide youth survey in 2003 to measure HIV prevalence as well as attitudes, beliefs and behaviours that are related to the spread of the disease. 

Study limitations

The survey results are based on youth interviews, so it was impossible for researchers to check the accuracy or truthfulness of interview responses. Unfortunately, the participants of interview surveys often give inaccurate information when their true behaviours are not seen as socially acceptable. For instance, nearly all respondents (96%) agreed that safer sex is the shared responsibility of both partners, yet of those who reported having had sex in the last year, one in three (31%) said they never used a condom with their last partner. The beliefs and attitudes reported in this survey are thus not always reflected in practice, particularly when it comes to interview questions that touch on social norms or other value judgments about sexual behaviour. It is important to consider why those surveyed answered the interview questions as they did in order to appreciate fully why high-risk behaviours persist among youth.

Survey results

Young women are at special risk for HIV infection

One in ten South Africans (10.2%) between the ages of 15 and 24 is HIV-positive. Specifically among females aged 20-24, the rate of HIV infection is as high as one in four (24.5%). Of all HIV-positive youth, more than three in four (77%) are female. 

The odds of contracting HIV increase with the number of sexual partners and inconsistent condom use. The survey’s numbers do not indicate that females are taking on a large number of sexual partners, even in the high-risk 20-24 age range. Although there is some tendency for females to underreport their number of sexual partners (and for males to overreport) due to social pressures, the survey suggests that instead it is females’ characterisation of their relationships with their sexual partners that plays the most important role, as this directly impacts condom use. 

Female characterisation of sexual relationships facilitates low condom use

Just 1% of females surveyed admitted having a casual sexual partner, and no females admitted that their last sexual experience was casual and took place without a condom. By contrast, 7% of males aged 15-19 and 12% of males aged 20-24 said their last sexual partner was a casual one. Since the males surveyed have partners an average of just 1.5 years younger than themselves and in many cases there is no age difference at all, the partners of these young men are for the most part the women in the age group surveyed. The disparity between reporting of casual partners by males and females suggests that young men and women are characterising the same sexual relationships in very different ways. 

The surveyors only allowed participants to characterise their sexual partners as either “casual” or “regular,” and these terms are value-laden in a way that researchers may not have fully considered. The question was probably intended to discover whether participants repeatedly returned to the same sexual partner or pursued a succession of new partners. However, the reality of sexual networks is much more complex. Males often maintain a number of ongoing relationships simultaneously, which can be characterised as either “regular” (from a perspective of repeated sexual activity) or “casual” (from a perspective of commitment/fidelity) with equal validity. The strong reluctance among females to characterise their sexual relationships as “casual,” in addition to their low reported numbers of sexual partners, suggests that females are largely remaining faithful and committed to males who are not faithful or committed to them. 

Condoms are less likely to be used in consistent partnerships, as nearly one in three (31%) of youth surveyed believe that using condoms is a sign of not trusting one’s partner. Where a female characterises a sexual relationship as “regular,” despite the fact that her partner may have a number of other partners and may himself characterise the partnership as “casual,” the survey implies that condom use is significantly lower than it would otherwise be if both partners openly acknowledged the partnership to be a casual one. For instance, among the youth who reported having sex in the last year, over 50% of those who most recently had sex with a casual partner always used condoms. By comparison, only 32% of those whose most recent partner was their main partner always used condoms. These numbers suggest that when young women define objectively casual partnerships as committed partnerships, inappropriate trust-related issues tend to cloud risk perception and/or self-preservation instincts, discouraging condom use and boosting infection rates. Such problems are only exacerbated when young women’s sexual partners are more financially well-off, older and/or prone to physical violence, all of which contribute to gender power imbalances that make it more difficult for young women to refuse sex or negotiate condom use.

High-risk youth substantially underestimate their chances of contracting HIV

More than six in ten (62%) of the youth surveyed who actually tested HIV-positive in the course of the survey had previously reported that they thought they were at no risk at all or had only a small chance of contracting HIV. Two in three (67%) of HIV-positive youth had never been tested for HIV, with a full 27% reporting that they did not want to know their status. This means that just over one in four HIV-infected youths will likely never seek testing and will incorrectly continue to think of themselves as low-risk, decreasing the chances that they will consistently use condoms and increasing the likelihood that they will infect their partners. 

Perhaps due to such inaccurate risk perception, more than one in three (37%) of youth surveyed reported not having changed their behaviour in any way to prevent contracting HIV. Since the vast majority (93%) of youth said that they were able to access condoms when they needed them or that condoms were somewhat easy to get, the relatively low number of reports of consistent condom use seem to follow almost entirely from misperceptions of risk. A slight exception may be found when it comes to the fact that females accurately perceive themselves to be more at risk than males. For instance, 18% of young women perceive themselves to be at great risk of contracting HIV, as compared to 11% of young men. However, this increased risk perception does not translate to greater condom use among young women. In particular, sexually experienced 20-24 year old females were significantly less likely to report using condoms at last sex (just 44%) compared to males of the same age (57%). Such inconsistency between perceptions and behaviour in young women may point to the intervening factor of female disempowerment in sexual relationships, discussed in the section entitled Young women at special risk above. This conclusion is supported by the survey’s finding that of young women who reported having had sex in the past year and were currently using some form of pregnancy prevention, 71% used injectable or oral contraceptives, which are completely female-controlled and may be used without a partner’s knowledge/permission. The survey unfortunately does not include any statistics on the use of female condoms (femidoms), the only female-controlled HIV-prevention device currently available. 

HIV/AIDS education must stress practical information as opposed to “awareness”

Nearly one in three (32%) of youths surveyed said they learned the most about HIV/AIDS in school. Just 12% reported learning the most from health care workers or clinics, which may reflect scarcity of access to preventative medicine among youth, lack of training or resources among health care professionals or a combination of the two. Of youth who had been to a clinic in the past year, one in two (49%) reported that they were informed about the risks of HIV/AIDS and slightly more (54%) said they were counselled to use condoms. 

Just under two in three (62%) of youth surveyed reported knowing of any national HIV programmes/campaigns, though 85% remembered loveLife when shown the programme logo. This finding indicates that while loveLife may enjoy quite high name-recognition among South African youth, a substantial percentage of its audience does not think of the organisation in any connection to practical information on HIV/AIDS. Just 8% of youth surveyed reported looking for more information on sex, sexuality and relationships, looking for more information on loveLife itself or calling loveLife’s toll free advice hotline as a result of what they had saw or heard about loveLife. More than six of ten (61%) did nothing as a result. 

Survey follow up

The findings from this survey are similar to those found in the 2002 Nelson Mandela Foundation/Human Sciences Research Council survey, which used a slightly different population sample, establishing a baseline for future assessment of trends in HIV infection. The National Youth Survey is the first of three such studies to be conducted approximately every two years over the expected duration of the loveLife programme.

Commission Documents

Briefing for Commissions at the People’s Health Summit

On the afternoon of Saturday July 3rd the PHS will work in Commissions. 

The objectives of the commissions is to educate participants about the commission topics, allow delegates to discuss and debate critical issues directly related to the topics and propose resolutions for adoption by the PHS (at the resolutions plenary on Sunday morning). 

Each commission should commence with a short presentation (or presentations) by each facilitator (or facilitators). This should not exceed 20 to 30 minutes. Commission participants then have time to ask questions and clarify issues for approximately 30 to 40 minutes. This should be followed by a discussion over key issues and proposing of resolutions.

Commissions should aim to propose a few realistic resolutions -- rather than many unrealistic ones. Also, resolutions should be phrased as commitments by the participants. 

For example, the following is an example of a resolution with a concrete commitment by civil society.

We will campaign for more investment in the public health sector by sending a petition to the Minister of Finance before the budget process is complete.

But the following resolution contains no concrete actions or commitments by anyone and is therefore less useful:

Government must invest more money in the public health sector.

Each commission must appoint two rapporteurs to attend a meeting at the end of the session to finalise the resolutions that will be proposed to the conference plenary on Sunday morning. The AIDS Law Project Law and Treatment Access Unit will facilitate this meeting which will take place on Saturday evening.

A minute-taker has been assigned to each commission. The minute-taker will be briefed to note key points and resolutions.

For each of the commissions, a set of suggested questions is listed as a guide. It is unlikely that all the commissions will have time to discuss all of them. Commissions should identify the most important ones and address them.

Commission 1: Crisis in the Public Health System: Defining an Agenda for Community Action

1. Is there a crisis in the public health system? If so, what is the cause?

2. Why are health-care workers leaving the public service and what can be done to address this? What do we mean by conditions of service? What must be done to improve conditions of service of health-care workers?

3. Why are queues at clinics so long? What can be done to reduce them? 

4. What are the specific problems of the Eastern Cape and how do we address them?

5. Is the district health system working? If not, what can be done to ensure the system improves? How do we ensure that communities are adequately represented on district health committees and health-facility committees? How do we ensure these committees have the power to improve health-care in their districts?

6. What can be done to ensure that more money is invested in the public health system and to ensure that money is spent effectively? Will the proposed insurance schemes put forward by the Department of Health, the Taylor Commission and COSATU ensure long-term permanent improvements to the health system?

7. Where are medicine shortages primarily occurring? Which essential medicines are the most frequently short-supplied? What are the most important supply problems to address? To what extent are medicine shortages exacerbated by too few pharmacists, insufficient training of nurses and drug scheduling or policies that prevent nurses from prescribing? How do we rectify these problems? 

8. What are the shortcomings of the fluconazole donation from Pfizer known as the Diflucan Partnership? What can be done to ensure that Pfizer and the government ensure that all clinics receive fluconazole and relevant health-care workers know how to prescribe - and have access to - it?

Commission 2: Crisis in the Private Sector: Defining an Agenda for Reforming an Inefficient and Exclusive Service

1. Why do we have a private health system in SA? Does the private health system play a proper part in contributing to the overall health care of people in South Africa?

2. Is private health-care too expensive? What  can and should be done to make it less expensive?

3. What key principles should inform the Health Charter that is being proposed?

4. What should civil society do to ensure the Medicines Act is implemented properly?

5. What can be done to make medical schemes more accessible to lower-income people?

6. Private health-care has an important role in many rural communities. Is the standard of care acceptable and what can be done to ensure patients are not taken advantage of?

Commission 3: Mobilising Communities for Antiretroviral Treatment

1. Is the ARV roll-out succeeding? What are the problems faced by the antiretroviral rollout? What is the role of communities in ensuring the programme is successful?

2. How can treatment literacy be used to improve the rollout?

3. Are women, men and children getting equal access to ARV treatment?

4. How do we ensure that more communities receive treatment literacy? Is government doing enough? What more should government be doing?

5. How do we ensure that nurses and doctors are adequately trained?

6. How do we ensure that provinces such as Eastern Cape and Limpopo begin rolling out?

7. How do we move to a situation of routine offer of Voluntary Counselling and HIV testing (VCT)?

Commission 4: Youth-Friendly Clinics and Antiretrovirals for Children and young people 

1. What are the special problems faced by children and young people in accessing health services?

2. Do children and young people have special needs for health care? Are they being met?

3. How can we ensure more consistent paediatric drug supplies?

4. The HIV prevalence rate results of the recent Youth Survey are alarming. How can we use the primary health care system to enhance prevention among youth, as well as to mobilise youth to participate in HIV prevention and treatment efforts?

Commission 5: Towards an International Agenda for People's Health

1. What are the factors that threaten and undermine progress with access to health care in developing countries? What can be done about them?

2. What are the most important international resolutions that South Africa has signed which can be used to demand improved health care?

3. What can South African civil society organisations and government do to assist the WHO's 3 million people on treatment by end of 2005 (3x5) programme? What are the key political obstacles to achieving 3x5?

4. How do we strengthen PATAM and other African civil society initiatives?

ENDS

Summary of Resolutions of TAC/COSATU Treatment Congress, July 2002

Commission A: Nurses, doctors and volunteers: Building capacity and will to treat HIV

A.1
The following needs were identified for nurses, pharmacists, psychologists, lab technicians, social workers, and other essential health workers and other professional support services:

a.
Ongoing training on HIV/AIDS and the rights of health workers;

b.
Counselling support services for health professionals and patients.

c.
New professional qualifications, including community care givers.

d.
Recruit and train new nurses and other health professionals

e.
Comply with policies about staffing levels at health facilities

f.
The revision of medicine schedules by the Medicines Control Council (MCC) in order to allow nurses and pharmacists to dispense essential medicines, particularly for STIs.

A.2
There should be better incentives to work in rural areas and these should be governed by the Health Professions Council. This could include a compulsory orientation period; specific mechanisms for supervision and support by more senior doctors, including doctors who are knowledgeable about HIV.

A.3
Overseas doctors who want to work in South Africa should be encouraged to do so, as long as there is a need for care, and they do not take away the posts of South African doctors.

A.4
There should be more appropriate training for health conditions and care that affect the majority of South Africa's people, a significant part of which should occur in rural settings.

A.5
There is a need for ongoing training on HIV/AIDS and the rights of health workers.

A.6
There is a need to re-look at schedules to allow doctors to order essential medicines.

A.7
Provincial and national government need to create a spirit that encourages and rewards community health volunteers.

A.8
There need to be clear policies on remuneration to make voluntarism sustainable.

A.9
There need to be codes of conduct to guide volunteers. These codes should also address working relationships with health professionals and ethical duties to patients.

A.10
Measures are needed to enhance the relationship between volunteers and health care providers, acknowledging the role of volunteers in communication, prevention, and treatment.

A.11
Volunteers and activists need to be provided with education and training in HIV/AIDS. They also need to be provided counselling support.

A.12
There is a need for funding to support community-based workers.

A.13
Government needs to provide resources to or enter into partnerships with NGOs and civil society organisations that are already active and have expertise in the field.

Commission B: Improving Prevention Information, Encouraging VCT - a special role for young people

B.1
Early, effective VCT are the foundation and point of entry to the interventions in the Treatment Plan.

B.2
VCT must include appropriate mechanisms for referral. In all the resolutions that follow, it is assumed that VCT incorporates such mechanisms.

B.3
VCT should always incorporate rational, responsible referral to all aspects of treatment. It should be offered with the understanding that comprehensive treatment plan is being implemented.

B.4
VCT will be fully functional where ongoing appropriate care is offered. To render this possible, HIV dedicated clinics must be introduced.

B.5
Information, education and communication are necessary for the success of the Treatment Plan. All sectors of society, including civil society, labour, Government and the private sector need to recognise this.

B.6
Youth have an important role to play in designing and delivering VCT. Education programmes for youth should incorporate both treatment and prevention messages.

B.7
VCT should be be cognisant of culture, language, gender and age factors. However, it should not discriminate against people on the basis of these factors.

B.8
VCT should be integrated within the health care service and should be freely available and accessible to all South Africans, including children.

B.9
Where health-care services are not available, consideration should be given to making VCT available in non-traditional sites.

B.10
Employees have a critical role to play in the establishment and running of treatment and prevention services. Work place policies on VCT must be established as an entry point to comprehensive HIV services as a matter of urgency.

B.11
HIV/AIDS treatment literacy should be a statutory component in terms of the SETAS.

B.12
VCT should be nationally standardised and should always include education about all treatment options. VCT must include both treatment and prevention messages. Excluding treatment from VCT marginalises the millions of people already infected with HIV.

B.13
Treatment literacy should be universally available, but carefully targeted for the needs of participants (including government and health-care workers).

B.14
Government policy on rape and post-exposure prophylaxis should be adequately implemented and promoted in all communities. The protocol should be modified to include children under fourteen years old.

B.15
TAC and COSATU must organise treatment literacy conferences at provincial level as a matter of urgency.

Commission C: Youth and their Role in the Treatment Plan

C.1
There is an urgent need for educational programmes aimed at the youth on the science, economics, treatment and prevention of HIV/AIDS.

C.2
Nurses and doctors need to be trained on the special needs of youth.

C.3
Youth organisations must step up their efforts to advocate for access to treatment for youth, including condom promotion in schools, VCT, MTCTP and highly active antiretroviral treatment.

C.4
There is a need for policy development on life-skills education, condom promotion and treatment literacy for schools.

Commission D: Treating STIs & Opportunistic Infections and targeting vulnerable groups such as women and children

D.1
Appropriate treatment of OIs and STIs must be integrated into the Treatment Plan.

D.2
The provision of HAART, for those who need it, is the most critical prophylactic intervention against opportunistic infections. For example, HAART reduces the risk of HIV related Tuberculosis by 80%.

D.3
Vulnerable groups such as women, adolescents and children require special and focused attention. Poverty and violence are particularly severe and mutually re-inforcing vulnerabilities to HIV infection, preventable illnesses and premature death.

D.4
Patients should be treated at clinics close to them. In this regard, there is a need for proper referral systems to be established.

D.5
OIs should be treated at the early stage of diagnosis. This can be facilitated by rolling out voluntary testing and counselling nationally.

D.6
Laboratory facilities and systems need to be improved to overcome delays and render them more effective.

D.7
The public health-care system needs to be more integrated with better communication and co-operation between the various levels in the system.

D.8
The divide between rural and urban health-care facilities needs to be addressed. In this regard, there is a need for creative use of technologies to address infrastructure deficiencies in rural areas.

D.9
The South African National AIDS Council needs to be restructured to be independent and more representative of the interests of people living with HIV/AIDS.

D.10
There must be a rational, sustainable approach to the management of OI's and STIs. This includes:

a.
Prioritising the treatment of OIs and conditions that need to be and can be treated (e.g. TB, Cryptococcal Meningitis, systemic thrush and Herpes).

b.
Providing training of HIV and its management for heath workers in the front line of health care (casualty, polyclinics and primary health care units).

c.
Making health-workers and patients more aware of patient rights and ensuring these are practised.

d.
Developing working relationships with civil society organisations involved in alleviating the epidemic.

e.
Giving special attention to the needs of vulnerable groups.

D.11
The needs of people who use alternative health-care methods, including traditional healing, must be respected and taken into account in the public health-care system.

D.12
OI , STI and other HIV/AIDS guidelines for adults and children need to be available at all clinics and hospitals. With regard to these guidelines:

a.
All health-care workers especially doctors and nurses must be trained in the management of OIs based on and with copies of the available Department of Health guidelines.

b.
They must become part of basic lifeskills for all through community education, schools and other educational facilities, as well as adult and union education.

c.
They need to be used for foundational and ongoing training of health-care workers.  Building an understanding of emotional issues affecting patients, nutritional support and social security grants needs to be integrated into this training.

d.
They may need to be locally adapted to take into account local epidemiology and conditions (e.g. incidence and prevalence of malaria and cholera vary within and between communities, and may influence diagnosis and treatment).

e.
They need to be reviewed regularly, by clinicians, researchers, activists including PLWA, with attention given to whether the needs of woman, children, and special categories of persons (e.g. sexual orientation and practices) are included.

f.
Changes to guidelines need to be linked to on-going training of personnel.

D.13
With regard to post-exposure prophylaxis (PEP) for occupational injuries and sexual assault:

a.
The recently developed protocols and guidelines need to be implemented immediately.

b.
The policy and protocols on PEP for sexual assault must be extended for people under the age of 14 years.

D.14
Management of STIs needs to be linked to VCT and access to treatment for HIV.

D.15
Many health-care workers are demoralised and this translates into poor patient care. There is therefore a need to address the morale of health care workers.

D.16
New approaches to the allocation of experienced and specialised staff need to be considered and introduced (e.g. time share and rotations).

D.17
With regard to medicines for OIs and STIs:

a.
There is a need to advocate for uninterrupted drug availability at the primary health care level.  Available drugs should include fluconazole, acyclovir, cotrimoxazole and Tuberculosis treatments.

b.
All essential drugs should be available in adult and paediatric formulations.

c.
Cotrimoxazole prophylaxis (for adults, infants and babies) is cheap and has been shown to reduce morbidity and mortality. There should be universal availability of this medicine for patients who need it.

d.
The campaign to reduce the price of drugs is linked to the promulgation of the Medicines Act.   It is crucial therefore to advocate for the immediate implementation of the Medicines Act.

e.
A campaign to reduce drug costs should start with the eight priority opportunistic infections-to be available at all clinics and hospitals. Rational utilisation of limited health resources requires focus on conditions which impact greatest on mortality and morbidity, disability and suffering

D.18
With regard to laboratory costs and the availability of diagnostics:

a.
There is a strong need to improve the availability and functioning of lab facilities.  A key element is the turn around time between taking samples and delivering results to patients.

b.
There is a need to develop low cost, high quality diagnostics especially CD4 and viral load counts. The newly developed Affordable CD4 test needs to be made available throughout the country.

D.19
With regard to research:

a.
Greater attention and understanding must be developed around women and adolescent HIV treatment needs and indicators (e.g. HIV progression, CD4+ counts, drug dosages).

b.
Greater understanding must be developed of barriers to access for women, adolescents and children. As children lose adult caregivers, there is a need to develop strategies to increase access to care.

c.
Greater understanding is needed of drug interactions (e.g. TB and HAART interaction, alternative and traditional therapies).

Commission E: Piloting ARV Treatment and diagnostics in the Public Sector; Implementing the Bredell Consensus Statement

E.1
Government must adopt and implement a Treatment Plan for HIV/AIDS in consultation with all sectors of society.

E.2
The Cabinet must declare HIV/AIDS a national emergency, thereby allowing the implementation of disaster management components of the Treatment Plan. Government's response to cholera, especially in Kwazulu-Natal, is an example of how this can be done.

E.3
The Bredell Consensus Statement on the Imperative to Expand Access to Anti-Retroviral (ART) Medicines for Adults and Children with HIV/AIDS in South Africa is endorsed.

E.4
The safety and efficacy of antiretroviral therapy when appropriately monitored has been established.

E.5
Government must implement the resolution of the Health Summit of 2001 to implement HAART pilot sites in all provinces.

E.6
Pilot HAART sites should be established in rural areas.

E.7
HAART is a critical part of the care package for HIV/AIDS. Making HAART available will assist prevention efforts by bringing HIV into the open, destigmatising the disease and creating an incentive for people to undergo voluntary counselling and testing.

E.8
Pilot projects should be monitored and managed according to a minimum set of protocols established by an antiretroviral pilot project monitoring body. The World Health Organisation's protocols for implementing antiretroviral treatment in resource-poor settings is a basis for this.

E.9
Pilot projects must be sustainable and integrated into the public sector.

E.10
The local manufacture and importation of generic drugs are an important mechanism for rendering antiretroviral treatment affordable and sustainable.

E.11
The Medicines Control Council (MCC) must ensure that only tested, proven generic medicines are registered and used. The MCC's sole responsibility is to ensure safety and efficacy of medicines, not to protect patents.

E.12
The Global Fund to fight AIDS, Tuberculosis and Malaria is a crucial mechanism for financing treatment in the developing world. Support should be given to treatment projects funded by it and civil society should monitor the actions of the fund.

E.13
The World Health Organisation goal of treating 3 million people by 2005 is endorsed.

E.14
It is important that traditional healers are consulted on the introduction of pilot programmes. There are two reasons for this:

a.
The possible interactions between HAART and traditional remedies that patients might be taking need to be considered during treatment.

b.
Traditional healers have a role in treatment literacy and encouraging their patients to participate in treatment programmes.

E.15
Research projects should be established to determine if there are potentially harmful interactions between traditional remedies and antiretrovirals.

Commission F: Cutting the price of medicines and diagnostics - investing in public health care.

F.1
The Government must lead the process to reduce the cost of treatment by doing the following within three months of the National Treatment Congress:

a.
Requesting voluntary licenses from pharmaceutical companies holding patents on essential medicines. If companies refuse to grant voluntary licenses, the Government must pursue compulsory licenses.

b.
Promulgating the Medicines and Related Substances Control Amendment Act No. 90 of 1997.

F.2
The Congress endorses legal action being undertaken by TAC against the pharmaceutical industry for the purposes of reducing medicine costs.

F.3
There is a lack of knowledge throughout civil society on the economics of HIV/AIDS treatment and the effect of patent abuse on reducing access to treatment. Workshops and training on these issues need to be held in all our organisations.

F.4
Measures must be taken to ensure that the private sector, especially medical schemes and private hospitals, meet their responsibility of becoming financially accessible to a larger portion of the population and thereby alleviate the inequitable distribution of resources between the private and public sectors.

F.5
The Government has a duty to increase spending on public health-care substantially.

F.6
There is an urgent need for increased investment into research for affordable treatments, affordable monitoring, microbicides and vaccines.

F.7
A sector summit is needed to examine and improve  the regulatory and political frameworks for obtaining access to affordable medicines.

Commission G: Social Campaigns to Support a Treatment Plan: the BIG campaign, Extending access to child welfare grants, Workplace Policies

G.1
The BIG campaign needs to be stepped up. Greater public involvement and education is crucial to the campaign's success.

G.2
Organisations should formally endorse the introduction and implementation of the BIG.

G.3
The Government should develop a plan with time frames for the implementation of the BIG. The current implementation projection for 2005 is unacceptably slow considering the urgency of the issues at hand.

G.4
Steps should be taken to assist the Department of Social Welfare to improve their service delivery of social grants.

G.5
Trade unions need to determine appropriate workplace treatment policies, but corporations must explore means of treating their employees. Coca Cola and Anglo American were cited as two examples of corporations which have to increase their commitment to treating their workers.

Global AIDS Treatment Emergency, WHO Fact Sheet no. 273, September 2003

Currently, five to six million people infected with HIV in the developing world need access to antiretroviral (ARV) therapy to survive. Only 300,000 have this access. The failure to deliver ARVs to the millions of people who need them is a global health emergency. To address this emergency, WHO is fully committed to achieving the “3 by 5” target--getting three million people on ARVs by the end of 2005. This is a means to achieving the treatment goal: universal access to ARVs for all who need them. WHO will lead the effort, with UNAIDS and other partners, using its skills and experience in coordinating global responses to diseases such as the effective and rapid control of SARS.

To achieve the 3 by 5 target, WHO will:

( Promote Emergency Response Teams at the request of governments, with the support and involvement of partners including the UN system and NGOs. The priority will be teams for high burden countries where the treatment gap is most urgent. These teams will work with treatment implementers and will conduct a rapid assessment of the barriers and opportunities that exist in achieving the 3 by 5 target; 

( Establish an AIDS Drugs and Diagnostics Facility to assist countries and implementers navigate in drug purchasing and financing, while considering best prices and quality. This is one of the most significant barriers faced by countries. Without effective systems to help purchasers, the time and effort needed to get drugs and diagnostics into countries will grow as the number of people on treatment grows;

( Publish simplified treatment guidelines by 1 December. Achieving the 3 by 5 requires global standard first and second line treatment regimens. The guidelines would make ARVs relatively simple to administer;

( Publish by 1 December uniform standards and simplified tools to track the progress and impact of ARV treatment programmes, including surveillance of drug resistance to capture the full impact of antiretroviral therapy;

( Start the emergency expansion of training and capacity development for health professionals for delivering simplified, standardized ARV treatment. WHO will support those partners already involved in training, and work with countries to help build a critical mass of highly competent and skilled trainers to expand national capacity for ARV delivery;

(  Advocate for funding, together with UNAIDS and other partners. Achieving the 3 by 5 target will require not only funding for drugs but a massive investment in training and for strengthening health services in countries. Health systems strengthening will benefit ARV delivery, but also delivery of other health services.

Why is 3 by 5 so urgently needed?

( More than 20 million people have already died of AIDS and at least 42 million more are infected. Sub-Saharan Africa is the hardest hit continent, with one out of ten adults--more than 28.5 million currently living with HIV/AIDS of a total adult population of 291 million. Prevalence in southern Africa is particularly high, for example, Lesotho has HIV rates as high as 31% and Botswana as high as 38.8%;

( Of the estimated five to six million people in developing countries in immediate need of AIDS treatment, less than 300,000 now have access to ARVs. In Africa, just 1% of HIV positive people--50,000 out of 4.1 million who need it--have access to treatment;

( At current rates of delivery less than one million people in the developing world will have access to ARV treatment by the end of 2005;

( By robbing communities and nations of their greatest asset--their people--AIDS drains the human and institutional capacities that drive sustainable development. This, in turn, distorts labour markets, disrupts production and consumption, erodes productive and public sectors and ultimately diminishes national wealth. A World Bank report warns that HIV/AIDS causes far greater long-term damage to national economies than previously assumed;

( Prevention strategies will not solve the current health crisis in the most severely affected countries unless parallel treatment strategies are put in place to help people already living with HIV/AIDS;

( Delivering treatment for HIV/AIDS in the developing world is necessary if the international community is to live up to its commitments on human rights, the Millennium Development Goals (MDGs) and the Declaration of the United Nations General Assembly on HIV/AIDS.

Who needs ARVs and how do they work?

( Without access to ARV drugs, the lives of infected people follow an inevitable course: progressive destruction of the immune system, increasing ill-health and episodes of life-threatening associated diseases, (e.g. tuberculosis, or pneumonia), wasting, and ultimately death;

( When ARV drugs are given in combination (three drugs together), the rate at which the virus reproduces itself is reduced and the body’s immune system can partly regenerate itself, thereby restoring health and quality of life;

( WHO recommends that ARV therapy should be started when the damage caused by HIV to the immune system reaches a certain threshold, as indicated by clinical condition and/or laboratory tests, including CD4 cell count. When CD4 testing is not available, simpler laboratory tests can be used.

What are the benefits of access to ARV treatment?

( ARV medicines have dramatically reduced death rates, prolonged lives, improved quality of lie, revitalized communities and, to a large extent, transformed AIDS from a fatal condition to a manageable illness;

( While there is still no cure for HIV/AIDS, ARV treatment can add many years of healthy life to an infected person. In high-income countries, an estimated 1.5 million people currently live with HIV/AIDS. Most of them lead productive lives, largely due to ARV therapy. In the US, for example, the introduction of triple combination ARV therapy in 1996 led to a 70% decline in deaths attributable to HIV/AIDS;

( Delivering ARV therapy has other returns. Millions of dollars spend now can save billions in the future. Data from Brazil indicates that the costs associated with providing universal access to ARV therapy from 1996 to 2002 amounted to US$1.8 billion, but the savings in hospital and ambulatory care services reached US$2.2 billion--not to mention the broader savings related to teachers who keep on teaching, parents who remain with their children, and farmers who continue to work on their land;

( Brazil has also proven that it is possible to contain HIV/AIDS in resource-poor environments with relatively weak health infrastructure. It has delivered free ARVs to virtually every AIDS patient in need--in spite of the size of the country and its large population. From 1996 to 2002, Brazil saw a decrease in mortality rates of 40%-70%, morbidity rates of 60%-80%, plus a seven-fold drop in hospitalization needs; 

( The availability of ARV therapy makes it more likely that people will come forward for HIV testing, learn their status, receive counselling and care and become knowledgeable about preventing the spread of the virus. Access to treatment will reduce the fear, stigma and discrimination associated with HIV/AIDS, thereby enabling societies to discuss the epidemic more openly and to prevent new infections more effectively. 

What progress has been made so far? A number of international developments enhance the possibility of treating more people living with AIDS in the developing world:

( There is awareness that prevention and treatment are both necessary for controlling the spread of HIV/AIDS and that these two approaches are mutually reinforcing elements of a comprehensive response to HIV/AIDS;

( There has been a significant reduction--more than 80% in some cases--in the price of ARV drugs offered to all sub-Saharan African countries, reducing costs from about US$10,000 per year to as low as US$300 for some combinations;

( Many developing countries, including several in Africa, have made a promising start by showing that ARV treatment is not only implementable, but also affordable and sustainable; 

( The World Trade Organization decision in late August 2003 allowing poorer nations to import generic versions of patented antiretroviral drugs under certain circumstances, can facilitate the provision of low cost drugs for people living with HIV/AIDS in developing countries;

( There are growing numbers of partners engaged in the response to the epidemic, and continuing forceful activism and advocacy by people living with HIV/AIDS and civil society;

( The increased availability of international financial resources, including the creation of the Global Fund to Fight AIDS, Tuberculosis and Malaria, signals a renewed commitment from the international community with the global fight against AIDS.

The way forward

( At the UN General Assembly High-Level Meeting on HIV/AIDS on 22 September 2003, the WHO declared the lack of access to HIV treatment a global health emergency.

( WHO is committed to lead the way towards the ambitious “3 by 5” target. Working with a wide range of partners including UNAIDS, there will be urgent action to see that three million people are on ARVs by the end of 2005.

( To make this ambitious but necessary vision a reality, WHO will have a detailed strategy in place by World AIDS Day, 1 December 2003.
Scaling up treatment and care within a coordinated and comprehensive response to HIV/AIDS 

FIFTY-SEVENTH WORLD HEALTH ASSEMBLY WHA57.14 

Agenda item 12.1 22 May 2004 

The Fifty-seventh World Health Assembly, 

Having considered the report on HIV/AIDS (Document A57/4);

Noting with great concern that by the end of 2003 about 40 million people were living with HIV/AIDS, the pandemic had claimed an estimated three million lives in 2003, and that HIV/AIDS affects women and children with particular severity; 

Also concerned that, although about six million people in developing countries need antiretroviral treatment, only 440 000 currently receive it; 

Noting with concern that other health conditions also cause high morbidity and mortality in developing countries; 

Acknowledging that antiretroviral therapy has reduced mortality and prolonged healthy lives and that the feasibility of delivering antiretroviral treatment has been demonstrated in several resource-constrained settings; 

Recognizing that treatment and access to medication for those infected and affected by HIV/AIDS, as well as prevention, care and support are inseparable elements of a comprehensive health-sector response at the national level, and require adequate financial support from States and other donors; 

Recognizing that social stigma, discrimination, lack of affordability of antiretroviral medicines, economic constraints, limitations in health care capacity and human resources are some of the major impediments to access to treatment and care and social support for people living with HIV/AIDS; 

Also recognizing the need to further reduce the costs of antiretroviral medicines; 

Recalling the Declaration of Commitment on HIV/AIDS adopted at the United Nations General Assembly special session on HIV/AIDS (27 June 2001), which acknowledges that prevention of HIV infection must be the mainstay of national, regional and international responses to the epidemic and calls for significant progress, by 2005, in implementing comprehensive care strategies, including for access to antiretroviral drugs; 

Recalling also resolution WHA55.12 on the contribution of WHO to the follow-up of the United Nations General Assembly special session on HIV/AIDS, resolution WHA55.14 on ensuring accessibility of essential medicines, resolution WHA56.27 on intellectual property rights, innovation and public health, and resolution WHA56.30 on the global health-sector strategy for HIV/AIDS; 

Recalling and recognizing the Programme of Action adopted at the International Conference on Population and Development (Cairo, 1994), commitments made at the World Summit for Social Development (Copenhagen, 1995) and the World Summit for Children (New York, 1990), the Beijing Declaration and Platform for Action (1995), the Declaration on the Elimination of Violence against Women (1993), and the Millennium Declaration (2000), their recommendations and respective follow-ups and reports; 

Noting with satisfaction the agreement of 25 April 2004 among development partners to improve coordination and harmonization in the response to HIV/AIDS at country level, through the “Three Ones” principle, namely, one agreed HIV/AIDS action framework that provides the basis for coordinating the work of all partners; one national AIDS coordinating authority, with a broad-based multisectoral mandate; and one agreed country-level monitoring and evaluation system; 

Recognizing the central role of the health sector in the response to HIV/AIDS and the need to strengthen health systems and human capacity development so that countries and communities may contribute fully to realization of the global targets set out in the Declaration of Commitment on HIV/AIDS and to develop public health systems with a view to minimizing the emergence of drug resistance; 

Underlining the importance of WHO’s work, including through the WHO-initiated procurement, quality and sourcing project, to facilitate access by developing countries to safe, effective and affordable antiretroviral drugs and diagnostics at the best price; 

Recalling the Declaration on the TRIPS Agreement and Public Health adopted at the WTO Ministerial Conference (Doha, November 2001), and welcoming the decision taken by the General Council of WTO on 30 August 2003 on the implementation of paragraph 6 in that Declaration;1

Acknowledging WHO’s special role within the United Nations system to combat and mitigate the effects of HIV/AIDS, its responsibility in the follow-up of the Declaration of Commitment on HIV/AIDS and, as a cosponsor of UNAIDS, in leading United Nations efforts in relation to treatment and care for HIV/AIDS and playing a strong role in prevention; 

Welcoming the progress made by many Member States in beginning to scale up treatment for HIV/AIDS in their countries; 

Welcoming also the increased support of Member States for programmes to combat HIV/AIDS, 

1. WELCOMES the Director-General’s “3 by 5” strategy to support developing countries, as part of WHO’s follow-up to the comprehensive global health-sector strategy for HIV/AIDS, in securing access to antiretroviral treatment for three million people living with HIV/AIDS by the end of 2005, and notes the importance of mobilizing financial resources from States and other donors including for WHO to achieve this target; 

2. URGES Member States, as a matter of priority: 

(1) to establish or strengthen national health and social infrastructure and health systems, with the assistance of the international community as necessary, in order to assure their capacity to deliver effectively HIV/AIDS prevention, treatment, care and support services; 

(2) to strengthen national planning, monitoring and evaluation systems in order to deliver HIV/AIDS prevention, treatment, care and support services within the context of the overall national health strategy, ensuring an appropriate balance between services for HIV/AIDS and all other essential health services; 

(3) to pursue policies and practices that promote: 

(a) sufficient and adequately trained human resources with the appropriate skillmix to invoke a scaled-up response; 

(b) human rights, equity, and gender equality in access to treatment and care; 

(c) affordability and availability, in sufficient quantities, of pharmaceutical products of good quality, including antiretroviral medicines and medical technologies used to treat, diagnose and manage HIV/AIDS; 

(d) accessible and affordable treatment, testing and counselling with informed consent, prevention and care services for all, without discrimination, including the most vulnerable or socially disadvantaged groups of the population; 

(e) good quality and scientific and medical appropriateness of pharmaceutical products or medical technologies for treatment and management of HIV/AIDS, irrespective of their sources and countries of origin, inter alia by making the best use of WHO’s list of prequalified drugs that meet international quality standards; 

(f) further investments in medicines, including microbicides, diagnostics and vaccine research, in social science and health systems research, and in traditional medicines and possible interactions with other medicines, in order to improve effective interventions; 

(g) development of health systems designed to promote access to antiretroviral medicines and to facilitate adherence to treatment regimens with a view to minimizing drug resistance as well as protection of patients against counterfeit medicines; 

(h) integration of nutrition into a comprehensive response to HIV/AIDS; 

(i) promotion of breastfeeding in the light of the United Nations Framework for Priority Action on HIV and Infant Feeding and the new WHO/UNICEF Guidelines for Policy-Makers and Health-Care Managers; 

(4) to consider, whenever necessary, adapting national legislation in order to use to the full the flexibilities contained in the Agreement on Trade-Related Aspects of Intellectual Property Rights; 

(5) to apply the “Three Ones” principle with a view to improving coordination and harmonization in the response to HIV/AIDS; 

(6) to encourage that bilateral trade agreements take into account the flexibilities contained in the WTO TRIPS Agreement and recognized by the Doha Ministerial Declaration on the TRIPS Agreement and Public Health; 

3. REQUESTS the Director-General: 

(1) to strengthen the key role of WHO in providing technical leadership, direction and support to health systems’ response to HIV/AIDS, within the United Nations system-wide response, as a cosponsor of UNAIDS; 

(2) to take action within the framework of the “Three Ones” principle: 

(a) to provide support to countries in order to maximize opportunities for the delivery of all relevant interventions for prevention, care, support and treatment of HIV/AIDS and related conditions, including tuberculosis; 

(b) to support, mobilize and facilitate efforts of developing countries to scale up antiretroviral treatment in a manner that focuses on poverty, gender equality, and the most vulnerable groups, within the context of strengthening national health systems while maintaining a proper balance of investment between prevention, care and treatment; 

(c) to provide guidance on accelerating prevention in the context of scaled-up treatment, in line with the global health-sector strategy for HIV/AIDS; 

(3) to take measures to improve access of developing countries to pharmaceutical and diagnostic products to diagnose, treat and manage HIV/AIDS, including by strengthening WHO’s prequalification project; 

(4) to ensure that the prequalification review process and the results of inspection and assessment reports of the listed products, aside from proprietary and confidential information, are made publicly available; 

(5) to support developing countries in improving management of the supply chain and procurement of good-quality AIDS medicines and diagnostics; 

(6) to provide support to countries to embed the scale-up of the response to HIV/AIDS into a broad effort to strengthen national health systems, with special reference to human resources development and health infrastructure, health system financing and health information; 

(7) to provide a progress report on implementation of this resolution to the Fifty-eighth World Health Assembly, through the Executive Board. 

Eighth plenary meeting, 22 May 2004 A57/VR/8 

Policy Documents

The Patients' Rights Charter

For many decades the vast majority of the South African population has experienced either a denial or violation of fundamental human rights, including rights to health care services. To ensure the realisation of the right of access to health care services as guaranteed in the Constitution of the Republic of South Africa (Act No 108 of 1996), the Department of Health is committed to upholding, promoting and protecting this right and therefore proclaims this PATIENTS’ RIGHTS CHARTER as a common standard for achieving the realisation of this right. 

This Charter is subject to the provisions of any law operating within the Republic of South Africa and to the financial means of the country.

A healthy and safe environment

Everyone has the right to a healthy and safe environment that will ensure their physical and mental health or well-being, including adequate water supply, sanitation and waste disposal as well as protection from all forms of environmental danger, such as pollution, ecological degradation or infection.

Participation in Decision-making

Every citizen has the right to participate in the development of health policies and everyone has the right to participate in decision-making on matters affecting one’s health.

Access to healthcare

Everyone has the right of access to health care services that include:

i.  
receiving timely emergency care at any health care facility that is open regardless of one’s ability to pay; 

ii. 
treatment and rehabilitation that must be made known to the patient to enable the patient to understand such treatment or rehabilitation and the consequences thereof; 

iii. 
provision for special needs in the case of newborn infants, children, pregnant women, the aged, disabled persons, patients in pain, person living with HIV or AIDS patients; 


iv.
counselling without discrimination, coercion or violence on matters such as reproductive health, cancer or HIV/AIDS; 


v. 
palliative care that is affordable and effective in cases of incurable or terminal illness; 


vi.
a positive disposition displayed by health care providers that demonstrate courtesy, human dignity, patience, empathy and tolerance; 


vii.
and health information that includes the availability of health services and how best to use such services and such information shall be in the language understood by the patient. 


Knowledge of one’s health insurance/medical aid scheme

A member of a health insurance or medical aid scheme is entitled to information about that insurance or medical aid scheme and to challenge, where necessary, the decisions of such health insurance or medical aid scheme relating to the member.

Choice of health services

Everyone has the right to choose a particular health care provider for services or a particular health facility for treatment provided that such choice shall not be contrary to the ethical standards applicable to such health care providers or facilities, and the choice of facilities in line with prescribed service delivery guide lines.

Be treated by a named health care provider

Everyone has the right to know the person that is providing health care and therefore must be attended to by clearly identified health care providers.

Confidentiality and privacy

Information concerning one’s health, including information concerning treatment may only be disclosed with informed consent, except when required in terms of any law or an order of the court.

Informed consent

Everyone has the right to be given full and accurate information about the nature of one’s illnesses, diagnostic procedures, the proposed treatment and the costs involved, for one to make a decision that affects anyone of these elements. 

Refusal of treatment

A person may refuse treatment and such refusal shall be verbal or in writing provided that such refusal does not endanger the health of others.

Be referred for a second opinion

Everyone has the right to be referred for a second opinion on request to a health provider of one’s choice.

Continuity of care

No one shall be abandoned by a health care professional worker or a health facility which initially took responsibility for one’s health.

Complain about health services

Everyone has the right to complain about health care services and to have such complaints investigated and to receive a full response on such investigation.

Responsibilities of the Patient

Every patient or client has the following responsibilities:

· to advise the health care providers on his or her wishes with regard to his or her death. 

· to comply with the prescribed treatment or rehabilitation procedures. 

· to enquire about the related costs of treatment and/or rehabilitation and to arrange for payment. 

· to take care of health records in his or her possession. 

· to take care of his or her health. 

· to care for and protect the environment. 

· to respect the rights of other patients and health providers. 

· to utilise the health care system properly and not abuse it. 

· to know his or her local health services and what they offer. 

· to provide health care providers with the relevant and accurate information for diagnostic, treatment, rehabilitation or counselling purposes. 

Summary of the National Health Bill

Adapted from a PowerPoint presentation by Duane Blaauw, Centre for Health Policy

The Framework of Health Legislation

The National Health Bill (NHB) builds upon an existing and comprehensive legal framework incorporating non-health legislation such as the Constitution, local government legislation, labour legislation and public service legislation, as well as relevant health statutes and regulations, such as:

( Occupational Health: 


( OHSA 1993;


( MHSA 1996; and


( COIDA 1993.

( Environmental Health: 


( Hazardous substances Act 1973; 


( Foodstuff, cosmetics & disinfectants Act 1972; and


( International health regulations.

( Health Professions: 


( Health Professions Act 1974; 


( Nursing Act 1959; and 


( Pharmacy Act 1974.

( Drugs: 


(MRSCA 1997.

( Private Medical Schemes: 


( Medical Schemes Act 1998

( Specific Issues: 


( Mental Health Act 2002; 


( Child Care Act 1983; 


( Choice on TOP 1996; 


( Sterilisation Act 1998; and


( Tobacco Products Control Act 1998.

( Other: 


( MRC Act 1997; and 


( Provincial Acts.

Origins of the NHB

( ANC Health Plan 1994 ( Towards a National Health Service 1995 ( Health White Paper 1997 ( NHB
( Public Health Act 1919 ( Health Act 1977 ( NHB
( Human Tissue Act 1983 ( NHB
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National Health Act

Objectives of the NHB

( Fulfill the Constitutional obligations of government with regard to rights related to health care services; and

( Establish an integrated National Health System based on: 


( Cooperative governance;


( Decentralized management; 


( Co-operation between public and private sectors; and 


( National norms and standards

Overview of the NHB

1.  Eligibility for free health care services;

2.  Rights and duties of users and providers;

3.  Organisation and functioning of the national health system:


( Allocation of functions; 


( Functioning of health establishments; and 


( Creation of new structures;

4.  Importance and coordination of planning;

5.  The use of human tissue;

6.  Health research and health information;

7.  Compliance and inspection; and

8.  Regulatory powers

1.  Eligibility for Free Health Care

( Determined by Minister of Health in consultation with Minister of Finance after considering: 


( Existing criteria for free health care;


( Impact on access to health services; and


( Needs of vulnerable groups.

( Nevertheless stipulates for: 


( Pregnant women and children under 6 years; 


( Termination of pregnancy (TOP) services; and


( Primary health care services for people receiving compensation for occupational 
diseases (excluding members of medical schemes).

2a.  Rights of Users/Duties of Providers

( Emergency medical treatment;

( Information about their health and treatment;

( Participation in decisions about their health and treatment;

( Not to be treated without informed consent;

( Confidential medical records;

( Discharge reports; and

( Complaints procedure.

2b.  Duties of Users

( Adhere to the rules of the establishment;

( Provide health care providers with accurate information about their health status;

( Cooperate with health care providers;

( Treat health providers with dignity and respect; and

( Sign release of liability if refuse treatment.

2c.  Rights of Providers

( No unfair discrimination on account of their health care status--but may have conditions imposed on their service;

( Can refuse to treat users who: 


( Are physically or verbally abusive; or


( Sexually harasses them.

3.  Organisation and Functioning of the National Health System

National level: 

( Minister: 


( Promote, protect, improve and maintain the health of the population; 


( Promote the inclusion of health in socioeconomic development planning; 


( Ensure the provision of essential health services; and


( Equitably prioritise State health services.

( National Department of Health: 12 functions, including: 


( Identify national goals and priorities; 


( Develop norms and standards; 


( Coordination; and 


( Promote community participation.

Provincial level:

( MEC

( Provincial Department of Health: 23 functions, including:


( Plan development of public and private hospitals; 


( Provide specialized hospital care; 


( Quality control; and 


( Support districts.

District level:

( District Department of Health

Local/municipal level:

( Mayor

( Local government Department of Health:


( Provide municipal health services: 



( Water and sanitation; 



( Food control; 



( Health surveillance; 



( Vector control; PLUS



( Assignment of additional functions by Service Level Agreement (SLA)

( Certificate of Need (CON): 

( Required to operate, establish or modify a health establishment or health agency; 



( Issued by National Department of Health Director-General; 



( Stipulated criteria; 



( Stipulated procedures; and



( Lasts (20 years.

( National Health Council: 


( Minister; 


( Deputy Minister;


( 9 Provincial MECs; 


( 1 SALGA councillor; 


( National Director-General and Deputy Directors-General of NDoH; 


( 9 provincial Head of Departments (HoDs); 


( 1 SALGA official; and


( Head of the South African Military Health Service.

( Provincial Health Council: 


( MEC; 


( Councillor from each metropolitan municipality; 


( Councillor from each district municipality; 


( Provincial HOD; 


( (3 local government managers; and 


( Others as appropriate.

( District Health Council: 


( Person representing MEC; 


( Member of the metropolitan or district municipal council; 


( Member of each local municipality; and


( (5 MEC appointees.

( National Health Consultative Forum: 


( Appointed by Minister; 


( Must include relevant stakeholders; and


( Meet yearly.

( Provincial Consultative Bodies: 


( Appointed by MEC; 


( Must include relevant stakeholders, and


( Meet yearly.

( Hospital Board: 


( Appointed by Minister/MEC/NDoH/PDoH representative; 


( (3 community representatives; 


( (5 hospital staff/management representatives; and 


( (5 technical experts.

( Clinic Committee: 


( Require provincial legislation; 


( Must include >1 local Clr; 


( 1 community rep; and


( Head of clinic.

4.  Health Planning

( Integrated strategic and medium-term health and human resources planning:


( National level: Department of Health Director-General;


( Provincial level: Director-General; and


( District level: District health manager.

( Obligations on National Health Council for national human resources planning;

( Establishment of Forum of Statutory Health Professional Councils: 


( Chairpersons plus registrars of professional councils; 


( 2 Department of Health representatives; 


( 3 community representatives; and


( 2 university representatives.

5.  The Use of Human Tissue

( Control of the removal, use, transplantation and sale of human tissue (organs, blood and blood products and gametes);

( Establish single national blood transfusion service;

( Prohibition on human cloning; and

( Criteria for post-mortems.

6.  Health Research

( Establish National Health Research Committee


( (15 people appointed by Minister;


( Identify national health research priorities; and


( Coordinate research of public health authorities.

( Each health institution conducting research to have a health research ethics committee to: 


( Review research proposals; and


( Grant approval for all research projects.

( National Health Research Ethics Council established to:


( Register and audit institutional ethics committees; and


( Set norms and standards for health research.

7.  Compliance and Inspection

( Provincial Inspectorate for Health Establishments: 


( Monitor compliance by health establishments.

( National Office of Standards Compliance: 


( Set quality standards; 


( 3 yearly inspection of every health establishment.

( System of health officers: 


( Routine inspections; 


( Environmental health investigations; and 


( Entry and search powers.

8.  Regulatory Powers

( 23 areas, including: 


( Fees and pricing of services; 


( Notifiable diseases; 


( Essential drugs list; 


( Public-private partnerships; 


( Health information; 


( Emergency medical services; 


( Health technology; and


( Health research.

Conclusion

( South Africa finally has new National Health Act;

( The Act attempts to fulfill government’s Constitutional obligations regarding the right to health, while integrating national health systems for improved service and quality of care;

( The Act builds upon an essentially fragmentary legislative framework;

( There remains relatively limited scope for public participation;

( Does government have the capacity to implement the Act as written?
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� T. McKeown and R.G Record, “Reasons for the Decline of Mortality in England and Wales During the Nineteenth Century”, Population Studies, 16 (1962): 94-122.


� “Socio-economic” rights, such as the rights to housing and education, were only included in the Constitution of the Republic of South Africa, 1996.  The Bill of Rights in the so-called interim Constitution (the Constitution of the Republic of South Africa, 200 of 1993), which was in force from 27 April 1994 until 3 February 1997, only protected “civil and political” rights such as the rights to life and privacy.   


� Saro Wiwa was executed by the Nigerian military dictatorship.


� K Jochelson, The Colour of Disease, Syphilis and Racism in South Africa, 1880-1950, 2001


� American Association for the Advancement of Science and Physicians for Human Rights, Human Rights and Health, The Legacy of Apartheid, 1998; L Baldwin-Ragaven, J de Gruchy & L London, An Ambulance of the Wrong Colour, Health Professionals, Human Rights and Ethics in South Africa, 1999


� “When you are hungry you can forget about health” A national household survey of health inequalities, CASE, 1995


� This is a summary of the RDP taken from the ANC website - � HYPERLINK "http://www.anc.org.za" ��www.anc.org.za�  


� White paper for the Transformation of Health Service, South Africa, Department of Health, 1997


� The Impact of HIV/AIDS on the Health Sector, National Survey of Health Personnel, Ambulatory and Hospitalised Patients and Health Facilities, 2002


� Operational Plan for Comprehensive HIV and AIDS Care, Management and Treatment for South Africa, November 2003.


� The revised estimates for the fiscal year 2003/4 show domestic taxes on goods and services accounting for over 36% of total tax revenue, or over R110 billion, of which R81 billion alone was raised by VAT.  See � HYPERLINK "http://www.treasury.gov.za/press/monthly/0404/schedule_1.pdf" ��www.treasury.gov.za/press/monthly/0404/schedule_1.pdf�. 


� 18% of all health care expenditure is OOP, amounting to more than R2 billion per year.  Of this amount of OOP expenditure, 48% is made on drugs and 26% on doctors and dentists.


� The revenue available for the vertical division into national, provincial and local government shares excludes a “top slice” of available revenue for servicing debt and for contingency reserves.


� These include the Municipal Systems Improvement Grant and Municipal Infrastructure Grant.


� Consolidated provincial health expenditure accounts for more than 98% of consolidated provincial and national health expenditure.  


� Of concern is the seemingly unfair and inappropriate allocation of ARV CGs over the medium term (2004/5 through 2006/7).  Of the total amount budgeted, KwaZulu-Natal is allocated 28%, Gauteng and the Eastern Cape 15% each, going down to 3% and 1% for the Western Cape and Northern Cape respectively.  It seems unlikely that this is an accurate reflection of need and ability to spend.


� Of the remaining money, the largest chunk (9%) was allocated to the National HIV/AIDS Directorate.  2% of the total national HIV/AIDS budget (or ± R39 million) was allocated to NGOs.


� SHI is a government mandated health insurance, with both income and risk-related cross-subsidies.


� Makgethla argued that increased funding would be unaffordable for workers and for the economy.


� She noted that there is too great a focus on tertiary care at the expense of primary care.  Makgethla also pointed out that the state’s vision of health sector transformation does not address other key issues such as management, skills development, work conditions and career paths.


� Vennekens-Poane, Alexandra (2003) Comparative Provincial Health Brief 2003. Budget Brief No. 131, May 2003. Budget Information Service – Idasa. 


� Hickey, Alison (2004).  New allocations for ARV treatment: An analysis of 2004/5 national budget from an HIV/AIDS perspective.  Occasional Papers,  31 May 2004. Budget Information Service – Idasa. 





� Real calculations throughout this paper are based on GDP inflation and utilise 2003/4 as the base year. Deflators are as follows: 


2000/01�
2001/02�
2002/03�
2003/04�
2004/05�
2005/06�
2006/07�
�
0.805456�
0.868282�
0.95511�
1�
1.054�
1.11197�
1.169792�
�



� See Chapter 5 above.


� Public Finance Management Act, 1999, Sect 81 read in conjunction with Sects 38, 39, 40, 41, 42 and 44.


� This is despite the fact that the HOD, Dr Stamper, was suspended on full pay for a period of 16 months on mismanagement charges during this period. The length of his suspension and the fact that he was eventually found not guilty seem to indicate that these charges owed more to his personal differences with the department’s political head, Dr Bevan Goqwana, than his financial management capacities.





� This recommendation is made despite requirements recently introduced by the national Treasury stipulating that all PPPs should be preceded by the submission of a feasibility study (including an account of the proposed PPPs ‘affordability’ and ‘value for money’) in order to obtain prior approval from it before embarking on such ventures.  See PFMA, 1999, Amendment to Sect 16, Government Gazette 25915, 16 January 2004.


� As supplied by DENOSA, 22 June 2004 


� Anso Thom, “A Losing Battle?  Health-e 10 February 2003”, available online at � HYPERLINK "http://www.health-e.org.za/news" ��www.health-e.org.za/news� 


� Overtime pay does not cover all the time that is worked.


� South African Health Review 2002, Published by Health Systems Trust


� South African Health Review 2002, Published by Health Systems Trust


� CD4 (T4) or CD4+ cells are white blood cells killed or disabled during HIV infection. These cells normally orchestrate the immune response, signalling other cells in the immune system to perform their special functions. 
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			health conditional grant spending by province: data for graph


						2001/2			2002/3


			Eastern Cape			181%			88%


			Free State			80%			100%


			Gauteng			78%			52%


			KwaZulu-Natal			102%			154%


			Mpumalanga			33%			38%


			North West Province			49%			125%


			Northern Cape			100%			100%


			Limpopo			85%			90%


			Western Cape			82%			98%


			National			93%			100%


															4th Quarter ended 31 March 2002			4th Quarter ended 31 March 2003


			Actual expenditure on health HIV/AIDS conditional grants, by province (2001/2 and 2002/3)												Unaudited provincial actual spending 2001/2			Provincial actual spending


						2001/2			2002/3			Eastern Cape			20693			40719


			Eastern Cape									Education			7377			11163


			Free State									Health			11395			24758


			Gauteng									Welfare			1921			4798


			KwaZulu-Natal									Free State			6499			37598


			Mpumalanga									Education			1232			10083


			North West Province									Health			3767			18657


			Northern Cape									Welfare			1500			8858


			Limpopo									Gauteng			5409			41250


			Western Cape									Education			0			18154


			National									Health			4409			16113


												Welfare			1000			6983


												KwaZulu-Natal			32539			116404


												Education			16800			30403


												Health			14240			80857


												Welfare			1499			5144


												Mpumalanga			7695			28497


												Education			3895			13449


												Health			1528			7946


												Welfare			2272			7102


												North West Province			6520			43251


												Education			3115			9452


												Health			2254			23567


												Welfare			1151			10232


												Northern Cape			8041			13222


												Education			944			2859


												Health			4665			7657


												Welfare			2432			2706


												Limpopo			16271			45558


												Education			9969			23906


												Health			4701			18517


												Welfare			1601			3135


												Western Cape			5940			29608


												Education			1391			16005


												Health			3566			11519


												Welfare			983			2084


												TOTAL			109607			396107


															44723			135474


															50525			209591


															14359			51042
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			health conditional grant spending by province: data for graph


						2001/2			2002/3


			Eastern Cape			100%			88%


			Free State			80%			91%


			Gauteng			78%			52%


			KwaZulu-Natal			100%			100%


			Mpumalanga			33%			38%


			North West Province			49%			100%


			Northern Cape			100%			75%


			Limpopo			85%			90%


			Western Cape			82%			98%


			National			83%			82%


			Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003 except in the cases of Free State, Northern Cape and KZN (see source note in Tabl


			2001/2 Eastern Cape: NT Statements give a figure of R11.395m. (Personal correspondance with provincial health dept gives figure of R2.899m, although this probably underreports expenditure as systems were not yet in place to capture all cg spending.)


			2002/3: KwaZulu Natal R80.857m; North West R23.567m


			Table 4.4: Actual expenditure on health HIV/AIDS conditional grants, by province (2001/2 and 2002/3) ~ includes expenditure of funds rolled over from previous year


			R million			Unaudited provincial actual spending 2001/2			Provincial actual spending 2002/3			Percent increase in actual expenditure


			Eastern Cape			11.395			24.758			117%


			Free State			3.767			16.884			348%


			Gauteng			4.409			16.113			265%


			KwaZulu-Natal			14.240			80.857			468%


			Mpumalanga			1.528			7.946			420%


			North West			2.254			21.245			843%


			Northern Cape			4.665			5.727			23%


			Limpopo			4.701			18.517			294%


			Western Cape			3.566			11.519			223%


			National Total			50.525			203.566			303%


			Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2003 Issued by the Director-General: National Treasury except in the following cases:


			Free State: Correspondance with Mr. ONV Fundakubi, Manager: Financial Planning & Control, indicates that the 2002/3 figure of R16.884m listed in BS, pg. 205 is estimated expenditure. NT Statements instead list R18.657m.


			Northern Cape: NC 2003 Budget Statement, pg. 226 lists R5.727 estimated actual expenditure for 2002/3 (Subprogramme 2.6 only contains CG). NT Statements instead indicate R7.657m.


			KZN: There is contradictory information. NT Statements give a figure of R80.857m. In a presentation to the Parliamentary Health Committee (14/3/03), KZN reported that they overspent on their CG allocation by R57.612m which then had to be paid back from th


			North West: NT Statements give actual expenditure for 2002/3 as R23.567m. Presentation to Parliamentary Health Committee 16 April 2003 gives figures of R21.245m.
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Graph 4.3: Percent spent of 2001/2 and 2002/3 health HIV/AIDS conditional grant allocation, by province
~ not including expenditure on rolled over funds
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			HIV/AIDS social development conditional grant spending:


			Percent actual spent of current year's budgeted CG allocation (NB: Does not include spending on funds rolled over from previous year)


						2001/2			2002/3


			Eastern Cape			50.0%			100.0%


			Free State			100.0%			100.0%


			Gauteng			100.0%			100.0%


			KwaZulu-Natal			85.7%			59.5%


			Mpumalanga			99.1%			100.4%


			North West Province			9.0%			100.0%


			Northern Cape			100.0%			100.0%


			Limpopo			100.0%			100.0%


			Western Cape			100.0%			99.7%


			National			81.3%			92.7%


			Source: Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2001, and as at 31 March 2002. Figures are corrected against information obtained from Ms. J. De Beer, Deputy Director: HIV/AIDS at


			Information on rollovers for 2002/3 was unavailable. However, in the case of Free State and Northern Cape for 2002/3, actual expenditure figures reported in the NT Statements exceeded the CG allocation for that year. This likely occurred because those pro


			Actual expenditure of social development/welfare HIV/AIDS conditional funds, by province (includes expenditure of funds which were rolled-over from previous year)


			R million			2001/2			2002/3			Percent increase in actual expenditure


			Eastern Cape			1.921			4.798			150%


			Free State			1.500			8.858			491%


			Gauteng			1.000			6.983			598%


			KwaZulu-Natal			1.285			5.144			300%


			Mpumalanga			1.486			7.102			378%


			North West			1.135			5.463			381%


			Northern Cape			2.432			2.706			11%


			Limpopo			1.601			3.135			96%


			Western Cape			1.000			2.084			108%


			National Total			13.360			46.273			246%


			Source: Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003. Figures are corrected against information obtained from Ms. J. De Beer, Deputy Director: HIV/AIDS at


			NB: 2001/2 figures for Mpumalanga, Northern Cape, North West, Eastern Cape, and Limpopo include expenditure of funds which went unspent in 2000/1 and were rolled over into 2001/2:


			Eastern Cape: According to J. De Beer, expenditure was only R750,000 with R761,000 underspent and requested as rollover. NT Statements give R1.921m figure as actual spent. We assume that the entire R950,000 of unspent funds from 2000/1 were rolled over an


			Mpumalanga: Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m. We assume that entire unspent amount from 2000/1 of R960,000 was rolled over, and became part of actual expenditure for 2001/2.


			North West: Total expenditure during 2001/2 was R1.135486m (according to J. De Beer) This includes expenditure of R1 million rolled over from the previous year. NT Statement give figure of R1.151m actual spent for 2001/2.


			Northern Cape: R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations.


			Limpopo: Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.
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Alison:
According to J. De Beer, expenditure was only R750,000 with R761,000 underspent and requested as rollover. NT Statements give R1.921m figure as actual spent. We assume that the entire R950,000 of unspent funds from 2000/1 were rolled over and became part of the 2001/2 expenditure.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
NT Statements give figure of R1.499m. According to J. De Beer, expenditure is R1.285m.


Alison:
Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m. We assume that entire unspent amount from 2000/1 of R960,000 was rolled over, and became part of actual expenditure for 2001/2.


Alison:
Total expenditure during 2001/2 was R1.135486 (according to J. De Beer) This includes expenditure of R1 million rolled over from the previous year. NT Statement give figure of R1.151m actual spent for 2001/2.


Alison:
R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations. Spending on 2001/2 allocation was therefore 100%.


Alison:
Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.


Alison:
NT lists R983,000 instead of R1 m reported by J. De Beer.


Alison:
NT Statements plus information obtained from J. De Beer.


2001/2


2002/3


Actual expenditure as a percent of total funds allocated


Actual expenditure of social development HIV/AIDS conditional grant funds, by provinces (2001/2 and 2002/3)
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			Table 4.6: Percent spent of 2001/2 and 2002/3 Lifeskills conditional grant allocation, by province
~ not including expenditure on rolled over funds


						2001/2			2002/3


			Eastern Cape			63%			41%


			Free State			31%			100%


			Gauteng			0%			100%


			KwaZulu-Natal			100%			96%


			Mpumalanga			84%			100%


			North West Province			61%			82%


			Northern Cape			78%			100%


			Limpopo			100%			106%


			Western Cape			28%			100%


			National			66%			87%


			Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003. Also, in a number of cases provinces reported spending to NT which exceeded thei


			2001/2: KZN


			2002/3: KZN (R80.857m), Mpumalanga (R13.449m), Northern Cape (R2.859m), Western Cape (R16.005m), Gauteng (R18.154m)


			Note: Limpopo department of education indicated that actual expenditure in 2001/2 was R1.434m, not R9.969m as reported to National Treasury.


			Table 4.5: Actual expenditure on Lifeskills education HIV/AIDS conditional grants, by province (includes expenditure on rolled-over funds)


			R million			Unaudited provincial actual spending 2001/2			Provincial actual spending 2002/3			Percent increase in actual expenditure


			Eastern Cape			7.377			11.163			51%


			Free State			1.232			10.083			718%


			Gauteng			0			18.154			-


			KwaZulu-Natal			16.8			30.403			81%


			Mpumalanga			3.895			13.449			245%


			North West			3.115			9.452			203%


			Northern Cape			0.944			2.859			203%


			Limpopo			9.969			23.906			140%


			Western Cape			1.391			16.005			1051%


			National Total			44.723			135.474			203%


			Source: Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003.
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Graph 4.6: Actual expenditure of Lifeskills conditional grant funds (including rollovers), by province
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Graph 4.4: Percent spent of 2001/2 and 2002/3 Lifeskills conditional grant allocation, by province
~ not including expenditure on rolled over funds
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			Table 4.3: Overview of actual spending on HIV/AIDS conditional grants (not including spending on rolled-over funds)


			R million			2000/1									2001/2									2002/3


						Allocated			Spent			Percent spent			Total available			Actual spending			Percent spent			Total available			Actual spending			Percent spent


			Lifeskills conditional grant			26.93			6			22.3%			63.5			41.956			66.1%			144.605			125.041			86.5%			okay!


			Health condtl grant			16.819			10			59.5%			54.398			45.095			82.9%			210.209			172.879			82.2%


			CHBCS condtl grant from DSD			5.62			2			35.6%			12.5			10.156			81.3%			47.5			44.019			92.7%			okay!


			Total HIV/AIDS condtl grants			49.369			18			36.5%			130.398			97.207			74.5%			402.314			341.939			85.0%


			Sources:																														164%


			2000/1 figures are taken from 2001 Intergovernmental Fiscal Review and 2001 Budget Review.																														209%


			2001/2 and 2002/3 figures are primarily taken from Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003, with some corrections made based on direct information fr


			NB: In a number of cases provinces reported spending to NT which exceeded their conditional grant allocation. (This occurs when provinces report expenditure of departmental funds in addition to CG funds, or when provinces report on expenditure of funds ro																														2.5176200319


			Note: The 2003 IGFR and Provincial Budgets: 2001 Outcome and 2002 MTEF Budgets (31 July 2002) give aggregate percentages for HIV cg spending for 2001/2 which are slightly different for health than ours (which were reached by adding up individual provincia





Alison:
2003 IGFR pg. 110 and Provincial Budgets: 2001 Outcomes report R14.359 m.
According to 2003 DOR (pg. 97), 90% spent, or R11.25 million.
Using our calculations based on information from J. De Beer, figure is R10.16m.


Alison:
Same figures as 2003 IGFR pg. 110.


Alison:
IGFR 2003 pg. 92 gives R46 million actual. This is the also same figure given in Provincial Budgets: 2001 Outcomes, pg. 16.





overview!


			Table 1. HIV/AIDS conditional grants, 2000/01									Amount transferred as percent of amount allocated


																		Amount spent as percent of amount allocated


						Allocated for 2000/01			Actual transfers						Spending


			Health sector			R 16.819 m			R 15 m			89.2%			R 10 m			59.5%


			Education sector			R 26.93 m			R 26 m			96.5%			R 6 m			22.3%


			Social Development sector			R 5.62 m			R 5 m			89.0%			R 2 m			35.6%


			Total			R 49. 369 m			R 46 m			93.2%			R 18 m			36.5%


			Sources: 2001 IGFR, pgs. 32, 48 & 68. 2001 Budget Review, pgs. 265, 268, & 276.


						2000/1									2001/2									2002/3												From 2003 IGFR


			R million			Allocated for 2000/01			Spending			Spending/allocated			Total available			Unaudited provincial spending			Spending/total availabled			Total available			Actual spending			Spent/Total available						Estimated actual 2002/3


			Education sector			26.93			6			22.3%			63.5			41.956			66.1%			144.605			125.041			86.5%						?			Pg. 60 doesn't give parallel table (as other chapters do).


			Health sector			16.819			10			59.5%			54.398			45.095			82.9%			210.209			172.879			82.2%						207			Table on trends in conditional grants, pg. 92.


			Social Development sector			5.62			2			35.6%			12.5			10.156			81.3%			47.5			44.019			92.7%						47			Table on trends in conditional grants, pg. 110.


			Total HIV/AIDS conditional grants			49.369			18			36.5%			130.398			97.207486			74.5%			402.314			341.939			85.0%


																																				Source: 2003 IGFR pg. 110,


			2000/01 spending numbers are from the 2001 IGFR and not from treasury's expenditure records.


			2001/2 figures are mainly from Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002. See full spreadsheet for a list of exceptions.


			NT Provincial Budgets: 2001 Outcome and 2002 MTEF Budgets (published 31 July 2002) gives aggregate percentages for HIV cg spending for 2001/2 which are slightly different for health than ours (which were reached by adding up individual provincial spent).


			2002/3 figures are mainly from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2003 Issued by the Director-General: National Treasury. See full spread sheet for list of exceptions.


			We can't use the 2003 IGFR or the Provincial Budgets: 2001 Outcomes for actual spent figures for each HIV/AIDS cg by province because they don't have that breakdown.





Alison:
The 2002 IGFR pg. 110 states estimated actual expenditure at R47 m. But we use NT statements, plus corrected info from Johanna DeBeer for NW.


Alison:
2003 IGFR pg. 110 and Provincial Budgets: 2001 Outcomes report R14.359 m.
According to 2003 DOR (pg. 97), 90% spent, or R11.25 million.
Using our calculations based on information from J. De Beer, figure is R10.16m.


Alison:
Same figures as 2003 IGFR pg. 110.


Alison:
2003 IGFR pg. 92  says estimated actual is R207 million. But our figure is from NT statements as at 31 March and thus more up-to-date.


Alison:
IGFR 2003 pg. 92 gives R46 million actual. This is the also same figure given in Provincial Budgets: 2001 Outcomes.Provincial Budgets figures (from May) trump ours from NT statements as at March.





02 and 03 corrected


			Corrected and double checked: 17 May 2003. Checked against DSD cg 2002/3 actual expenditure data from J. De Beer (received from her 18 June 03). Only difference was NW. See note.


			Also health cg figure for NW for 2002/3 is not sourced from National Treasury Statements. Instead taken from Parliamentary presentation. See note.


			HIV/AIDS conditional grants NOT INCLUDING ROLLOVERS i.e. nothing over 100%


						2nd Quarter ended 30 Sept 2001												4th Quarter ended 31 March 2002															4th Quarter ended 31 March 2003


			R '000			Division of Revenue Act 2001/02			Prelim total available 2001/02			Transferred from Natl to Prov			Provincial actual spending			Govt Gazettes of 15, 31May, 26 Nov 2001 and 28 March 2002			Total available 2001/02 (same as transferred from natl to prov)			Unaudited provincial actual spending			2001 spending as percent total avail (or total transferred)						DOR Act 2002			Govt Gazette, 29 November 2002			Total available			Transferred from national to provincial			Provincial actual spending			2002 spending as percent of total available			Notes on sources


			Eastern Cape			17097			17097			11074			3725			2431			19528			14408			73.8%			Eastern Cape			52097			8192			60289			60289			40719			67.5%


			Education			11747			11747			5874			600						11747			7377			62.8%			Education			26270			968			27238			27238			11163			41.0%			checked with pressos


			Health			3850			3850			4200			2742			2431			6281			6281			100.0%			Health			21130			7123			28253			28253			24758			87.6%


			Welfare			1500			1500			1000			383						1500			750			50.0%			Welfare			4697			101			4798			4798			4798			100.0%			same as info from J.DeBeer


			Free State			9351			9351			6186			4427			866			10217			6499			63.6%			Free State			29409			4970			34379			34379			32606			94.8%


			Education			4001			4001			2000			2361						4001			1232			30.8%			Education			8946			126			9072			9072			9072			100.0%


			Health			3850			3850			3186			2066			866			4716			3767			79.9%			Health			13953			4704			18657			18657			16884			90.5%			checked with pressos


			Welfare			1500			1500			1000			0						1500			1500			100.0%			Welfare			6510			140			6650			6650			6650			100.0%			same as info from J.DeBeer


			Gauteng			12310			12310			8857			303			2130			14440			5409			37.5%			Gauteng			47555			8233			55788			55788			40808			73.1%


			Education			7810			7810			3905			187						7810			0			0.0%			Education			17466			246			17712			17712			17712			100.0%


			Health			3500			3500			3952			116			2130			5630			4409			78.3%			Health			23253			7840			31093			31093			16113			51.8%			checked with pressos


			Welfare			1000			1000			1000			-						1000			1000			100.0%			Welfare			6836			147			6983			6983			6983			100.0%			same as info from J.DeBeer


			KwaZulu-Natal			20033			20033			17075			1547			9424			29457			29242			99.3%			KwaZulu-Natal			79104			13860			92964			92964			88043			94.7%


			Education			14033			14033			7016			1055						14033			14033			100.0%			Education			31382			442			31824			31824			30403			95.5%


			Health			4500			4500			9059			492			9424			13924			13924			100.0%			Health			39260			13236			52496			52496			52496			100.0%			checked with pressos


			Welfare			1500			1500			1000			0						1500			1285			85.7%			Welfare			8462			182			8644			8644			5144			59.5%			same as info from J.DeBeer


			Mpumalanga			9486			9486			6764			440			1309			10795			6909			64.0%			Mpumalanga			32900			5556			38456			38456			25560			66.5%


			Education			4636			4636			2318			124						4636			3895			84.0%			Education			10366			146			10512			10512			10512			100.0%


			Health			3350			3350			3446			286			1309			4659			1528			32.8%			Health			15606			5261			20867			20867			7946			38.1%			checked with pressos


			Welfare			1500			1500			1000			30						1500			1486			99.1%			Welfare			6928			149			7077			7077			7102			100.4%			same as info from J.DeBeer


			North West Province			10430			10430			6630			837			790			11220			5504.486			49.1%			North West Province			30857			5045			35902			35902			33834			94.2%


			Education			5080			5080			2540			-						5080			3115			61.3%			Education			11360			160			11520			11520			9452			82.0%


			Health			3850			3850			3090			837			790			4640			2254			48.6%			Health			14149			4770			18919			18919			18919			100.0%			NT Statements give actual expenditure for 2002/3 as R23.567m. Figure given here is taken from presentation to Parliamentary Health Committee 16 April 2003.


			Welfare			1500			1500			1000			-						1500			135			9.0%			Welfare			5348			115			5463			5463			5463			100.0%			JDeBeer information shows R5.463m actually spent. NT statements show R10.232m.


			Northern Cape			6557			6557			4724			1527			815			7372			7109			96.4%			Northern Cape			11029			2026			13055			13055			11125			85.2%


			Education			1207			1207			603			657						1207			944			78.2%			Education			2698			40			2738			2738			2738			100.0%


			Health			3850			3850			3121			463			815			4665			4665			100.0%			Health			5727			1930			7657			7657			5727			74.8%			checked with pressos


			Welfare			1500			1500			1000			407						1500			1500			100.0%			Welfare			2604			56			2660			2660			2660			100.0%			same as info from J.DeBeer


			Limpopo			15319			15319			9700			3190			1705			17024			16170			95.0%			Limpopo			40734			5568			46302			35155			44265			95.6%


			Education			9969			9969			4985			1339						9969			9969			100.0%			Education			22294			319			22613			11466			22613			100.0%


			Health			3850			3850			3715			1407			1705			5555			4701			84.6%			Health			15371			5183			20554			20554			18517			90.1%			checked with pressos


			Welfare			1500			1500			1000			444						1500			1500			100.0%			Welfare			3069			66			3135			3135			3135			100.0%			same as info from J.DeBeer


			Western Cape			9517			9517			6678			1474			828			10345			5957			57.6%			Western Cape			22024			3155			25179			25179			24979			99.2%


			Education			5017			5017			2508			496						5017			1391			27.7%			Education			11218			158			11376			11376			11376			100.0%


			Health			3500			3500			3170			978			828			4328			3566			82.4%			Health			8760			2953			11713			11713			11519			98.3%			checked with pressos


			Welfare			1000			1000			1000			-						1000			1000			100.0%			Welfare			2046			44			2090			2090			2084			99.7%			same as info from J.DeBeer


			TOTAL			110100			110100			77688			17470			20298			130398			97207			74.5%			Total			345709			56605			402314			391167			341939			85.0%			Total


																					63500			41956			66.1%			Education Total			142000			2605			144605			133458			125041			86.5%			Education Total


																					54398			45095			82.9%			Health Total			157209			53000			210209			210209			172879			82.2%			Health Total


																					12500			10156			81.3%			Welfare Total			46500			1000			47500			47500			44019			92.7%			Welfare Total


						Source: Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 30 September 2001.												Source: 2001/2 figures for health and education are entirely from Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002.															Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2003 Issued by the Director-General: National Treasury except in the following cases:


																		Social development figures are corrected against information obtained from Ms. J. De Beer, Deputy Director: HIV/AIDS at DSD, and only include expenditure against the 2001/2 allocation. (In other words, in the cases where provinces rolled over funds from t															Free State health CG: Correspondance with Mr. ONV Fundakubi, Manager: Financial Planning & Control, indicates that the 2002/3 figure of R16.884m listed in BS, pg. 205 is estimated expenditure. NT Statements instead list R18.657m.


																		KZN social development CG: NT Statements give figure of R1.499m. According to J. De Beer, expenditure is R1.285m.															Northern Cape health CG: Budget Statement pg. 226 lists R5.727m estimated actual expenditure for 2002/3 (Subprogramme 2.6 only contains CG). NT Statements instead indicate R7.657m.


																		Mpumalanga social development CG: Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m. If entire unspent amount from 2000/1 of R960,000 was rolled over, then amount spent of the 2001/2 allocation would be															KZN health CG: There is contradictory information. NT Statements give a figure of R80.857m. In a presentation to the Parliamentary Health Committee (14/3/03), KZN reported that they overspent on their CG allocation by R57.612m which then had to be paid ba


																		Northern Cape social development CG: R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations. Spending on 2001/2 allocation was therefore 100%.															North West health CG: NT Statements give actual expenditure for 2002/3 as R23.567m. Figure provided in a presentation to Parliamentary Health Committee 16 April 2003 was instead R21.245m.


																		North West social develpment CG: Total expenditure during 2001/2 was R1.135486 (according to J. De Beer) however R1 million was funds rolled over from the previous year. Thus R135,486 is the expenditure against the new R1.5 m allocation for 2001/2. NT Sta															North West social development CG: NT Statements list R10.232m actual expenditure. According to Ms. J. De Beer, Deputy Director: HIV/AIDS at DSD, the accurate figure is R5.463m actual expenditure.


																		Limpopo social development CG: Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.


																		Additional notes:															Note: Limpopo was the only province where the full amounts of the cgs were not transferred from natl to the province. R11 466 (or 51%) of the R22 613 Lifeskills cg was transferred from natl to Limpopo.


																		Limpopo department of education indicated that actual expenditure in 2001/2 was R1.434m, not R9.969m as reported to National Treasury.


																		Eastern Cape health department indicated in personal correspondance that 2001/2 expenditure was actually R2.988m (not R11.35 m as reported to National Treasury), although this figure likely underreports expenditure because systems were not sufficiently de


																		In a number of cases provinces reported spending to NT which exceeded their conditional grant allocation. (This occurs when provinces report expenditure of departmental funds in addition to CG funds, or when provinces report on expenditure of funds rolled


																		Those cases where expenditure reported exceeded the CG allocation were as follows:


																		2001/2


																		Eastern Cape: Health CG R11.395m. (Personal correspondance with provincial health dept gives figure of R2.899m, although this probably underreports expenditure as systems were not yet in place to capture all cg spending.)


																		KwaZulu Natal: Education CG R16.8m and Health CG R14.24m


																		2002/3																		Information on rollovers for 2002/3 was largely unavailable. However, in the case of Free State and Northern Cape for 2002/3, actual expenditure figures reported in the NT Statements exceeded the CG allocation for that year. This likely occurred because t


																		Free State: Education CG R10.083m and Social Development CG R8.858m


																		KwaZulu Natal: Health CG R80.857m																		Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2002, and as at 31 March 2003.


																		Mpumalanga: Education CG R13.449m


																		North West: Health CG R23.567m


																		Northern Cape: Education CG R2.859m and Social Development CG R2.706m


																		Limpopo: Education CG R23.906


																		Western Cape: Education CG R16.005m


																		Gauteng: Education CG R18.154m





Alison:
According to J. De Beer, expenditure was only R750,000 with R761,000 underspent and requested as rollover. NT Statements give R1.921m figure as actual spent. This assumes that no funds were rolled over from 2000/1, despite the fact that the entire R950,000 allocation was unspent.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
NT Statements give figure of R1.499m. According to J. De Beer, expenditure is R1.285m.


Alison:
Total expenditure during 2001/2 was R1.135486 (according to J. De Beer) however R1 million was funds rolled over from the previous year. Thus R135,486 is the expenditure against the new R1.5 m allocation for 2001/2.
NT Statement give figure of R1.151m actual spent for 2001/2.


Alison:
Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m. If entire unspent amount from 2000/1 of R960,000 was rolled over, then amount spent of the 2001/2 allocation would be R1.486m.


Alison:
R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations. Spending on 2001/2 allocation was therefore 100%.


Alison:
Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.


Alison:
NT lists R983,000 instead of R1 m reported by J. De Beer.


Alison:
Correspondance with Mr. ONV Fundakubi, Manager: Financial Planning & Control, indicates that the 2002/3 figure of R16.884m listed in BS, pg. 205 is estimated expenditure. NT Statements instead list R18.657m.


Alison:
NC BS, pg. 226 lists R5.727 estimated actual expenditure for 2002/3 (Subprogramme 2.6 only contains CG). NT Statements instead indicate R7.657m.


Alison:
According to Dr. Buthelezi, Director: Provincial AIDS Action Unit, R1.974m of this addition was funds for HBC which were rolled over from 2001/2.


Alison:
There is contradictory information. NT Statements give a figure of R80.857m. In a presentation to the Parliamentary Health Committee (14/3/03), KZN reported that they overspent on their CG allocation by R57.612m which then had to be paid back from the department budget.


Alison:
NT Statements give actual expenditure for 2002/3 as R23.567m. Presentation to Parliamentary Health Committee 16 April 2003 gives figures of R21.245m.


Alison:
NT Statements list R10.232m actual expenditure. According to J. De Beer, CHBC Coordinator at DSD, accurate figure is R5.463m actual expenditure.


Alison:
NT: 10083


Alison:
NT: 8858


Alison:
NT: 13449


Alison:
NT: 2859


Alison:
NT: 2706


Alison:
NT: 23906
Personal correspondance with provincial education department indicated that R22.294m allocation included rollover from previous year.


Alison:
NT: 16005


Alison:
NT: 11395
Correspondance with province: R2.899m (Personal correspondance with provincial health dept gives figure of R2.899m, although this probably underreports expenditure as systems were not yet in place to capture all cg spending.)


Alison:
NT: 16800


Alison:
NT: 18154


Alison:
NT: 14240


Alison:
Personal correspondance with provincial education department gave figure of R1.434m expenditure.
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Graph 4.3: Aggregate actual expenditure of HIV/AIDS conditional grant funds, by sector 
(includes funds rolled over from previous year)
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02 and 03 uncorrected


			Corrected and double checked: 17 May 2003. Checked against DSD cg 2002/3 actual expenditure data from J. De Beer (received from her 18 June 03). Only difference was NW. See note.


			Also health cg figure for NW for 2002/3 is not sourced from National Treasury Statements. Instead taken from Parliamentary presentation. See note.


			HIV/AIDS conditional grants INCLUDING ROLLOVERS


						2nd Quarter ended 30 Sept 2001												4th Quarter ended 31 March 2002															4th Quarter ended 31 March 2003


			R '000			Division of Revenue Act 2001/02			Prelim total available 2001/02			Transferred from Natl to Prov			Provincial actual spending			Govt Gazettes of 15, 31May, 26 Nov 2001 and 28 March 2002			Total available 2001/02 (same as transferred from natl to prov)			Unaudited provincial actual spending			2001 spending as percent total avail (or total transferred)						DOR Act 2002			Govt Gazette, 29 November 2002			Total available			Transferred from national to provincial			Provincial actual spending			2002 spending as percent of total available			Notes on sources


			Eastern Cape			17097			17097			11074			3725			2431			19528			20693			106.0%			Eastern Cape			52097			8192			60289			60289			40719			67.5%


			Education			11747			11747			5874			600						11747			7377			62.8%			Education			26270			968			27238			27238			11163			41.0%			checked with pressos


			Health			3850			3850			4200			2742			2431			6281			11395			181.4%			Health			21130			7123			28253			28253			24758			87.6%


			Welfare			1500			1500			1000			383						1500			1921			128.1%			Welfare			4697			101			4798			4798			4798			100.0%			same as info from J.DeBeer


			Free State			9351			9351			6186			4427			866			10217			6499			63.6%			Free State			29409			4970			34379			34379			35825			104.2%


			Education			4001			4001			2000			2361						4001			1232			30.8%			Education			8946			126			9072			9072			10083			111.1%


			Health			3850			3850			3186			2066			866			4716			3767			79.9%			Health			13953			4704			18657			18657			16884			90.5%			checked with pressos


			Welfare			1500			1500			1000			0						1500			1500			100.0%			Welfare			6510			140			6650			6650			8858			133.2%			same as info from J.DeBeer


			Gauteng			12310			12310			8857			303			2130			14440			5409			37.5%			Gauteng			47555			8233			55788			55788			41250			73.9%


			Education			7810			7810			3905			187						7810			0			0.0%			Education			17466			246			17712			17712			18154			102.5%


			Health			3500			3500			3952			116			2130			5630			4409			78.3%			Health			23253			7840			31093			31093			16113			51.8%			checked with pressos


			Welfare			1000			1000			1000			-						1000			1000			100.0%			Welfare			6836			147			6983			6983			6983			100.0%			same as info from J.DeBeer


			KwaZulu-Natal			20033			20033			17075			1547			9424			29457			32325			109.7%			KwaZulu-Natal			79104			13860			92964			92964			116404			125.2%


			Education			14033			14033			7016			1055						14033			16800			119.7%			Education			31382			442			31824			31824			30403			95.5%


			Health			4500			4500			9059			492			9424			13924			14240			102.3%			Health			39260			13236			52496			52496			80857			154.0%			checked with pressos


			Welfare			1500			1500			1000			0						1500			1285			85.7%			Welfare			8462			182			8644			8644			5144			59.5%			same as info from J.DeBeer


			Mpumalanga			9486			9486			6764			440			1309			10795			7695			71.3%			Mpumalanga			32900			5556			38456			38456			28497			74.1%


			Education			4636			4636			2318			124						4636			3895			84.0%			Education			10366			146			10512			10512			13449			127.9%


			Health			3350			3350			3446			286			1309			4659			1528			32.8%			Health			15606			5261			20867			20867			7946			38.1%			checked with pressos


			Welfare			1500			1500			1000			30						1500			2272			151.5%			Welfare			6928			149			7077			7077			7102			100.4%			same as info from J.DeBeer


			North West Province			10430			10430			6630			837			790			11220			6504.486			58.0%			North West Province			30857			5045			35902			35902			36160			100.7%


			Education			5080			5080			2540			-						5080			3115			61.3%			Education			11360			160			11520			11520			9452			82.0%


			Health			3850			3850			3090			837			790			4640			2254			48.6%			Health			14149			4770			18919			18919			21245			112.3%			NT Statements give actual expenditure for 2002/3 as R23.567m. Figure given here is taken from presentation to Parliamentary Health Committee 16 April 2003.


			Welfare			1500			1500			1000			-						1500			1135			75.7%			Welfare			5348			115			5463			5463			5463			100.0%			JDeBeer information shows R5.463m actually spent. NT statements show R10.232m.


			Northern Cape			6557			6557			4724			1527			815			7372			8041			109.1%			Northern Cape			11029			2026			13055			13055			11292			86.5%


			Education			1207			1207			603			657						1207			944			78.2%			Education			2698			40			2738			2738			2859			104.4%


			Health			3850			3850			3121			463			815			4665			4665			100.0%			Health			5727			1930			7657			7657			5727			74.8%			checked with pressos


			Welfare			1500			1500			1000			407						1500			2432			162.1%			Welfare			2604			56			2660			2660			2706			101.7%			same as info from J.DeBeer


			Limpopo			15319			15319			9700			3190			1705			17024			16271			95.6%			Limpopo			40734			5568			46302			35155			45558			98.4%


			Education			9969			9969			4985			1339						9969			9969			100.0%			Education			22294			319			22613			11466			23906			105.7%


			Health			3850			3850			3715			1407			1705			5555			4701			84.6%			Health			15371			5183			20554			20554			18517			90.1%			checked with pressos


			Welfare			1500			1500			1000			444						1500			1601			106.7%			Welfare			3069			66			3135			3135			3135			100.0%			same as info from J.DeBeer


			Western Cape			9517			9517			6678			1474			828			10345			5940			57.4%			Western Cape			22024			3155			25179			25179			29608			117.6%


			Education			5017			5017			2508			496						5017			1391			27.7%			Education			11218			158			11376			11376			16005			140.7%


			Health			3500			3500			3170			978			828			4328			3566			82.4%			Health			8760			2953			11713			11713			11519			98.3%			checked with pressos


			Welfare			1000			1000			1000			-						1000			983			98.3%			Welfare			2046			44			2090			2090			2084			99.7%			same as info from J.DeBeer


			TOTAL			110100			110100			77688			17470			20298			130398			109377			83.9%			Total			345709			56605			402314			391167			385313			95.8%			Total


																					63500			44723			70.4%			Education Total			142000			2605			144605			133458			135474			93.7%			Education Total


																					54398			50525			92.9%			Health Total			157209			53000			210209			210209			203566			96.8%			Health Total


																					12500			14129			113.0%			Welfare Total			46500			1000			47500			47500			46273			97.4%			Welfare Total


						Source: Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 30 September 2001.												Source: 2001/2 figures for health and education are entirely from Statement of the National and Provincial Governments' Revenue and Expenditure and National Borrowing as at 31 March 2002.															Source: Figures are taken from Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 March 2003 Issued by the Director-General: National Treasury except in the following cases:


																		Social development figures are corrected against information obtained from Ms. J. De Beer, Deputy Director: HIV/AIDS, Department of Social Development:															Free State health CG: Correspondance with Mr. ONV Fundakubi, Manager: Financial Planning & Control, indicates that the 2002/3 figure of R16.884m listed in BS, pg. 205 is estimated expenditure. NT Statements instead list R18.657m.


																		Eastern Cape: According to J. De Beer, R950 000 unspent in 2000/1 was rolled over but expenditure for 2001/2 was only R750,000 with R761,000 underspent and requested as rollover into 2002/3. However NT Statements give R1.921m figure as actual spent for 20															Northern Cape health CG: NC 2003 Budget Statement, pg. 226 lists R5.727 estimated actual expenditure for 2002/3 (Subprogramme 2.6 only contains CG). NT Statements instead indicate R7.657m.


																		KZN: NT Statements give figure of R1.499m. According to J. De Beer, expenditure is R1.285m.															KZN health CG: There is contradictory information. NT Statements give a figure of R80.857m. In a presentation to the Parliamentary Health Committee (14/3/03), KZN reported that they overspent on their CG allocation by R57.612m which then had to be paid ba


																		Mpumalanga: Most likely the entire unspent amount from 2000/1 of R960,000 was rolled over into 2001/2.  Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m.															North West health CG: NT Statements give actual expenditure for 2002/3 as R23.567m. Presentation to Parliamentary Health Committee 16 April 2003 gives figures of R21.245m.


																		Northern Cape: R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations.															North West social development CG: NT Statements list R10.232m actual expenditure. According to J. De Beer, CHBC Coordinator at DSD, accurate figure is R5.463m actual expenditure.


																		North West: R1m in unspent funds from 2000/1 was rolled over into 2001/2. Total expenditure during 2001/2 was R1.135486 (according to J. De Beer). NT Statement give figure of R1.151m actual spent for 2001/2.


																		Limpopo: Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.															Note: Limpopo was the only province where the full amounts of the cgs were not transferred from natl to the province. R11 466 (or 51%) of the R22 613 Lifeskills cg was transferred from natl to Limpopo.


																		2000/1			2001/2			2002/3


			Education															6			44.723			135.474


			Health															10			50.525			203.566


			Social Development															2			14			46.273


			TOTAL															18			109.377486			385.313


			Source:  Spreadsheet above, plus 2001 IGFR


																		Corrections occurred at WC education and KZN health. Eastern Cape education.





Alison:
Eastern Cape: According to J. De Beer, R950 000 unspent in 2000/1 was rolled over but expenditure for 2001/2 was only R750,000 (with R761,000 underspent and requested as rollover into 2002/3). However NT Statements give R1.921m figure as actual spent for 2001/2.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
Corresponds with information provided by J. De Beer.


Alison:
NT Statements give figure of R1.499m. According to J. De Beer, expenditure is R1.285m.


Alison:
North West: R1m in unspent funds from 2000/1 was rolled over into 2001/2. Total expenditure during 2001/2 was R1.135486 (according to J. De Beer). NT Statement give figure of R1.151m actual spent for 2001/2.


Alison:
Mpumalanga: Most likely the entire unspent amount from 2000/1 of R960,000 was rolled over into 2001/2.  Total spent during 2001/2 (according to J. De Beer) was R2.446m. NT Statements give figure of R2.272m.


Alison:
Northern Cape: R932,000 was rolled over from 2000/1, according to J. De Beer. Total expenditure reported in NT of R2.432m is complete spending of 2000/1 and 2001/2 allocations.


Alison:
Limpopo: Total expenditure listed in NT of R1.601m is complete spending of both 2001/2 allocation and R101,000 rolled over from 2000/1, according to J. De Beer.


Alison:
NT lists R983,000 instead of R1 m reported by J. De Beer.


Alison:
Correspondance with Mr. ONV Fundakubi, Manager: Financial Planning & Control, indicates that the 2002/3 figure of R16.884m listed in BS, pg. 205 is estimated expenditure. NT Statements instead list R18.657m.


Alison:
NC 2003 Budget Statement, pg. 226 lists R5.727 estimated actual expenditure for 2002/3 (Subprogramme 2.6 only contains CG). NT Statements instead indicate R7.657m.


Alison:
According to Dr. Buthelezi, Director: Provincial AIDS Action Unit, R1.974m of this addition was funds for HBC which were rolled over from 2001/2.


Alison:
There is contradictory information. NT Statements give a figure of R80.857m. In a presentation to the Parliamentary Health Committee (14/3/03), KZN reported that they overspent on their CG allocation by R57.612m which then had to be paid back from the department budget.


Alison:
NT Statements give actual expenditure for 2002/3 as R23.567m. Presentation to Parliamentary Health Committee 16 April 2003 gives figures of R21.245m.


Alison:
NT Statements list R10.232m actual expenditure. According to J. De Beer, CHBC Coordinator at DSD, accurate figure is R5.463m actual expenditure.
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Health: Budget of Chief Directorate: HIV/AIDS and TB (includes conditional grants)

Education: HIV and AIDS conditional grants

Social Development: HIV and AIDS Programme (including conditional grants)

Dept. of Public Service & Admin. and Dept. of Science & Tech.

R million (nominal)

Graph 1: Total funds specifically allocated for HIV/AIDS 
                    in national department budgets 
NB: Does not include funds from provinces' own budgets.
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DPSA

						2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.9551098376		1		1.054		1.11197		1.16979244

				Department of Public Service and Administration

				Programme 2: Integrated Human Resources, Subprogramme 5: HIV/AIDS

		Source		R million		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

				Nominal		2.16		5.218		4.958		10.384		11.38		26.722

				Nominal growth rate				141.6%		-5.0%		109.4%		9.6%		38.0%

				Real terms		2.26		5.22		4.70		9.34		9.73		23.77

				Real growth rate				130.7%		-9.9%		98.5%		4.2%		30.9%

				Source: ENE 2004, pg. 246

				Programme 2: Integrated Human Resources		24.399		44.948		40.38		44.075		47.466		131.921

																20%

												(HIV/AIDS constitutes 20% of the programme over the MTEF.)

				The Department attributes the growth in Programme 2: Integrated Human Resources to the additional funding for combating and preventing HIV/AIDS in the public service. However the allocation drops slightly in this budget 2004/5 and then jumps by 99% in rea

				In the last two years, the communication strategy developed in 2003/4 has begun implementation, and worskhops have been held with departments to impart knowledge and skills needed to develop and implement workplace policies and programmes. (pg. 248)

				There is evidence that the Department is taking the impact of HIV/AIDS on the public service seriously. Implementation of its strategy to manage HIV/AIDS and its impact on the public service is cited as one of the department's main focueses for the next t

				Department of Science and Technology

				Programme 5: Science and Technology for Competitiveness

				Subprogramme 1: Technology missions contains a transfer to South African AIDS Vaccine Initiative

				SAAVI						15		20		15

				Source: ENE 2004, pg. 479





DPSA

		1		1



#REF!

#REF!

R million (nominal)



DOE

		1		1



#REF!

#REF!
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National Dept. of Social Development: HIV and AIDS Programme



DSD

						2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Source		R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

				Nominal		26.93		62.89		133.458		131.621		128.579		136.293		144.471		409.343

				Nominal growth rate				133.5%		112.2%		-1.4%		-2.3%		6.0%		6.0%		3.2%

				Real terms		33.43		72.43		139.73		131.62		121.99		122.57		123.50		368.06

				Real growth rate				116.6%		92.9%		-5.8%		-7.3%		0.5%		0.8%		-2.0%

				Source: ENE 2004, pg. 364.

						Total		63.5		142		120.474		128.579		136.293		144.471

						Source		DOR 2002, pg. 79.		DOR 2002 pg. 79		2003 DOR pg. 82		2004 DOR, pg. 30.		2004 DOR, pg. 30.		2004 DOR, pg. 30.

												The drop in 2004/5 is actually explained by the fact that the original allocation for 2003/4 (as published in the 2003 DOR) was R120.474 million.
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mark ES

						2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Source		R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 518.		Social Development: HIV and AIDS Programme		5.620		14.954		51.153		70.388		78.290		85.153		89.402		252.845

				2003/4 prices		6.977		17.223		53.557		70.388		74.279		76.579		76.426		227.283

		ENE 2004, pg. 534		Conditional grants to provinces for community and home-based care		5.620		13.400		47.500		65.917		70.180		74.391		78.854		223.425

		ENE 2004, pg. 534. Idasa calculations.		Conditional grants to provinces for community & home-based care (real)		6.977		15.433		49.733		65.917		66.584		66.900		67.409		200.893

		ENE 2004, pg. 518 & 534. Idasa calculations		Funds spent by national DSD (real)		0.000		1.790		3.825		4.471		7.694		9.678		9.017		26.390

		ENE 2004, pg. 518 & 534. Idasa calculations		Funds spent directly by national DSD		0.000		1.554		3.653		4.471		8.110		10.762		10.548		29.420

		ENE 2004, pg. 518 & 534. Idasa calculations		As percent of total		0%		10%		7%		6%		10%		13%		12%		12%

		ENE 2004, pg. 518 & 534. Idasa calculations		Cgs as percent of total		100%		90%		93%		94%		90%		87%		88%		88%

				Programme 8: HIV and AIDS

				R million										2004/5		2005/6		2006/7		Total over MTEF

				Subprogrammes:

		ENE 2004, pg. 518.		1. Community and home-based care programmes		5.62		14.954		51.153		70.673		76.265		83.009		87.129		246.403

		ENE 2004, pg. 518.		2. Coordinated action for orphans and vulnerable children										0.645		0.684		0.725		2.054

		ENE 2004, pg. 518.		3. Women and youth										0.688		0.729		0.773		2.19

		ENE 2004, pg. 518.		4. Administration										0.692		0.731		0.775		2.198

		ENE 2004, pg. 518.		Total Programme 8: HIV and AIDS		5.62		14.954		51.153		70.673		78.29		85.153		89.402		252.845

		ENE 2004, pg. 518 & 534. Idasa calculations		Funds spent directly by national DSD		0.000		1.554		3.653		4.471		8.110		10.762		10.548		29.420

		ENE 2004, pg. 518 & 534. Idasa calculations		As percent of total budget for Programme 8: HIV and AIDS		0%		10%		7%		6%		10%		13%		12%		12%

		ENE 2004, pg. 518 & 534. Idasa calculations		Nominal growth rate				-		135%		22%		81%		33%		-2%		37%

		ENE 2004, pg. 518 & 534. Idasa calculations		Real growth rate				0%		114%		17%		72%		26%		-7%		30%

		ENE 2004, pg. 534. Idasa calculations.		Conditional grants to provinces for community and home-based care		5.620		13.400		47.500		65.917		70.180		74.391		78.854		223.425

		ENE 2004, pg. 518 & 534. Idasa calculations		As percent of total budget for Programme 8: HIV and AIDS		100%		90%		93%		94%		90%		87%		88%		88%

		ENE 2004, pg. 534. Idasa calculations.		Nominal growth rate				138%		254%		39%		6%		6%		6%		6%

		ENE 2004, pg. 534. Idasa calculations.		Real growth rate				121%		222%		33%		1.01%		0.47%		0.76%		0.75%

		ENE 2004, pg. 518. Idasa calculations.		CHBC Subprogramme as a share of total Programme 8		100%		100%		100%		100%		97%		97%		97%		97%

		ENE 2004, pg. 518 and 534.		CHBC Subprogramme minus cg		0.000		1.554		3.653		4.756		6.085		8.618		8.275		22.978
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Conditional grants to provinces for community & home-based care (real)

Funds spent by national DSD (real)

R million (real)

Graph 6: Trend in HIV and AIDS Budget of Department of Social Development



NN

																								2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

																						CPIX using NT method		0.86408616		0.948766603		1		1.052		1.10986		1.16424314

		Education HIV and AIDS (Life Skills Education) conditional grant (nominal)																				Education HIV and AIDS (Life Skills Education) conditional grant (real)

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF		Provincial splits over MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		11.747						22.244		23.579		24.993		70.816		17%				Eastern Cape		13.5947091202						21.144		21.245		21.467		63.857

		Free State		4.001						7.715		8.178		8.668		24.561		6%				Free State		4.6303252907						7.334		7.368		7.445		22.147

		Gauteng		7.810						17.487		18.536		19.648		55.671		14%				Gauteng		9.0384505175						16.623		16.701		16.876		50.200

		KwaZulu-Natal		14.033						29.188		30.938		32.795		92.921		23%				KwaZulu-Natal		16.2402786315						27.745		27.876		28.169		83.789

		Limpopo		9.969						19.415		20.580		21.815		61.810		15%				Limpopo		11.5370439448						18.455		18.543		18.737		55.736

		Mpumalanga		4.636						9.772		10.358		10.980		31.110		8%				Mpumalanga		5.3652057105						9.289		9.333		9.431		28.053

		Northern Cape		1.207						2.186		2.317		2.456		6.959		2%				Northern Cape		1.3968514436						2.078		2.088		2.110		6.275

		North West		5.080						10.029		10.631		11.269		31.929		8%				North West		5.8790433584						9.533		9.579		9.679		28.791

		Western Cape		5.017						10.543		11.176		11.847		33.566		8%				Western Cape		5.8061339624						10.022		10.070		10.176		30.267

		Total		63.500		142.000		120.474		128.579		136.293		144.471		409.343		100%				Total		73.4880419795						122.223		122.802		124.090		369.115

		Source		DOR 2002, pg. 79.		DOR 2002 pg. 79		2003 DOR pg. 82		2004 DOR, pg. 30.		2004 DOR, pg. 30.		2004 DOR, pg. 30.								Source								2004 DOR, pg. 30. Idasa calculations.		2004 DOR, pg. 30. Idasa calculations.		2004 DOR, pg. 30. Idasa calculations.		2004 DOR, pg. 30. Idasa calculations.

				Note: Provincial splits do not vary for each year, 2004/5-2006/7.

		Nominal growth rate				124%		-15%		7%		6%		6%								Real growth rate of total Life Skills Education Conditional Grant						0.00%		0.00%		0.47%		1.05%

		Health Comprehensive HIV and Aids conditional grant (nominal)																				Health Comprehensive HIV and Aids conditional grant (real)

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF		Provincial splits over MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		6.281		28.253		38.934		98.970		159.005		218.021		475.996		14%				Eastern Cape								94.078		143.266		187.264		424.608

		Free State		4.716		18.657		30.144		69.969		100.874		142.265		313.108		9%				Free State								66.510		90.889		122.195		279.595

		Gauteng		5.630		31.093		55.275		134.231		185.048		252.695		571.974		16%				Gauteng								127.596		166.731		217.047		511.374

		KwaZulu-Natal		13.924		52.496		85.591		186.348		251.468		344.304		782.120		22%				KwaZulu-Natal								177.137		226.576		295.732		699.445

		Limpopo		5.555		20.554		28.962		77.430		125.899		175.861		379.190		11%				Limpopo								73.603		113.437		151.052		338.091

		Mpumalanga		4.659		20.867		26.287		53.840		81.392		107.479		242.711		7%				Mpumalanga								51.179		73.335		92.317		216.831

		Northern Cape		4.665		7.657		11.268		31.881		48.050		68.603		148.534		4%				Northern Cape								30.305		43.294		58.925		132.524

		North West		4.640		18.919		32.891		70.981		100.921		142.316		314.218		9%				North West								67.472		90.931		122.239		280.643

		Western Cape		4.328		11.713		24.204		57.962		82.451		115.670		256.083		7%				Western Cape								55.097		74.290		99.352		228.739

		Total		54.398		210.209		333.556		781.612		1,135.108		1,567.214		3,483.934		100%				Total								742.977		1,022.749		1,346.123		3,111.849

		Source		2002 DOR, pg. 76.		2003 DOR, pg. 87.		2003 DOR, pg. 87.		2004 DOR, pg. 31		2004 DOR, pg. 31.		2004 DOR, pg. 31.		2004 DOR, pg. 31. Idasa calculations.		2004 DOR, pg. 31. Idasa calculations.												2004 DOR, pg. 31. Idasa calculations.		2004 DOR, pg. 31. Idasa calculations.		2004 DOR, pg. 31. Idasa calculations.		2004 DOR, pg. 31. Idasa calculations.

				Note: Provincial shares vary very little over the three years (2004/5-2006/7) so I have only taken provincial shares over MTEF.

		Nominal growth rate				286%		59%		134%		45%		38%								Real growth rate of total health HIV/AIDS conditional grant						0.00%		0.00%		37.66%		31.62%

		Community and Home-based Care conditional grant (nominal)																				Community and Home-based Care conditional grant (real)

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF		Provincial splits over MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		1.5		4.798		6.658		7.089		7.514		7.965		22.568		10%				Eastern Cape		1.736		5.057		6.658		6.739		6.770		6.841		20.350

		Free State		1.5		6.65		9.228		9.825		10.415		11.040		31.28		14%				Free State		1.736		7.009		9.228		9.339		9.384		9.483		28.206

		Gauteng		1		6.983		9.69		10.315		10.934		11.590		32.839		15%				Gauteng		1.157		7.360		9.690		9.805		9.852		9.955		29.612

		KwaZulu-Natal		1.5		8.644		11.996		12.773		13.540		14.352		40.665		18%				KwaZulu-Natal		1.736		9.111		11.996		12.142		12.200		12.327		36.669

		Limpopo		1.5		3.135		4.353		4.634		4.912		5.207		14.753		7%				Limpopo		1.736		3.304		4.353		4.405		4.426		4.472		13.303

		Mpumalanga		1.5		7.077		9.821		10.456		11.084		11.749		33.289		15%				Mpumalanga		1.736		7.459		9.821		9.939		9.987		10.092		30.018

		Northern Cape		1.5		2.66		3.691		3.930		4.165		4.415		12.51		6%				Northern Cape		1.736		2.804		3.691		3.736		3.753		3.792		11.281

		North West		1.5		5.463		7.58		8.070		8.554		9.067		25.691		11%				North West		1.736		5.758		7.580		7.671		7.707		7.788		23.166

		Western Cape		1		2.09		2.9		3.088		3.273		3.469		9.83		4%				Western Cape		1.157		2.203		2.900		2.935		2.949		2.980		8.864

		Total		12.5		47.5		65.917		70.180		74.391		78.854		223.425		100%				Total		14.466		50.065		65.917		66.711		67.027		67.730		201.468

		Source		2002 DOR, pg. 88.		2003 DOR, pg. 97.		2003 DOR, pg. 97.		2004 DOR, pg. 33		2004 DOR, pg. 33		2004 DOR, pg. 33		2004 DOR, pg. 33. Idasa calculations.		2004 DOR, pg. 33. Idasa calculations.				Source								2004 DOR, pg. 33. Idasa calculations.		2004 DOR, pg. 33. Idasa calculations.		2004 DOR, pg. 33. Idasa calculations.		2004 DOR, pg. 33. Idasa calculations.

				Note: Provincial splits do not vary at all year to year over medium term.

		Nominal growth rate				280%		39%		6%		6%		6%								Real growth rate of total CHBC conditional grant						31.66%		1.20%		0.47%		1.05%

		Total HIV conditional grant funds (nominal)																				Total HIV conditional grant funds (real)

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF		Provincial splits over MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		19.528		33.051		45.592		128.303		190.098		250.979		569.380		14%				Eastern Cape		22.600		34.836		45.592		121.961		171.281		215.573		508.815

		Free State		10.217		25.307		39.372		87.509		119.467		161.973		368.949		9%				Free State		11.824		26.674		39.372		83.183		107.642		139.123		329.948

		Gauteng		14.440		38.076		64.965		162.033		214.518		283.933		660.484		16%				Gauteng		16.711		40.132		64.965		154.024		193.284		243.878		591.185

		KwaZulu-Natal		29.457		61.140		97.587		228.309		295.946		391.451		915.706		22%				KwaZulu-Natal		34.090		64.442		97.587		217.024		266.652		336.228		819.903

		Limpopo		17.024		23.689		33.315		101.479		151.391		202.883		455.753		11%				Limpopo		19.702		24.968		33.315		96.463		136.405		174.262		407.130

		Mpumalanga		10.795		27.944		36.108		74.068		102.834		130.208		307.110		7%				Mpumalanga		12.493		29.453		36.108		70.407		92.655		111.839		274.901

		Northern Cape		7.372		10.317		14.959		37.997		54.532		75.474		168.003		4%				Northern Cape		8.532		10.874		14.959		36.119		49.134		64.827		150.080

		North West		11.220		24.382		40.471		89.080		120.106		162.652		371.838		9%				North West		12.985		25.699		40.471		84.677		108.217		139.706		332.600

		Western Cape		10.345		13.803		27.104		71.593		96.900		130.986		299.479		7%				Western Cape		11.972		14.548		27.104		68.054		87.308		112.507		267.870

		Total		130.398		399.709		519.947		980.371		1,345.792		1,790.539		4,116.702		100%				Total		150.909		421.293		519.947		931.912		1,212.578		1,537.942		3,682.432

		Source								2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.												2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.		2004 DOR, pgs. 30-33. Idasa calculations.

		Nominal growth rate				207%		30%		89%		37%		33%								Real growth rate of total HIV/AIDS conditional grants (3 sectors)								79.23%		30.12%		26.83%

						compare health cg provincial split to health component of es formula

						compare CHBC cg provincial split to social development component of es formula

						compare overall provincial split to total ES formula split

						add provincial figures for 2001/2 to 2003/4 from 2003 DOR and 2002 DOR

						add earlier CPIX deflators
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HIVDirectorate

				yellow highlights are directly from M. Blecher, National Treasury.

				Rand million		99/00		00/01		01/02		02/03		03/04		04/05		05/06		06/07		Total		ajh comments

				National DOH Total		74		181		266		460		766		1,212		1,545		2,008		6,258		ok

				DOH Core new		74		164		211		250		433		431		410		441		2,176		equals national DOH total minus conditional grant health

				Conditional grant health		0		17		54		210		334		782		1,135		1,567		4,082		ok

				Equitable share alloc 2002 budget		0		0		0		400		600		900		954		1,011		3,865		6% increase in 05/6 and 06/7

				Equitable share alloc 2003 budget		0		0		0		0		500		1,000		1,500		1,590		4,590		6%

				Education grant		0		27		64		144		120		129		136		144		738

				Social services grant		0		6		13		47		66		70		74		79		349

						74		214		342		1,052		2,053		3,311		4,210		4,833		15,800

																12,354

				Rand million		99/00		00/01		01/02		02/03		03/04		04/05		05/06		06/07

				HIV/AIDS budget allocations		74		214		342		1,052		2,053		3,311		4,210		4,833		12,354

				Total via ES		0		0		0		400		1,100		1,900		2,454		2,601

				Table XX: Amounts added to the Provincial Equitable Share for HIV/AIDS

				R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		BR 2002, pg. 141.		Equitable share allocation announced in Budget 2002/3						400		600		900		954		1,011		2,865

		M. Blecher.		Equitable share allocation announced in Budget 2003/4								500		1,000		1,500		1,590		4,090

		BR 2002, pg. 141. M. Blecher.		Total channeled via Equitable Share						400		1,100		1,900		2,454		2,601		6,955

		ENE 2004, pgs. 364,406,518. Idasa calculations.		Total HIV/AIDS specific spending on national education, health, and social development budgets, including conditional grants		214		344		647		974		1,439		1,797		2,269		5,505

		ENE 2004, pgs. 364,406,518. BR 2002, pg. 141. M. Blecher.		Total HIV/AIDS related spending amounts (including funds via ES)		214		344		1,047		2,074		3,339		4,251		4,870		12,460

				ES funding channel as share of total HIV/AIDS spending in national budget		0%		0%		38%		53%		57%		58%		53%		56%

				Source: ENE 2004, pgs. 364,406,518. BR 2002, pg. 141. Personal correspondance with M. Blecher, National Treasury.

		BR 2002, pg. 141. M. Blecher. ENE 2004, pg. 406.		HIV/AIDS health spending including cgs and ES		181		266		860		1,866		3,112		3,999		4,609		11,721

		2003 Budget Speech, pg. 19. 2003 ENE, pg. 329.		Added to the provincial equitable share over MTEF								3300

		BR 2004, pg. 124.		Total HIV/AIDS related spending over MTEF (includig cgs via 3 depts and funds allocated through the ES share to provinces)																12300

				Total change to baseline was additional R19.731 billion for provincial equitable share. BR pg. 130.

		MTBPS 2003 Speech, pg. 14.		Total expenditure in response to HIV and AIDS (including amounts directly spent by provincial health departments)										3000		4000		4800		11800

				Question put to Mark:

				The BR (pg. 124) says the total amount for HIV is R12.3 billion over MTEF. We count up a total of R5.428 billion in HIV earmarked funds in the national budget over the MTEF (cgs plus HIV funds on DOH, DOE and DSD budgets). Which would then imply that natl
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HIV/AIDS budget allocations

HIV/AIDS budget allocations (R mil)

74.48

213.698

341.839

1051.561

2052.679

3310.927

4210.0278

4832.933828



what we know

		213.698		0

		343.689		0

		644.562		0

		968.297		0

		1419.037		0

		1766.79		0

		2242.242		0



Total HIV/AIDS specific spending on national education, health, and social development budgets, including conditional grants

Total channeled via Equitable Share

R million

Graph XX: Role of Equitable Share funding channel
in HIV/AIDS spending



health cg splits

						2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Source		R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 406		Health: Budget of Chief Directorate: HIV/AIDS and TB (includes conditional grants)		181.15		265.84		459.95		766.29		1,212.17		1,545.34		2,008.37		4,765.88		MTBPS Speech pg. 14 also says earmarked allocationson national Health vote will go up to R1.1 billion in 2004/5, and R2 billion in 2006/7.

		ENE 2004, pg. 426.		Health cg		16.82		54.40		210.21		333.56		781.61		1,135.11		1,567.21		3,483.93		MTBPS 2003

		ENE 2004, pg. 364.		Education: HIV and AIDS conditional grants		26.93		62.90		133.46		131.62		128.58		136.29		144.47		409.34

		ENE 2004, pg. 518.		Social Development: HIV and AIDS Programme (including conditional grants)		5.62		14.95		51.15		70.39		78.29		85.15		89.40		252.85

		ENE 2004, pg. 534		SD cg		5.62		13.40		47.50		65.92		70.18		74.39		78.85		223.43

		ENE 2004, pg. 246		Department of Public Service and Administration, Programme 2: Integrated Human Resources, Subprogramme 5: HIV/AIDS						2.160		5.218		4.958		10.384		11.380		26.722

		ENE 2004, pg. 479		Department of Science and Technology, transfer to SAAVI										15.00		20.00		15.00		50.00

				Dept. of Public Service & Admin. and Dept. of Science & Tech.						2.160		5.218		19.958		30.384		26.380		76.722

		ENE 2004, pgs. 364,406,518. Idasa calculations.		Total specified for HIV and AIDS in national budget (including conditional grants to provinces)		213.70		343.69		646.72		973.52		1,439.00		1,797.17		2,268.62		5,504.79

				Nominal growth rate				61%		88%		51%		48%		25%		26%

				Real terms		265.313		395.827		677.118		973.515		1,365.270		1,616.207		1,939.337		4,920.815

				Real growth rate				49%		71%		44%		40%		18%		20%		26%

		Idasa Budgeting Report, pg. 61.		Provincial discretionary HIV/AIDS health allocations		0		0		181.942		356.504		0		0		0		n/a

														6.7337785099
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Health: HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes) includes conditional grant

R million (nominal)

1

181.148

265.839

459.951

766.288

1212.168

1545.344



		0		0		0		0

		0		0		0		0
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Health: HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes) includes conditional grant

Education: HIV and AIDS conditional grant

Social Development: HIV and AIDS Programme (including conditional grants)

Dept. of Public Service & Admin. and Dept. of Science & Tech.

R million (nominal)

Graph 1: Total funds specifically allocated for HIV/AIDS 
                    in national department budgets 
NB: Does not include funds from provinces' own budgets specifically 
allocated for HIV/AIDS.



		

		HIV/AIDS CGs Budget 2004

		R'million		2003/04		2004/5		2005/6		2006/7		TOTAL

		HEALTH HIV/ARV		334		782		1135		1567		3484

		HEALTH HIV-ARV		334		482		535		567		1584

		SD CHBCS		66		70		74		79		223

		DOE LIFESKILLS		132		129		136		144		409

		Total Nominal		532		981		1345		1790		4116

		Deflators		1		1.052		1.10986		1.164243

		R'million		2003/04		2004/5		2005/6		2006/7

		HEALTH HIV/ARV		334		743		1023		1346

		HEALTH HIV-ARV		334		458		482		487

		SD CHBCS		66		67		67		68

		DOE LIFESKILLS		132		123		123		124

		Total REAL		532		933		1212		1537

		REAL GROWTH RATES

		R'million		2004/5		2005/6		2005/6		AARGR								14.0892857143

		HEALTH HIV/ARV		123		38		32		63.9

		HEALTH HIV-ARV		37		5		1

		SD CHBCS		1		0		2		0.9										78.9

		DOE LIFESKILLS		-7		-0		1		-2.1

		Total REAL		75		30		27		44.0

		Rmillion		2002/3		2003/4		2004/5		2005/6		2006/7		Total for 2004/5-06/7

		HIV/AIDS health conditional grant (Budget 2004)		210		334		482		535		567		1584

		ARV CG to provinces				90		300		600		1000		1900

		TOTAL ARV/HIV/AIDS HEALTH CG				424		782		1135		1567		3484

		HIV/AIDS Directorate budget excluding cgs (Budget 2004/05)		248		332		430		410		441		1,281

		Additional allocations to Directorate for ARV roll-out						73		48		51		172

		Allocations through the ES to Provinces in 2003/4 Budget (Targeted Increment)				1,100		1,900		2,454		2,792		7,146

		TOTAL ALLOCATIONS				1,856		3,112		3,999		4,800		11,911





		HIV/AIDS health conditional grant (Budget 2004)

		ARV CG to provinces

		HIV/AIDS Directorate budget excluding cgs (Budget 2004/05)

		Allocations through the ES to Provinces in 2003/4 Budget (Targeted Increment)



Proportional Shares of the HIV/AIDS Allocations over the MTEF

HIV/AIDS Directorate budget excluding cgs

HIV/AIDS health conditional grant

Allocations through the ES to Provinces in 2003/4 Budget

1584

1900

1281

7146



		



teresa:
The ES for 2006/7 was calculated as it was not available in the 2003 Budget.

teresa:
This figure, taken from the MTBPS Speech, could not be confirmed.



		HEALTH HIV/ARV		HEALTH HIV/ARV		HEALTH HIV/ARV		HEALTH HIV/ARV

		HEALTH HIV-ARV		HEALTH HIV-ARV		HEALTH HIV-ARV		HEALTH HIV-ARV

		SD CHBCS		SD CHBCS		SD CHBCS		SD CHBCS

		DOE LIFESKILLS		DOE LIFESKILLS		DOE LIFESKILLS		DOE LIFESKILLS

		Total REAL		Total REAL		Total REAL		Total REAL



2003/04

2004/5

2005/6

2006/7

R' Million

Real amounts for HIV/AIDS Conditional Grants 2004/5 - 2006/7

334

743.3460076046

1022.6515055953

1345.9389491713

334

458.174904943

482.0427801705

487.0117320869

66

66.5399239544

66.6750761357

67.8552501497

132

122.6235741445

122.537977763

123.6855192602

532

932.5095057034

1211.864559494

1537.4797185811



		HEALTH HIV/ARV		HEALTH HIV/ARV		HEALTH HIV/ARV		HEALTH HIV/ARV

		HEALTH HIV-ARV		HEALTH HIV-ARV		HEALTH HIV-ARV		HEALTH HIV-ARV

		SD CHBCS		SD CHBCS		SD CHBCS		SD CHBCS

		DOE LIFESKILLS		DOE LIFESKILLS		DOE LIFESKILLS		DOE LIFESKILLS

		Total REAL		Total REAL		Total REAL		Total REAL



2004/5

2005/6

2005/6

AARGR

%

Real Growth Rates 2004/5 - 2006/7

122.5586849115

37.574090011

31.6126697909

63.9151482378

37.1781152524

5.2093370828

1.030811397

0.8180665975

0.2031144211

1.7700377447

0.9304062545

-7.1033529208

-0.0698041809

0.9364782398

-2.078892954

75.2837416736

29.9573411404

26.8689398115

44.0366742085



				2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7						GDP deflators using NT method		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7						GDP deflators using NT method		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

		GDP deflators using NT method		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244								0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244								0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Nominal amounts																		Nominal amounts																		Nominal amounts

		Provincial health department budgets (including cgs)														Total MTEF				HIV/AIDS Subprogramme (including cg)																		Provincial health budget excluding HIV/AIDS Subprogramme

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7						R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		3,892.45		4,493.24		5,118.89		5,410.29		6,210.89		6,622.47		18,243.66				Eastern Cape		-		-		71.41		131.97		195.66		256.55		584.18				Eastern Cape		-		-		5,047.48		5,278.32		6,015.23		6,365.92		17,659.47

		Free State		1,953.42		2,194.14		2,590.04		2,730.60		2,972.20		3,184.01		8,886.81				Free State		14.73		-		33.34		74.64		106.95		148.71		330.30				Free State		1,938.69		-		2,556.70		2,655.96		2,865.24		3,035.30		8,556.50

		Gauteng		6,837.58		7,688.04		8,380.18		8,731.01		9,215.84		9,642.53		27,589.38				Gauteng		-		64.73		140.71		334.14		435.05		502.70		1,271.89				Gauteng		-		7,623.31		8,239.47		8,396.87		8,780.80		9,139.83		26,317.49

		KwaZulu-Natal		7,030.30		7,495.57		8,266.52		9,036.08		9,792.81		10,672.17		29,501.06				KwaZulu-Natal		49.36		123.40		246.52		338.72		427.85		582.54		1,349.12				KwaZulu-Natal		6,980.94		7,372.17		8,019.99		8,697.36		9,364.96		10,089.63		28,151.95

		Limpopo		2,663.53		3,166.28		3,639.69		3,976.32		4,346.47		4,734.28		13,057.06				Limpopo		3.33		33.01		37.30		78.05		125.58		178.89		382.51				Limpopo		2,660.20		3,133.27		3,602.40		3,898.27		4,220.88		4,555.39		12,674.55

		Mpumalanga		1,456.56		1,688.15		1,893.59		2,305.92		2,519.61		2,835.60		7,661.12				Mpumalanga		-		11.17		12.72		53.84		81.39		107.48		242.71				Mpumalanga		-		1,676.98		1,880.87		2,252.08		2,438.21		2,728.12		7,418.41

		Northern Cape		517.40		608.50		795.21		815.14		910.15		987.55		2,712.84				Northern Cape		0.25		1.97		8.50		39.88		57.05		77.60		174.53				Northern Cape		517.14		606.54		786.71		775.26		853.10		909.95		2,538.31

		North West		1,698.99		2,012.40		2,518.86		2,598.64		2,986.68		3,180.38		8,765.70				North West		-		29.07		42.89		70.98		100.92		142.32		314.22				North West		-		1,983.33		2,475.97		2,527.66		2,885.76		3,038.06		8,451.48

		Western Cape		3,557.87		3,850.23		4,370.50		4,738.74		4,958.14		5,236.05		14,932.94				Western Cape		12.12		19.68		42.51		90.12		116.02		150.95		357.10				Western Cape		3,545.75		3,830.55		4,327.99		4,648.63		4,842.12		5,085.10		14,575.84

		Total		29,608.10		33,196.54		37,573.48		40,342.74		43,912.78		47,095.04		131,350.56				Total		79.80		283.02		635.90		1,212.34		1,646.49		2,147.73		5,006.56				Total		29,528.30		32,913.52		36,937.58		39,130.40		42,266.30		44,947.30		126,344.00

		Real amounts																		Real amounts																		Real amounts

		Provincial health department budgets (including cgs)														Total MTEF				HIV/AIDS Subprogramme (including cg)																		Provincial health budget excluding HIV/AIDS Subprogramme

		R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7						R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF				R million		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total MTEF

		Eastern Cape		4,482.94		4,704.42		5,118.89		5,133.11		5,585.48		5,661.24		16,379.83				Eastern Cape		-		-		71.41		125.21		175.96		219.31		520.48				Eastern Cape		-		-		5,047.48		5,007.90		5,409.52		5,441.92		15,859.34

		Free State		2,249.76		2,297.27		2,590.04		2,590.70		2,672.91		2,721.86		7,985.47				Free State		16.97		-		33.34		70.82		96.18		127.12		294.12				Free State		2,232.79		-		2,556.70		2,519.88		2,576.73		2,594.74		7,691.35

		Gauteng		7,874.84		8,049.38		8,380.18		8,283.69		8,287.85		8,242.94		24,814.48				Gauteng		-		67.77		140.71		317.02		391.24		429.73		1,137.99				Gauteng		-		7,981.61		8,239.47		7,966.67		7,896.61		7,813.21		23,676.48

		KwaZulu-Natal		8,096.80		7,847.86		8,266.52		8,573.13		8,806.72		9,123.13		26,502.98				KwaZulu-Natal		56.85		129.20		246.52		321.37		384.77		497.99		1,204.12				KwaZulu-Natal		8,039.95		7,718.66		8,019.99		8,251.76		8,421.95		8,625.14		25,298.86

		Limpopo		3,067.59		3,315.09		3,639.69		3,772.60		3,908.80		4,047.11		11,728.50				Limpopo		3.83		34.56		37.30		74.05		112.94		152.92		339.90				Limpopo		3,063.75		3,280.53		3,602.40		3,698.55		3,795.86		3,894.19		11,388.60

		Mpumalanga		1,677.52		1,767.49		1,893.59		2,187.78		2,265.89		2,424.02		6,877.69				Mpumalanga		-		11.70		12.72		51.08		73.20		91.88		216.16				Mpumalanga		-		1,755.79		1,880.87		2,136.70		2,192.70		2,332.14		6,661.53

		Northern Cape		595.88		637.10		795.21		773.38		818.50		844.21		2,436.09				Northern Cape		0.29		2.06		8.50		37.84		51.31		66.34		155.48				Northern Cape		595.59		635.04		786.71		735.54		767.20		777.87		2,280.61

		North West		1,956.73		2,106.98		2,518.86		2,465.51		2,685.93		2,718.76		7,870.20				North West		-		30.44		42.89		67.34		90.76		121.66		279.76				North West		-		2,076.54		2,475.97		2,398.16		2,595.17		2,597.10		7,590.43

		Western Cape		4,097.60		4,031.19		4,370.50		4,495.96		4,458.88		4,476.05		13,430.89				Western Cape		13.96		20.60		42.51		85.50		104.34		129.04		318.89				Western Cape		4,083.64		4,010.59		4,327.99		4,410.46		4,354.54		4,347.01		13,112.01

		Total		34,099.65		34,756.78		37,573.48		38,275.85		39,490.98		40,259.31		118,026.13				Total		91.90		296.32		635.90		1,150.23		1,480.69		1,835.99		4,466.91				Total		34,007.75		34,460.46		36,937.58		37,125.62		38,010.29		38,423.31		113,559.22

		Real growth rates																		Real growth rates																		Real growth rates

		Provincial health department budgets (including cgs)																		HIV/AIDS Subprogramme (including cg)																		Provincial health budget excluding HIV/AIDS Subprogramme

		R million				2002/3		2003/4		2004/5		2005/6		2006/7						R million				2002/3		2003/4		2004/5		2005/6		2006/7						R million				2002/3		2003/4		2004/5		2005/6		2006/7

		Eastern Cape				4.9%		8.8%		0.3%		8.8%		1.4%						Eastern Cape				-		-		75.4%		40.5%		24.6%						Eastern Cape				-		-		-0.8%		8.0%		0.6%

		Free State				2.1%		12.7%		0.0%		3.2%		1.8%						Free State				-		-		112.4%		35.8%		32.2%						Free State				-		-		-1.4%		2.3%		0.7%

		Gauteng				2.2%		4.1%		-1.2%		0.1%		-0.5%						Gauteng				-		107.6%		125.3%		23.4%		9.8%						Gauteng				-		3.2%		-3.3%		-0.9%		-1.1%

		KwaZulu-Natal				-3.1%		5.3%		3.7%		2.7%		3.6%						KwaZulu-Natal				127.3%		90.8%		30.4%		19.7%		29.4%						KwaZulu-Natal				-4.0%		3.9%		2.9%		2.1%		2.4%

		Limpopo				8.1%		9.8%		3.7%		3.6%		3.5%						Limpopo				801.4%		7.9%		98.5%		52.5%		35.4%						Limpopo				7.1%		9.8%		2.7%		2.6%		2.6%

		Mpumalanga				5.4%		7.1%		15.5%		3.6%		7.0%						Mpumalanga				-		8.8%		301.5%		43.3%		25.5%						Mpumalanga				-		7.1%		13.6%		2.6%		6.4%

		Northern Cape				6.9%		24.8%		-2.7%		5.8%		3.1%						Northern Cape				609.6%		312.5%		345.4%		35.6%		29.3%						Northern Cape				6.6%		23.9%		-6.5%		4.3%		1.4%

		North West				7.7%		19.5%		-2.1%		8.9%		1.2%						North West				-		40.9%		57.0%		34.8%		34.0%						North West				-		19.2%		-3.1%		8.2%		0.1%

		Western Cape				-1.6%		8.4%		2.9%		-0.8%		0.4%						Western Cape				47.6%		106.3%		101.1%		22.0%		23.7%						Western Cape				-1.8%		7.9%		1.9%		-1.3%		-0.2%

		Total				1.9%		8.1%		1.9%		3.2%		1.9%						Total				222.4%		114.6%		80.9%		28.7%		24.0%						Total				1.3%		7.2%		0.5%		2.4%		1.1%

		Aggregate HIV/AIDS Subprogramme expenditure as share of total provincial health budgets (including conditional grants)														Total MTEF

				2001/2		2002/3		2003/4		2004/5		2005/6		2006/7

		Eastern Cape		-		-		1.4%		2.4%		3.2%		3.9%		3.2%

		Free State		0.8%		-		1.3%		2.7%		3.6%		4.7%		3.7%

		Gauteng		-		0.8%		1.7%		3.8%		4.7%		5.2%		4.6%

		KwaZulu-Natal		0.7%		1.6%		3.0%		3.7%		4.4%		5.5%		4.6%

		Limpopo		0.1%		1.0%		1.0%		2.0%		2.9%		3.8%		2.9%

		Mpumalanga		-		0.7%		0.7%		2.3%		3.2%		3.8%		3.2%

		Northern Cape		0.0%		0.3%		1.1%		4.9%		6.3%		7.9%		6.4%

		North West		-		1.4%		1.7%		2.7%		3.4%		4.5%		3.6%

		Western Cape		0.3%		0.5%		1.0%		1.9%		2.3%		2.9%		2.4%

		Total		0.3%		0.9%		1.7%		3.0%		3.7%		4.6%		3.8%

		Provincial aggregates														Total MTEF

				2001/2		2002/3		2003/4		2004/5		2005/6		2006/7

		Provincial health department budgets (including cgs)

		Nominal		29,608.10		33,196.54		37,573.48		40,342.74		43,912.78		47,095.04		131,350.56

		Real amount		34,099.65		34,756.78		37,573.48		38,275.85		39,490.98		40,259.31		118,026.13

		Real growth rate				1.9%		8.1%		1.9%		3.2%		1.9%		2.3%

		HIV/AIDS Subprogramme (including conditional grant from natl DOH)

		Nominal		79.80		283.02		635.90		1,212.34		1,646.49		2,147.73		5,006.56

		Real amount		91.90		296.32		635.90		1,150.23		1,480.69		1,835.99		4,466.91

		Real growth rate				222.4%		114.6%		80.9%		28.7%		24.0%		44.5%

		Provincial health budget excluding HIV/AIDS Subprogramme

		Nominal		29,528.30		32,913.52		36,937.58		39,130.40		42,266.30		44,947.30		126,344.00

		Real amount		34,007.75		34,460.46		36,937.58		37,125.62		38,010.29		38,423.31		113,559.22

		Real growth rate				1.3%		7.2%		0.5%		2.4%		1.1%		1.3%

		HIV/AIDS Subprogramme (including conditional grant from natl DOH)

		R billion real		0.0919022049		0.29632194		0.6359		1.150227704		1.4806919251		1.8359949394		4.4669145685

		Provincial health budget excluding HIV/AIDS Subprogramme

		R billion real		34.0077477168		34.460458581		36.937579		37.1256204934		38.0102853494		38.4233137974		113.5592196402

		Health conditional grant		54.40		210.21		333.56		781.61		1,135.11		1,567.21

		Nominal growth rate				286%		59%		134%		45%		38%

		HIV/AIDS Subprogramme minus health HIV/AIDS cg		25.40		72.81		302.34		430.73		511.38		580.52

						187%		315%		42%		19%		14%

		HIV/AIDS health cg as share of aggregate HIV/AIDS Subprogramme		68.2%		74.3%		52.5%		64.5%		68.9%		73.0%

		Table 2 above already noted that total provincial health expenditure rose from R33.1 billion in 2002/3 to R36.9 billion in 2003/4, with provincial health HIV/AIDS allocations rising from 1.18% to 1.87% of that total amount. Furthermore, we note the follow

		Table 4 details the growth of provincial health department budgets and indicates 8.1% real growth in 2003/4, followed by R1.9% real growth in the most recent 2004/5 budget.



alison:
Pg. 196 Budget Statement. Total DHS Programme amount is only disaggregated for 2002/3 into three subprogrammes: District Management, Community Health Clinics, and District Hospitals.
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Graph 4: Aggregate HIV/AIDS Subprogramme as share of total provincial health budgets



						2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Source		R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 402		National Department of Health		6,155		6,224		7,059		7,696		8,788		9,626		10,458		28,872.014

		BR 2004, pg. 138.		Health conditional grants		5,518		5,472		6,300		6,711		7,655		8,486		9,228

		ENE 2004, pg. 402. Idasa calculations.		National Department of Health (real)		7,642		7,168		7,391		7,696		8,338		8,657		8,940		25,934.527

		BR 2004, pg. 144 and 209.		Total consolidated expenditure		243,164		272,430		310,366		351,466		386,263		423,387		458,344		1,267,993.000		includes allocations in ENE, plus social security spending, and preliminary data from provincial treasuries

		BR, pg. 144 and 209.		Allocated expenditure (excluding interest and contingency reserve)		196,843		224,849		263,558		304,140		333,331		365,401		392,399

		BR 2004, pg. 144 and 209. Idasa calculations.		Real total consolidated expenditure (including interest costs and contingency reserve)		301,896		313,757		324,953		351,466		366,473		380,754		391,816		1,139,043.033

		ENE 2004, pg. ii		GDP		914,634		1,010,921		1,149,890		1,223,198		1,331,796		1,455,626		1,592,571		4,379,993.000

		BR 2004, pg. 144 and 209 and 402. Idasa calculations		National DOH as share of total consolidated expenditure		2.53%		2.28%		2.27%		2.19%		2.28%		2.27%		2.28%

		ENE 2004, pg. ii & 402. Idasa calculations		National DOH as share of GDP		0.67%		0.62%		0.61%		0.63%		0.66%		0.66%		0.66%

		ENE 2004, pg. 406		HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes)		181.148		265.839		459.951		766.288		1212.168		1545.344		2008.369		4,765.881

		ENE 2004, pg. 406. Idasa calculations.		HIV/AIDS Sub-programme (real)		224.9011474248		306.1667763		481.568697		766.288		1150.064516129		1389.7353345864		1716.8592746248		4,256.659

		ENE 2004, pg. 402 & 406. Idasa calculations.		National DOH budget minus HIV/AIDS Sub-programme		5,974		5,958		6,599		6,929		7,576		8,081		8,450		24,106.133

		ENE 2004, pg. 406. Idasa calculations.		HIV/AIDS Sub-programme as share of DOH		2.94%		4.27%		6.52%		9.96%		13.79%		16.05%		19.20%

		BR 2004, pg. 144 and 209 and 406. Idasa calculations.		HIV/AIDS Sub-programme as share of total consolidated expenditure		0.07%		0.10%		0.15%		0.22%		0.31%		0.36%		0.44%

		ENE 2004, pgs. ii and 406. Idasa calculations.		HIV/AIDS Sub-programme as share of GDP		0.02%		0.03%		0.04%		0.06%		0.09%		0.11%		0.13%

		ENE 2004, pg. 402. Idasa calculations.		Nominal growth of DOH				1.12%		13.42%		9.02%		14.19%		9.54%		8.64%

		ENE 2004, pg. 406. Idasa calculations.		Nominal growth of HIV/AIDS Sub-programme				46.75%		73.02%		66.60%		58.19%		27.49%		29.96%

		BR 2004, pg. 144 and 209. Idasa calculations.		Nominal growth of total consolidated expenditure (including interest costs)				12.04%		13.93%		13.24%		9.90%		9.61%		8.26%

		ENE 2004, pg. 402. Idasa calculations.		Real growth of DOH				-6.20%		3.11%		4.12%		8.34%		3.83%		3.27%

		ENE 2004, pg. 406. Idasa calculations.		Real growth of HIV/AIDS Sub-programme				36.13%		57.29%		59.12%		50.08%		20.84%		23.54%

		BR 2004, pg. 144 and 209.Idasa calculations.		Real growth of total consolidated expenditure				3.93%		3.57%		8.16%		4.27%		3.90%		2.91%

						2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pgs. 364,406,518. Idasa calculations.		Total specified for HIV and AIDS in national budget (including conditional grants to provinces)		213.7		343.7		646.7		973.5		1,439.0		1,797.2		2,268.6		5,504.8

		ENE 2004, pgs. 364,406,518. BR 2002, pg. 141. M. Blecher.		Total HIV/AIDS budget including ES		213.7		343.7		1,046.7		2,073.5		3,339.0		4,251.2		4,869.6		12,459.8

				Total specified for HIV/AIDS in national budget (including cgs) as share of total consolidated expenditure (including interest costs)		0.09%		0.13%		0.21%		0.28%		0.37%		0.42%		0.49%		0.43%

				Total HIV/AIDS budget (including cgs and funds via ES) as share of total consolidated expenditure (including interest costs)		0.09%		0.13%		0.34%		0.59%		0.86%		1.00%		1.06%		0.98%

				Total specified for HIV/AIDS in national budget (including cgs) as share of GDP		0.023%		0.034%		0.056%		0.080%		0.108%		0.123%		0.142%		0.126%

				Total HIV/AIDS budget including cgs and ES (as share of GDP)		0.023%		0.034%		0.091%		0.170%		0.251%		0.292%		0.306%		0.284%

		BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		Consolidated national and provincial health expenditure (by function)		27,814		30,897		34,468		39,677		42,586		47,138		50,522		140,246		BR does not have 2000/1-2002/3 natl and prov consolidated numbers. I reconstructed using provincial expenditure plus NDOH minus health cgs

		BR 2004, pg. 157.		Consolidated provincial health expenditure (by function)		27,177		30,145		33,709		38,208		40,494		44,215		47,034		131,743

				Consolidated provincial health expenditure (by function) as share of total consolidated national and provincial health expenditure (by function)		97.7%		97.6%		97.8%		96.3%		95.1%		93.8%		93.1%		93.9%

		Provincial Budget Statements 2004.		Provincial health department budgets (including cgs)

				Nominal				29,608		33,197		37,573		40,343		43,913		47,095

		BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		Consolidated national and provincial health expenditure (by function), real terms		34,532		35,584		36,088		39,677		40,404		42,391		43,189		125,984

		BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		Real growth rate of consolidated national and provincial health expenditure (by function)				3.05%		1.42%		9.94%		1.83%		4.92%		1.88%		2.88%

		BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		Real growth rate of total consolidated expenditure (including interest costs)				3.93%		3.57%		8.16%		4.27%		3.90%		2.91%		3.69%

						2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 406		HIV/AIDS health spending (including cgs)		181.1		265.8		460.0		766.3		1,212.2		1,545.3		2,008.4		4,765.9

		BR 2002, pg. 141. M. Blecher. ENE 2004, pg. 406.		HIV/AIDS health spending (including cgs and ES)		181.1		265.8		860.0		1,866.3		3,112.2		3,999.3		4,609.4		11,720.9

		ENE 2004, pg. 406. BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		HIV/AIDS-specific health spending (including cgs) as share of consolidated natl and prov health expenditure		0.7%		0.9%		1.3%		1.9%		2.8%		3.3%		4.0%		3.4%

		BR 2002, pg. 141. M. Blecher. ENE 2004, pg. 406. BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		HIV/AIDS-specific health spending (including cgs and funds via ES) as share of consolidated natl and prov health expenditure		0.7%		0.9%		2.5%		4.7%		7.3%		8.5%		9.1%		8.4%

		BR 2004, pg. 144 and 209. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003.		Consolidated national and provincial health expenditure (by function), as share of total consolidated expenditure (including interest costs)		11.4%		11.3%		11.1%		11.3%		11.0%		11.1%		11.0%		11.1%

		BR 2004, pg. 144. Uses preliminary provincial MTEF budgets. 2003/4 projected outcome based on actual expenditure for 1st nine months, as at 31 December 2003. ENE 2004, pg. ii.		Consolidated national and provincial health expenditure (by function), as share of GDP		3.0%		3.1%		3.0%		3.2%		3.2%		3.2%		3.2%		3.2%
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Graph XX : HIV/AIDS as share of health spending
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Graph XX: Total HIV/AIDs specific allocations as share of total consolidated expenditure and of GDP



		

				Consolidated national and provincial spending by function

		Source		R million		2003/4		2004/5		2005/6		2006/7

		BR 2004, pg. 144.		Health

				Education		69824		75862		81086		86074

				Welfare		51486		59936		68019		75429

				Housing		5652		6339		7034		7309

				Community Development		10691		11962		12698		13471

				Total social services		137653		154099		168837		182283

				Total non-interest or allocated expenditure		304140		333331		365401		392399

				Source: 2004 Budget Review, pg. 144.



alison:
Same as "votes and statuatory amounts" on page 209 BR



						2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

				GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		Source		R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 406		Total HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes)		181.148		265.839		459.951		766.288		1212.168		1545.344		2008.369		4765.881		MTBPS Speech pg. 14 also says earmarked allocationson national Health vote will go up to R1.1 billion in 2004/5, and R2 billion in 2006/7.

		ENE 2004, pg. 407.		Total HIV/AIDS health conditional grant		16.819		54.398		210.209		333.556		781.612		1135.108		1567.214		3483.934

		ENE 2003, pg. 335.		Budget 2003 estimates for total HIV/AIDS cg		16.819		54.398		210.209		333.556		481.612		535.108

				Difference (i.e. new conditional grant amounts announced in 2004)		0		0		0		0		300		600

		ENE 2004, pg. 406-7.		Total HIV/AIDS and TB Sub-programme minus cgs		164.329		211.441		249.742		432.732		430.556		410.236		441.155		1281.947

		ENE 2003, pg. 334-5.		Budget 2003 total HIV/AIDS Sub-programme		181.148		265.839		458.628		665.721		850.968		903.344

		ENE 2003, pg. 334-5. Idasa calculations.		Budget 2003 total HIV/AIDS Sub-programme minus cgs		164.329		211.441		248.419		332.165		369.356		368.236

				Additional funds on budget of HIV/AIDS Sub-programme (excluding cgs), compared to 2003 estimates		0		0		1.323		100.567		61.2		42		441.155

				R million								2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE 2004, pg. 407.		HIV/AIDS NGOs								53.817		40.25		49.745		52.73		142.725

		ENE 2004, pg. 407.		Tuberculosis NGOs								2.6		2.8		2.968		3.146		8.914

		ENE 2004, pg. 408.		South Africa AIDS Vaccine Initiative								10		10		10		10.6		30.6

		ENE 2004, pg. 408.		Lifeline								11		12		15		15.9		42.9

		ENE 2004, pg. 408.		Love Life								25		23		25		25		73

		ENE 2004, pg. 407.		HIV/AIDS health conditional grant to provinces								333.56		781.61		1,135.11		1,567.21		3,483.93

				Core budget of HIV/AIDS and TB Directorate								330.32		342.51		307.52		333.78		983.81

				Total HIV/AIDS and TB Directorate Budget in DOH								766.29		1,212.17		1,545.34		2,008.37		4,765.88

				Real terms						481.568697		766.29		1,150.06		1,389.74		1,716.86		4,256.66

				Real growth rate								59%		50%		21%		24%		31%

		ENE 2004, pgs. 407-408. Idasa calculations.		Other transfers besides conditional grants								102.417		88.05		102.713		107.376		298.139

		ENE pg. 404		ARV treatment conditional grant funds										300		600		1000		1900

		ENE 2004, pg. 40 7 and 404.		HIV/AIDS conditional grant funds for non-ARV interventions		16.819		54.398		210.209		333.556		481.612		535.108		567.214		1583.934

		ENE 2004, pg. 407. Idasa calculations.		HIV/AIDS cg (real terms)		20.8813367994		62.6501766		220.088823		333.556		741.5673624288		1020.8081153269		1339.7368169006		3102.1122946563

		ENE 2004, pg. 40 7 and 404.		HIV/AIDS health cg excluding funds for ARV treatment (real)		20.88		62.65		220.09		333.56		456.94		481.23		484.88

		ENE pg. 404		ARV treatment conditional grant funds (real)		0		0		0		0		284.63		539.58		854.85		1,679.07

		ENE 2004, pg. 406.		Total HIV/AIDS Sub-programme including cgs		181.148		265.839		459.951		766.29		1,212.17		1,545.34		2,008.37		4,765.88

		ENE 2004, pgs. 406-7. Idasa calculations.		HIV/AIDS & TB Directorate budget minus all transfers and conditional grants								330.32		342.51		307.52		333.78		983.81

		ENE 2004, pgs. 407-408. Idasa calculations.		Nominal growth of core HIV/AIDS Sub-programme budget (i.e. excluding all transfers and conditional grants)										3.7%		-10.2%		8.5%

		ENE 2004, pg. 406-7. Idasa calculations.		Nominal growth of HIV/AIDS Sub-programme budget minus conditional grants				28.7%		18.1%		73.3%		-0.5%		-4.7%		7.5%

		ENE 2004, pg. 406-7. Idasa calculations.		Share of total HIV/AIDS Subprogramme budget disbursed as grants to HIV/AIDS and TB NGOs		0%		0%		0%		7.4%		3.6%		3.4%		2.8%

		ENE 2004, pg. 406-7. Idasa calculations.		Share of total HIV/AIDS Subprogramme budget transferred to provinces as conditional grants		9%		20%		46%		44%		64%		73%		78%

		ENE 2004, pg. 407.		Transferred to provincial health departments as conditional grants		16.819		54.398		210.209		333.556		781.612		1135.108		1567.214

		ENE 2004, pg. 407.		Grant-making to HIV and TB non-governmental organisations		0		0		0		56.417		43.05		52.713		55.876		151.639

		ENE 2004, pg. 408.		Large transfers to South African AIDS Vaccine Initiative, Lifeline and Lovelife		0		0		0		46		45		50		51.5

		ENE 2004, pgs.406-408. Idasa calculations.		Core budget of HIV/AIDS and TB Directorate		164.329		211.441		249.742		330.315		342.506		307.523		333.779

				Large transfers to SAAVI, Lifeline and Lovelife								6.0%		3.7%		3.2%		2.6%

																				Total over MTEF

		BR 2004, pg. 121.		Additional allocations to comprehensive HIV and AIDS response										373		648		1051		2072

		ENE 2004, pg. 404.		National component of ARV treatment plan										73		48		51		172

				NOTE: Given that BR pg 124 says R161 million added to national over MTEF and the total addtl is R2.072 billion (BR pg. 121), then the ARV cg amount should be R1.011billion for 20006/7 (assuming R300 and R600 million for 2004/5 and 2005/6). However ENE pg.

		ENE 2004, pg. 404. BR 2004, pg. 121.		National amount as share of ARV total										20%		7%		5%		8%

				R million								2003/4		2004/5		2005/6		2006/7		Total over MTEF

		ENE pg. 404		Conditional grants to provinces								-		300		600		1,000		1,900

		ENE pg. 404		National component								90		73		48		51		172

				Total								90		373		648		1,051		2,072

				Total real								90		354		583		898		1,835

				Real growth rate										293%		65%		54%		137%

				National component as share of total								100%		20%		7%		5%		8%

				Source: ENE 2004, pg. 403-404. BR 2004, pg. 121. Adjusted Estimates 2003, pg. 72.

				R million		2000/1		2001/2		2002/3		2003/4		2004/5		2005/6		2006/7		Total over MTEF				Source: BR 2004, pg. 121-124. Operational Plan, pg. 250. ENE 2004, pg. 407.

				ARV treatment conditional grant funds		0		0		0		0		300		600		1000		1,900.0

				Conditional grant funds for other HIV/AIDS health interventions		16.82		54.40		210.21		333.56		481.61		535.11		567.21		1,583.9

				Total health HIV/AIDS conditional grant funds		16.82		54.40		210.21		333.56		781.61		1,135.11		1,567.21		3,483.9

				Real terms

				ARV treatment cg funds		0		0		0		0		284.63		539.58		854.85		1,679.1

				CG funds for other HIV/AIDS health interventions		20.88		62.65		220.09		333.56		456.94		481.23		484.88		1,423.0

				Total health HIV/AIDS conditional grant funds		20.88		62.65		220.09		333.56		741.57		1,020.81		1,339.74		3,102.1

				Real growth rate

				ARV treatment conditional grant funds												90%		58%

				Conditional grant funds for other HIV/AIDS health interventions				200%		251%		52%		37%		5%		1%

				Total health HIV/AIDS conditional grant funds				200%		251%		52%		122%		38%		31%

				Total HIV/AIDS cgs as a share of total HIV/AIDS and TB Directorate Budget		9%		20%		46%		44%		64%		73%		78%		73%

				ARV treatment cg funds as a share of total HIV/AIDS health cg										38%		53%		64%		55%

				ARV treatment funds (cgs and national) as share of total HIV/AIDS and TB Directorate Budget										31%		42%		52%		43%

				Source:

				ENE 2004, pg. 406

				ENE 2004, pg. 407.

				BR 2004, pg. 124.

				BR 2004, pg. 121.

				Idasa calculations.



alison:
R90 million of this change is the extra ARV money???
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Graph 8: Total HIV/AIDS health conditional grant funds
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Graph 7: ARV and regular HIV/AIDS health cg funds
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Graph 4: Breakdown of HIV/AIDS and TB Directorate Budget over medium term



		Source: ENE 2004, pg. 406-8.

		R million				2002/3		2003/4		2004/5		2005/6		2006/7

		Total HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes)				459.951		766.288		1212.168		1545.344		2008.369

		HIV/AIDS NGOs				31.331		53.817		40.25		49.745		52.73

		Tuberculosis NGOs				2.5		2.6		2.8		2.968		3.146

		South Africa AIDS Vaccine Initiative				5		10		10		10		10.6

		Lifeline						11		12		15		15.9

		Love Life				25		25		23		25		25

		Total HIV/AIDS health conditional grant				210.209		333.556		781.612		1135.108		1567.214

				Includes:

				ARV programme		-		-		300		600		1000		R1.9 billion over MTEF (BR pg. 124)

				PEP		?		?		?		?		?

				PMTCT		?		?		?		?		?

				VCT		?		?		?		?		?

				Commerical sex workers		?		?		?		?		?

				HBC		?		?		?		?		?

		Female condoms				18.5		?		?		?		?

		Male condoms				104		?		?		?		?

		Trucking Against Aids				?		?		?		?		?

		Commuters Aids Project				?		?		?		?		?

		Traditional Leaders Aids programme				?		?		?		?		?

		Men in Partnership Against Aids				?		?		?		?		?

		National Component of Treatment Plan				?		?		?		?		?		R161 million over MTEF (BR pg. 124)

		Other line-items/programmes on HIV/AIDS & TB Directorate budget??

		TOTAL BUDGET: HIV/AIDS and TB Sub-programme (in Programme 2: Strategic Health Programmes)				459.951		766.29		1,212.17		1,545.34		2,008.37





				2000/1		2001/2002		2002/003		2003/04		2004/5		2005/6		2006/7

		GDP deflators using NT method		0.8054560952		0.8682816706		0.9551098376		1		1.054		1.11197		1.16979244

		ARV earmarked funds

		R million		2004/5				2004/5				What happened

		Eastern Cape		43.902		15%		40.777		14%		-3

		Free State		21.495		7%		29.126		10%		8

		Gauteng		45.465		15%		46.602		16%		1

		KwaZulu-Natal		87.998		29%		64.079		22%		-24														R 24 million deducted from KZN and R15 million deducted from Mpumalanga's allocation, and subsequently adding R16 million to WC, R11 million to Northern Cape, R8 million to Free State and R7 million to Limpopo.

		Limpopo		27.959		9%		34.951		12%		7

		Mpumalanga		30.479		10%		15.479		5%		-15

		Northern Cape		3.379		1%		14.463		5%		11

		North West		32.038		11%		29.126		10%		-3

		Western Cape		7.29		2%		23.081		8%		16

		Total		300.005		100%		297.684		100%

		Source		8 December 2003 DOH memo		8 December 2003 DOH memo. Idasa calculations.		25 February 2004 DOH memo		25 February 2004 DOH memo. Idasa calculations.

		Total Comprehensive HIV and Aids grant allocations according to old 2003 DOR

		R million		2001/2		2002/3		2003/4		2004/5		2005/6

		Eastern Cape		6.281		28.253		38.934		58.193		77.451

		Free State		4.716		18.657		30.144		40.843		42.621

		Gauteng		5.63		31.093		55.275		87.629		91.844

		KwaZulu-Natal		13.924		52.496		85.591		122.27		123.313

		Limpopo		4.659		20.554		28.962		42.479		55.996

		Mpumalanga		4.665		20.867		26.287		36.364		46.441

		Northern Cape		5.555		7.657		11.268		17.318		18.924

		North West		4.64		18.919		32.891		41.855		42.669

		Western Cape		4.328		11.713		24.204		34.661		35.849

		Total		54.398		210.209		333.556		481.612		535.108

		Source		2002 DOR, pg. 76.		2003 DOR, pg. 87.		2003 DOR, pg. 87.		2003 DOR, pg. 87.		2003 DOR, pg. 87.

		Total Comprehensive HIV and Aids grant allocations																												Additional allocations announced in 2004 DOR, compared to 2003 DOR projections						ARV allocations according to DOH memos

		R million		2001/2		2001/2 provincial shares		2002/3		2002/3 provincial shares		2003/4		2003/4 provincial shares		Provincial shares (2001/2-2003/4)		2004/5		2005/6		2006/7		Total MTEF		Provincial shares over MTEF (2004/5-2006/7)				2004/5		2005/6				2004/5

		Eastern Cape		6.281		12%		28.253		13%		38.934		12%		12%		98.97		159.005		218.021		475.996		14%				40.777		81.554				40.777		0

		Free State		4.716		9%		18.657		9%		30.144		9%		9%		69.969		100.874		142.265		313.108		9%				29.126		58.253				29.126		0

		Gauteng		5.63		10%		31.093		15%		55.275		17%		15%		134.231		185.048		252.695		571.974		16%				46.602		93.204				46.602		0

		KwaZulu-Natal		13.924		26%		52.496		25%		85.591		26%		25%		186.348		251.468		344.304		782.12		22%				64.078		128.155				64.079		0.001

		Limpopo		4.659		9%		20.554		10%		28.962		9%		9%		77.43		125.899		175.861		379.19		11%				34.951		69.903				34.951		0

		Mpumalanga		4.665		9%		20.867		10%		26.287		8%		9%		53.84		81.392		107.479		242.711		7%				17.476		34.951				15.479		-1.997

		Northern Cape		5.555		10%		7.657		4%		11.268		3%		4%		31.881		48.05		68.603		148.534		4%				14.563		29.126				14.463		-0.1

		North West		4.64		9%		18.919		9%		32.891		10%		9%		70.981		100.921		142.316		314.218		9%				29.126		58.252				29.126		0

		Western Cape		4.328		8%		11.713		6%		24.204		7%		7%		57.962		82.451		115.67		256.083		7%				23.301		46.602				23.081		-0.22

		Total		54.398		100%		210.209		100%		333.556		100%		100%		781.612		1135.108		1567.214		3483.934		100%				300		600				297.684

		Nominal growth rate						286%				59%						134%		45%		38%

		Total (real terms)		62.65				220.09				333.56						741.57		1,020.81		1,339.74		3,102.11

		Real growth rate						251%				52%						122%		38%		31%

		Source		2002 DOR, pg. 76.		2002 DOR, pg. 76. Idasa calculations.		2003 DOR, pg. 87.		2003 DOR, pg. 87. Idasa calculations.		2003 DOR, pg. 87.		2003 DOR, pg. 87. Idasa calculations.		2002 DOR, pg. 76. 2003 DOR, pg. 87. Idasa calculations.		2004 DOR, pg. 31		2004 DOR, pg. 31.		2004 DOR, pg. 31.		2004 DOR, pg. 31. Idasa calculations.		2004 DOR, pg. 31. Idasa calculations.				Idasa calculations.		Idasa calculations.				25 February 2004 DOH memo

				Orange figures change more than 2% in time period 2001/2 to 2003/4.														Note: Provincial shares vary very little over the three years (2004/5-2006/7) so I have only taken provincial shares over MTEF.

		Comprehensive HIV and AIDS conditional grant allocations by province

		R million		Non-ARV cg funds		Provincial shares of total non-ARV conditional grant funds		ARV cg funds		Provincial shares of total ARV conditional grant funds		Total HIV/AIDS health cgs		Provincial share of total HIV/AIDS health cgs

		Eastern Cape		58.193		12%		40.777		14%		98.97		13%

		Free State		40.843		8%		29.126		10%		69.969		9%

		Gauteng		87.629		18%		46.602		16%		134.231		17%

		KwaZulu-Natal		122.269		25%		64.079		22%		186.348		24%

		Limpopo		42.479		9%		34.951		12%		77.43		10%

		Mpumalanga		38.361		8%		15.479		5%		53.84		7%

		Northern Cape		17.418		4%		14.463		5%		31.881		4%

		North West		41.855		9%		29.126		10%		70.981		9%

		Western Cape		34.881		7%		23.081		8%		57.962		7%

		Total		483.928		100%		297.684		100%		781.612		100%

		Source		2004 DOR, pg. 31. 25 February 2004 DOH memo. Idasa calculations.		2004 DOR, pg. 31. 25 February 2004 DOH memo. Idasa calculations.		25 February 2004 DOH memo				2004 DOR, pg. 31.

		Comparison		Provincial shares of total 2004/5 HIV cgs (excluding ARV funds)		Provincial shares of ARV funds, first draft		Provincial shares of total HIV health cgs (2001/2-2003/4)		Final provincial splits of ARV funds		Provincial shares of total HIV health cgs (2001/2-2003/4)

		Eastern Cape		12%		15%		12%		14%		12%

		Free State		8%		7%		9%		10%		9%

		Gauteng		18%		15%		15%		16%		15%

		KwaZulu-Natal		25%		29%		25%		22%		25%

		Limpopo		9%		9%		9%		12%		9%

		Mpumalanga		8%		10%		9%		5%		9%

		Northern Cape		4%		1%		4%		5%		4%

		North West		9%		11%		9%		10%		9%

		Western Cape		7%		2%		7%		8%		7%

		Total		100%		100%		100%		100%		100%

		Source		2004 DOR, pg. 31. 25 February 2004 DOH memo. Idasa calculations.		11 December 2003 DOH memo. Idasa calculations.		2002 DOR, pg. 76. 2003 DOR, pg. 87. Idasa calculations.		25 February 2004 DOH memo. Idasa calculations.		2002 DOR, pg. 76. 2003 DOR, pg. 87. Idasa calculations.

												In all cases, excepting Limpopo, the first draft splits were adjusted in the direction that would pull them more in line with how the regular HIV cg funds were split.

				It appears that ARV splits were revised in a general direction which made them more in line with the provincial splits for the HIV health cgs used from 2001/2 to 2003/4 (prior to the introduction of the ARV funds).

				The exceptions are KZN, Limpopo, and Mpumalanga.

																								From REPORT:

																								Actual expenditure on health HIV/AIDS conditional grants by province (includes expenditure of funds rolled over from previous year)

		R million		2003/4		Amount spent as at 31 December 2003		Percent spent 2003/4		Amount transferred from National to Province		Percent transferred 2003/4		Total spent according to DOH sheet		Percent spent		Amount allocated 2004/5		Percent increase in amount allocated 2003/4-2004/5				R million		Unaudited provincial actual spending 2001/2		Provincial actual spending 2002/3		Percent increase in actual expenditure 2001/2 to 2002/3

		Eastern Cape		38.934		28.1		72%		29.202		75%		28.4		73%		98.97		154%				Eastern Cape		11.395		24.758		117%

		Free State		30.144		20.8		69%		22.608		75%		20.8		69%		69.969		132%		40.293		Free State		3.767		16.884		348%

		Gauteng		55.275		23.4		42%		41.457		75%		23.4		42%		134.231		143%				Gauteng		4.409		16.113		265%

		KwaZulu-Natal		85.591		97.2		114%		64.194		75%		97.2		114%		186.348		118%				KwaZulu-Natal		14.24		80.857		468%

		Limpopo		28.962		11.6		40%		21.723		75%		11.6		40%		77.43		167%				Mpumalanga		1.528		7.946		420%

		Mpumalanga		26.287		3.2		12%		19.716		75%		3.2		12%		53.84		105%		6.468		North West		2.254		21.245		843%

		Northern Cape		11.268		4.3		38%		8.451		75%		4.4		39%		31.881		183%				Northern Cape		4.665		5.727		23%

		North West		32.891		13.7		42%		24.669		75%		13.7		42%		70.981		116%		12.516		Limpopo		4.701		18.517		294%

		Western Cape		24.204		12.1		50%		18.153		75%		12.1		50%		57.962		139%				Western Cape		3.566		11.519		223%

		Total		333.556		214.5		64%		250.173		75%		214.819		64%		781.612		134%				National Total		50.525		203.566		303%

		Source		2003 DOR, pg. 87.		Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 December 2003.				Statement of the National and Provincial Governments' Revenue, Expenditure and National Borrowing as at 31 December 2003.				Source: Sheet from F. Abdullah, February 2004.2003/4 conditional grant spending by December 2003.				2004 DOR, pg. 31				In these three cases I used the DOH data instead of NT. Otherwise I used the NT data for the Budget Brief.

				2003/4 conditional grant spending by December 2003

				Source: Sheet from F. Abdullah, February 2004.

						VCT		HBC		Step Down Care		PMTCT		Prog. Man.		PEP and HTA		Training Centres		Totals according to Idasa calucations		Total spent according to DOH sheet

				EC		8.677		5.086		1.33		4.302		0.545		2.445		6		28.385		28.385

				FS		6.202		4.964		6.301		0.267		0.224		0.31				18.268		20.803

				Gauteng		3.777		6.228		0.556		7.622		0.019		0.848		0.023		19.073		23.374

				KZN		12.172		7.084		34.735		38.286		4.963						97.24		97.24		KZN's allocated amount was only 85.591, so they are clearly using own funds, probably especially for HBC and SDC

				Limpopo		3.126		1.773		1.699		4.737		0.249		0		0		11.584		11.584

				Mpumalanga		0.053		0		0		1.026		0.162		0.204				1.445		3.236

				Northern Cape		3.036		0.781		0.002		0.482		0.073		0.004				4.378		4.378

				Northwest		0.443		0.979		3.092		0.504		6.596		0.116				11.73		13.678

				Western Cape		3.236		3.019				3.536		0.551		0.265		1.533		12.14		12.141

				Totals according to Idasa calculations		40.722		29.914		47.715		60.762		13.382		4.192		7.556		204.243		214.819

				Totals given on DOH sheet		40.722		29.914		47.715		60.762		9.979		4.192		7.556		200.84

						The sum of the DOH programme subtotals (200.84m) does not equal the sum they calculated by adding up the provincial amounts spent (214.819m).

				Shares according to Idasa calculations		20%		15%		23%		30%		7%		2%		4%

				Shares according to info from DOH		20%		15%		24%		30%		5%		2%		4%

				NB: Estimates are based on figures from DOH on expenditure on conditional grant programmes as per provincial reports for December 2003. They should only be regarded as rough estimates of the breakdown.
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Provincial shares of total non-ARV conditional grant funds

Provincial shares of total ARV conditional grant funds

Graph XX: Provincial shares of ARV and non-ARV conditional grant funds, 2004/5
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Provincial shares of ARV funds, first draft

Final provincial splits of ARV funds

Provincial shares of total HIV health cgs (2001/2-2003/4)
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Graph 2: Rough estimate of breakdown of HIV/AIDS health conditional grant spending by programme, 2003/4
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Graph 9: Provincial shares of total ARV funds 2004/5 ~ R300 million
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Alison Hickey ~ AIDS Budget Unit, Idasa ~ 10 February 2004
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			Funds designated for HIV/AIDS in national budget


			R million			2002/3			2003/4			2004/5			2005/6


			Transfers to NGOs for HIV/AIDS and TB			50.1			45.85			43.05			52.713			2%


			Funds for South African National AIDS Council, SAAVI, Lifeline and Lovelife			70.00			102.00			109.00			110.00			5%


			Conditional grant to provinces from Department of Health			210.21			333.56			481.61			535.11			17%


			Additional funds on budget of HIV/AIDS Directorate in national Department of Health			128.32			184.32			217.31			205.52			9%


			Total budget of HIV/AIDS Directorate in DOH			458.63			665.72			850.97			903.34			34%


			Community based care and support			47.50			65.92			70.13			74.39			3%


			Lifeskills education			144.61			120.47			128.58			136.29			6%


			Funds to provinces for HIV/AIDS treatment and care			400			1,100			1,900			2,454			56%


			Total for HIV/AIDS in national budget			1050.73			1952.11			2949.68			3568.03			100%


			Source: 2003 Estimates of National Expenditure, pg. 334. Own calculations.
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The health budget
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Health indicators 1995-2001
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The Framework of Health Legislation

NON-HEALTH LEGISLATION

		Constitution

		Local government legislation

		Labour legislation

		Public service legislation



HEALTH LEGISLATION 

Health Professions

		Health Professions Act 1974

		Nursing Act 1959

		Pharmacy Act 1974



Drugs

		MRSCA 1997



Environmental Health

		Hazardous substances Act 1973

		Foodstuff, cosmetics & disinfectants Act 1972

		International health regulations



Occupational Health

		OHSA 1993

		MHSA 1996

		COIDA 1993



Other

		MRC Act 1997

		Provincial Acts



Private Medical Schemes

		Medical Schemes Act 1998



National Health Bill 2003

Specific Issues

		Mental Health Act 2002

		Child Care Act 1983 

		Choice on TOP 1996

		Sterilisation Act 1998

		Tobacco Products Control Act 1998
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Real non health expenditure per beneficiary









Figure 14:


  Real non-health expenditure per beneficiary (2001 Constant prices)
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