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INTRODUCTION 
Gauteng is one of the South African provinces lagging furthest behind in reaching 
the UNAIDS 90-90-90 targets1. According to the Thembisa model, Gauteng’s 
progress was 89%-66-88% by end of 2019, translating into 66% and 52% of people 
living with HIV receiving ART and being virally suppressed, respectively.2 

1.  Thembisa 4.3 available at: https://www.thembisa.org/ 
2.  ibid
3.  https://mer.amfar.org/location/South Africa/treatment
4.   OHSC 2018/19 Inspection Report (August 2019). Available at: https://ohsc.org.za/wp-content/

uploads/Annual-Inspection-Report-_2018-19_Report_02-Mar-20-1.pdf

Of particular concern is the insufficient pace of 
scale up of antiretroviral treatment (ART) and 
insufficient quality of programmes, leading to large 
numbers of people interrupting treatment.

Whilst 160,247 people tested positive in PEPFAR’s priority 
districts in Gauteng by the end of June 2020 (end quarter 
3), only 131,070 (82%) people initiated treatment. Once 
people living with HIV (PLHIV) do initiate on treatment, 
there are severe retention problems where treatment rolls 
increased by only 1,070 people in the same time period.3 

A major reason for the failures in reaching 90-90-90 is the poor 
quality of HIV services available in the public sector. Poor HIV 
outcomes can be directly linked to gaps in the quality of public 
sector service delivery. In May 2019 the National Department 
of Health announced a slate of policy changes in a circular 
distributed to all provinces to remove barriers to care and 
support accountability of health workers at all PEPFAR “Siyenza” 
sites — however the reality is that this directive has not been 
enacted in all the intended clinics across the province. 

At the same time, the South African public healthcare system is 
in crisis. This is a crisis characterised by widespread understaffing 
and shortages of health workers, stockouts of medicines 
and other essential medical supplies, poor TB infection 
control measures, and long waiting times — underpinned 
by maladministration and mismanagement. Given ongoing 
political uncertainty, a stagnating economy and a shrinking 
health budget in real terms, this crisis seems likely to continue.

With the establishment of Ritshidze — a community-led 
monitoring system developed by organisations representing 
people living with HIV including the Treatment Action 
Campaign (TAC), the National Association of People Living 
with HIV (NAPWA), Positive Action Campaign, Positive 
Women’s Network (PWN) and the South African Network 
of Religious Leaders Living with and affected by HIV/AIDS 

(SANERELA+) — we have begun to more systematically 
document the failures in quality HIV service delivery as 
well as gaps in terms of implementation of the circular. 

Ritshidze collects data through observations, as well as 
through interviews with healthcare users (patients, adherence 
club members) and healthcare providers (facility managers, 
adherence club facilitators, pharmacists). All Ritshidze’s 
data collection tools, our data dashboard, and all raw data 
are available through our website: www.ritshidze.org.za. 

Ritshidze monitors 120 clinics and community healthcare centres 
across Gauteng: 49 in the City of Johannesburg, 24 in the City 
of Tshwane, 39 in Ekurhuleni, and 8 in Sedibeng. The State 
of Gauteng report has been developed using data collected 
across two time periods based on the PEPFAR reporting 
calendar: July, August and September 2020 (2020 quarter 4) 
and October, November and December 2020 (2021 quarter 1). 

The demographics of the 4,137 healthcare users 
surveyed in both quarter 4 and quarter 1 include: 

 + 83% (3,428) were people living with HIV
 + 67% (2,769) identified as female
 + 80% were over 25 years of age.

The data collected through Ritshidze corresponds to the 
picture of our public healthcare system painted by reports 
ofthe Office of Health Standards and Compliance (OHSC). 
According to the most recent OHSC report published in 2019, 
facilities should score at least 80% to claim an acceptable level 
of care – yet in Gauteng, of 80 primary healthcare facilities 
inspected by the OHSC (not necessarily the same facilities as 
monitored by Ritshidze) nearly a third of the facilities were 
performing at 59% or below. Only four clinics performed above 
the required standard to claim an acceptable level of care.4

Below, we outline community priority interventions 
to be taken by the provincial department of 
health in order to turnaround this situation. 
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COMMUNITY PRIORITY INTERVENTIONS IN GAUTENG
1a.    Ensure adequate staffing in order to reduce waiting times and ensure better re-

engagement in care for PLHIV.

1b.    Extend clinic opening hours to attract patients and reduce overall waiting times.

1c.    Investigate all allegations made with regard to health personnel failures — including 
clinics opening late/closing early, long breaks, neglect and bad attitudes — to reduce 
waiting times and ensure better re-engagement in care for PLHIV.

1d.    Maintain functional clinic filing systems to ensure files are kept confidential and can be 
opened and found in the shortest possible time to reduce waiting times.

2a.    Expand multi-month dispensing of ARVs to include three and six month supply to 
improve retention in care.

2b.    Scale up and ensure functionality of repeat prescription collection strategies including 
adherence clubs, community collection points, and facility based quick pick up points.

2c.    Improve linkage and retention rates by ensuring PLHIV are re-engaged after 
missing appointments, PLHIV are treated with dignity and respect, and through 
implementation of MSF model of “Welcome Services” that aims to ensure people who 
have interrupted treatment are re-engaged into care to achieve stable outcomes.

2d.    Increase knowledge amongst PLHIV about what an undetectable viral load means and 
why it is important.

  3.    Eradicate barriers to accessing HIV, TB and other medicines caused by stockouts and/or 
shortages of medicines.

  4.    Put in place measures to ensure that index testing does not lead to intimate partner or 
other violence, or forced disclosure of PLHIV’s status’.

  5.    Reduce TB mortality (the leading cause of death amongst PLHIV) by improving TB 
infection control measures at all clinics.

  6.    Sensitise all clinics on key population friendly service provision and ensure the 
minimum package of services available at all facilities.

  7.    Develop and fully fund a plan to address infrastructural issues to ensure that clinics 
provide an adequate environment to both staff and to healthcare users.

  8.    Ensure political leadership and accountability in the provincial department of health 
by filling key positions such as MEC of Health and HOD with long term appointees. 

  9.    Ensure functionality of clinic committees at all primary healthcare facilities across the 
province and emphasise the need for linkage between clinic committees and ward, 
local, and district AIDS councils.
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1. Ensure adequate staffing levels, improve staff attitudes, extend opening 
hours, and improve the state of filing systems in order to reduce 
waiting times and ensure better re-engagement in care for PLHIV

1a. Ensure adequate staffing in order to 
reduce waiting times and ensure better 
re-engagement in care for PLHIV

Human resource shortages are a major issue in South Africa. 
Ensuring access to quality healthcare services and ensuring 
everyone living with HIV and TB gets access to treatment 
and care depends largely on having enough qualified and 
committed staff. However, there are not enough open positions 
to employ the health workers we need. These shortages lead 
to long waiting times and increased pressure on the few staff 
in place. In order to ensure an effective HIV and TB response, 
we need to ensure that all vacancies are filled in 2021 and 
that additional staffing costs are prioritised for healthcare 
workers working in the frontline of healthcare delivery. 

Monitoring at Ritshidze sites in 2020 quarter 4 showed that 
out of 120 responses, 75.8% of facility managers reported 
that there was not enough clinical and non-clinical staff at the 
facility. This varied across districts with 76.6% in the City of 
Johannesburg (total responses=47), 80% in Ekurhuleni (total 
responses=40), 75% in Sedibeng (total responses=8), and 

68% in the City of Tshwane (total responses=25). According 
to 2046 patients interviewed, only 31.3% thought there 
was always enough staff to meet patients’ needs across the 
sites. This varied across districts with 29.9% in the City of 
Johannesburg (total responses=823), 29.2% in Sedibeng 
(total responses=106), 29.9% in the City of Tshwane (total 
responses=365), and 33.9% in Ekurhuleni (total responses=752) 

Overall the situation worsened in 2021 quarter 1 where 
out of 111 responses, 77.5% of facility managers reported 
that there was not enough clinical and non-clinical staff 
at the facility. This varied across districts with 100% in 
the City of Tshwane (total responses=20), 83.3% in the 
City of Johannesburg (total responses=42), 71.8% in 
Ekurhuleni (total responses=39), and 30% in Sedibeng 
(total responses=10). Patient responses improved 
slightly, where according to 2123 patients interviewed 
38.9% thought there was always enough staff to meet 
patients’ needs across the sites. This varied across districts 
with 31.8% in Ekurhuleni (total responses=679), 39.1% 
in the City of Johannesburg (total responses=926), 
45% in the City of Tshwane (total responses=358), 
and 55.8% in Sedibeng (total responses=163). 

Worst performing sites by patient responses for “are there enough staff at the facility?” in quarter 1

Breakdown of understaffed cadres as 
reported by facilities in quarter 1

The most commonly reported understaffed 
cadre by facility managers were clinical 
staff including professional nurses (60 
responses), enrolled nurses (45 responses), 
and doctors (42 responses). 39 facility 
managers reported a shortage of cleaners. 

Overall the data shows that there is a significant 
shortage of staff in the province from both the 
perspective of facility managers and patients. 

In terms of Community Healthcare Workers 
(CHWs) — the vast majority of facility managers 
reported that there are CHW based at their 
facilities. These facilities had on average 23 
CHWs based at the facility (range 1-77). 
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Facilities that reported 0 CHWs based at the facility in quarter 1

These CHWs are mostly supervised by the Department of 
Health (86%), with 5% of Facility Managers reporting that the 
CHWs were supervised by PEPFAR implementing partners. Most 
facilities had 1 CHW supervisor (range 0-14). The majority of 
Facility Managers (80%) said that CHWs at their facility do not 
have access to transport to work in the field. Of those that did 
report that there is transportation for CHWs (n=14), 7 Facility 
Managers considered this transportation reliable. This means 
that across Gauteng, only 7% of facilities report having CHWs 
based at the facility who have reliable transportation to the field.

The Gauteng Department of Health should release the 
provincial human resource for health plan by end January 
2021. This plan should include a comprehensive list of 
current vacancies. All vacant posts should be filled in the 
province this financial year. An audit into further gaps 
in staffing should be undertaken in order to develop 
a turnaround strategy by end April 2021 to prioritise 
staffing needs for the next financial year. 

1b. Extend clinic opening hours to attract 
patients and reduce overall waiting times

One major result of human resource shortages is long 
waiting times. It is well known that each time someone 
is asked to spend an extended time at a clinic, simply to 
collect ART refills, there is an increased risk of losing that 

person from care. Long waiting times also affect the quality 
of services provided as healthcare providers have little time 
to provide adequate information or care to patients. 

Out of 118 observations in quarter 1 in the province, most 
commonly around 50 patients were recorded waiting for 
services (range 8-875). However observations at 23 clinics 
recorded more than 200 patients waiting to be seen. 

Facilities with 200 or more patients waiting to be seen in quarter 1

It is well known that each time someone is asked to spend an 
extended time at a clinic, simply to collect ART refills, there 
is an increased risk of losing that person from care.
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Overall, 569 (30.6%) patients said that clinics are not open enough hours.

FACILITY # of Yes responses Total responses

% of patients 
saying open for 
enough hours

Andries Raditsela Clinic 18 53 34

Cosmo City Clinic 14 37 38

Dan Kubheka Clinic 15 45 33

Daveyton East Clinic 16 34 47

Daveyton Main CDC 12 26 46

Diepkloof Prov Clinic 21 64 33

Diepsloot South Clinic 12 30 40

Dresser Clinic 8 17 47

Endayeni Clinic 11 26 42

Erin Clinic 11 31 35

Freedom Park Clinic 7 18 39

Germiston City Clinic 14 31 45

Imbalenhle Clinic 8 21 38

Jubilee Gateway Clinic 7 18 39

Lethabong Clinic 11 40 28

Maria Rantho Clinic 10 23 43

Meadowlands Zone 2 Prov Clinic 18 42 43

Michael Maponya Prov Clinic 17 48 35

Orlando Prov Clinic 11 32 34

Phenduka Clinic 7 35 20

Sedilega Clinic 6 22 27

Soshanguve Block TT Clinic 9 22 41

Stanza Bopape CHC 4 16 25

Stanza Bopape II Clinic 2 25 8

Tembisa Health Clinic 23 51 45

Tembisa Main Clinic 11 27 41

Thoko Mngoma Clinic 12 27 44

Tladi Prov Clinic 13 35 37

Tshepisong Clinic 18 68 26

Winnie Mandela Clinic 4 22 18

Zondi Clinic 15 41 37

Facilities with less than 50% of patients reporting that the clinic is open for enough hours to meet patient needs across both 
quarter 4 & quarter 1. The average waiting time across clinics was 4.52 hours (average waiting times across districts: 5.08 hours 
in the City of Tshwane, 4.58 hours in Ekurhuleni, 4.48 hours in the City of Johannesburg, and 4.11 hours in Sedibeng.) We note 
that waiting times are calculated based on the time the patient arrived at the facility that day and the time they expect to leave that 
day. At times, but not always, this can include time before the clinic opens depending on the time of our interviews. We recognise 
that this can extend the waiting time, however, given that clinics were called upon by the May 2019 circular to open from 5am, 
and given that time before the clinic opens also contributes to overall patient experience, we have retained this calculation. 

Long waiting times also mean that healthcare users arrive at the facility early 
in order to try to beat the queues and be seen during the day. There was 
an average earliest arrival time of approximately 5.23am across the sites.
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Earliest average arrival time before 5am in quarter 1

Overall, 35.2% of patients reported that they feel “very unsafe” or “unsafe” when waiting for the clinic to open. This varied across districts 
with 38.7% in the City of Johannesburg (total responses=493), 36.2% in Ekurhuleni (total responses=351), 31.7% in the City of Tshwane 
(total responses=142), and 18% in Sedibeng (total responses=100). People should not be put in danger or unsafe conditions whilst 
waiting for healthcare. 

Top 10 worst performing sites in quarter 1: “How safe do you feel waiting for the clinic to open?”

Further, whilst the National Department of Health 
circular issued in May 2019 states that “Every effort must 
be made to extend opening hours of facilities to attract 
patients, e.g., those not working, who cannot attend 
during normal opening times. Facilities must be open from 
5:00 -19:00, as well as 8:00-16:00 on Saturdays. Patients 
should also be able to use these extended opening times 
to pick up their medication from internal pick up points” 
— not all facilities have implemented this directive. 

Patients at only 1 non-24-hour site monitored reported opening 
times from 6am Monday to Friday (Witkoppen Clinic). Patients 
at 42 sites reported opening times at or before 8am on Saturday 
as per the circular directive, at all other sites monitored opening 
hours have not been extended as per the circular. Commonly 
when this issue is raised at clinic level, facility managers tell us 
that they are unable to extend opening hours due to insufficient 
staffing to cover this time — meaning we need to address 
the human resource shortages to implement this directive. 

Extend clinic opening hours to attract patients, e.g., those not working, who cannot attend during normal opening time as per 
the 2019 NDoH circular stating that facilities must be open from 5:00-19:00, as well as 8:00-16:00 on Saturdays. Patients should 
also be able to use these extended opening times to pick up their medication from internal pick up points. Carry out an audit 
of all clinics to understand where staff shortages remain a barrier to extending opening hours and develop an HRH plan to 
address this challenge by end April 2021.

RITSHIDZE GAUTENG – STATE OF HEALTH – DECEMBER 20208



1c. Investigate all allegations made 
with regard to health personnel 
failures — including clinics 
opening late/closing early, 
long breaks, neglect and bad 
attitudes — to reduce waiting 
times and ensure better re-
engagement in care for PLHIV.

Of 2124 patient responses, 77.3% thought the queues 
were long at clinics. There was little variance of patient 
responses across districts with a range of only 75.3% 
and 78.3%. The challenge of long waiting times is 
compounded in certain facilities where Ritshidze 
monitoring shows staff taking long breaks, and also 
observations of clinics opening late and/or closing 
early. There were also frequent ad hoc complaints 
of staff being slow, relaxed or reluctant to work. 

Reasons given by patients reporting long queues in quarter 1

Across clinics, out of 2132 patient responses, only 56.3% of patients 
thought that the staff were always friendly and professional. This 
did vary more across districts with only 47.5% in Ekurhuleni (total 
responses=684), moving up to 57.9% in the City of Johannesburg 
(total responses=922), 65% in Sedibeng (total responses=163), 
and 65% in the City of Tshwane (total responses=363).

Worst performing sites in quarter 1: “Are the staff friendly and professional?” 

ZANDSPRUIT CLINIC STANZA BOPAPE CHC
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CASE STUDY

Virtually every clinic visit for *Amos turns 
into an argument with clinic staff.
“They know me there at Imbalenhle Clinic in Extension 9 
in Orange Farm because I always have to fight with them. 
I have to do it because they are treating the patients 
badly. The problem there is bad management and bad 
administration,” he says.

Amos, who lives within walking distance from the clinic, 
says he always sees long queues at the clinic, which also 
means long waiting periods. Patients are also expected to 
stand outside of the building to wait.

“Sometimes we have to go to the neighbours just to ask for 
some chairs so the old people can sit – the clinic staff don’t 
care that some of those old people are very sick and that 
they come there sometimes from 6am or 6.30am,” he says.

Amos picks up his ARVs at the clinic and has been using the 
facilities for well over 10 years he says. He says even though 
things may have been mediocre before the pressures of 
COVID-19 lockdown with fewer staff members on shifts 
and backlogs has made things at the clinic go from bad to 
worse.  He says the staff lack motivation, professionalism or 
the will or awareness to want to treat patients with dignity.

“The staff – from the security guard, to the clerks and even 
some of the nurses – they are not hungry for their jobs, you 
can see that. They shout at you, they leave the clinic to go 
buy magwinya and cold drinks even when the queues are 
long and they take their time. They also lose our files and 
don’t care for our privacy,” he says.

He says he’s been issued about three or four patient files in 
recent months, because an effective filing system doesn’t 
appear to be in place at the clinic.

“I tell them, how can you know the history of my problems 
if you have to open a new file every time? They don’t even 
care when I ask this,” Amos says.

He also calls out the fact that despite there being extra 
rooms in the clinic, four staff members cram into one room 
and see one patient at a time in the room.

“Sometimes you want to discuss something with the nurse 
but now you have to say it in front of everybody so you keep 
quiet instead. I don’t know why they don’t work in the other 
rooms and then they can also see more patients at a time.”

Amos says he doesn’t just argue, he has tried to speak to 
management to raise concerns, make suggestions and even 
to take legitimate complaints through official channels, but 
he says nothing improves.

He also knows that by sticking his neck out it leaves him a 
target for victimisation and bullying. It’s why he asks not 
to be identified. Patients believe they have rights but also 
know that they are in a vulnerable position when they 
speak out.

“I am scared that they will target me because I have 
complained and what can I do, I have to go back there, I 
don’t have a choice.  But I do want people to know that this 
is what is going on and the Department of Heath must act.

“I have heard about other clinics in Orange Farm where 
things are fine that’s why I know that they can sort out the 
management problem. It’s not that all clinics are bad. But 
this one is worse – the patients don’t deserve this, especially 
the old people,” he says.

*Identity withheld

The provincial Department of Health must carry out 
investigations into all allegations made with regard to 
health personnel failures — including clinics opening 
late/closing early, long breaks, neglect and bad attitudes 
— and that following this investigation disciplinary action 
be taken where appropriate and compensation be paid 
out to victims of neglect or ill-treatment. At times, staff 
do not treat people properly due to stress, exhaustion, 
and burn out as a result of the malfunction in the health 
system including, lack of time, tools, equipment or 
medicines. Better staff support systems should be put in 
place by the provincial Department of Health in order to 
ensure staff wellness and support.

1d. Maintain functional clinic filing systems 
to ensure files are kept confidential and 
can be opened and found in the shortest 
possible time to reduce waiting times. 

The challenge of long waiting times is further compounded 
by poor filing systems. At many facilities, poor filing systems 
and/or lost files or cards were also observed or reported on 
by healthcare users. Ritshidze observations reported 49 filing 
systems to be in a bad condition. Messy and disorganised filing 
systems increase the delays to healthcare users being attended 
to, and increase the burden on already overstretched healthcare 
workers. Lost files can cause huge inconvenience to healthcare 
users. Many patients complained about the filing systems of 
clinics being a mess, with their files often missing or taking 
forever to find. This was often cited as a reason that they thought 
the waits were so long. This despite a directive in the May 2019 
NDoH circular stating: “a functional filing system must be in place 
and maintained to ensure that files can be open and retrieved 
in the shortest possible time to reduce patient waiting times.” 

Filing systems: what is in a bad condition in quarter 1 

A functional filing system must be in place and 
maintained to ensure that files can be open and retrieved 
in the shortest possible time to reduce patient waiting 
times. Files should be stored in a space that is confidential 
so that patients cannot access or view other people’s files. 
Where space/infrastructural challenges are found, the 
province should develop a turnaround strategy by end 
April 2021 to resolve these problems. 

 The filing 
system is 

messy

There are too few 
people looking for filesFiles are stored 

where patients 
can access them

Files are lost, 
missing or 
misplaced

The space where 
files are stored 

is too small

Other
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2. Improve retention in care and number of PLHIV re-engaged in 
care by rolling out multi-month dispensing, ensuring functionality 
of repeat prescription collection strategies in Gauteng, 
implementing MSF’s “welcome services”, and improving PLHIV 
understanding of importance of viral load suppression.

Currently individuals are being lost in several places in the HIV cascade including between testing HIV 
positive and initiating on treatment, and interrupting treatment between initiation and long-term retention. 

5.  https://mer.amfar.org/location/South Africa/treatment

According to PEPFAR’s 2020 data, whilst 131,070 people 
were initiated on treatment (TX_NEW) during the year, 
treatment rolls increased by only 1,070 (TX_NET_NEW) by 
the end of quarter 3. Analysis at a district level shows that 
all four PEPFAR priority districts in Gauteng achieved less 
than 2% of their net new goals, some far below that figure, 
pointing to many diagnosis and retention challenges.5 

Not only do we need to rectify this linkage and retention 
challenge for the health of people living with HIV, but also to 

close the tap on new infections. According to the Thembisa 
model, the most important epidemiological parameter to 
reduce new infections will be to target the infectiousness of 
people receiving ART. In other words, the most important 
intervention for reducing new infections is enabling people to 
get on treatment, stay on treatment, become and remain virally 
suppressed. As more people are targeted to start treatment, 
effective strategies for ensuring we keep people on treatment 
and targeting these “losses” and “missed opportunities” must 
be urgently implemented, addressing the underlying causes. 

CASE STUDY

If *Sam could afford taxi fare he would long ago have stopped going to 
the clinic in Daveyton for his check-ups and to collect his ARVs.
“The service is so bad there every time I think about a clinic appointment date I get angry, I don’t feel okay,” he says.

For Sam, who was diagnosed with HIV in 2008 it’s the bad attitude from staff that makes going there a terrible experience. 
To make things worse, he hears from others in Orange Farm that they do get decent, dignified treatment and service at other 
clinics. It infuriates him that his clinic doesn’t do better.

“If I had the money I would take transport and just go to another clinic because here the people are so rude. They’re always 
saying to the patients ‘we have many jobs and we have many patients so just wait’.

Sam walks about half an hour to get the clinic. He arrives before the clinic opens at 8am and he says often his file is only located 
at 2pm and then he only gets to leave after 4pm.

All that time he sits outside because there are no sheltered waiting areas.

“There is nowhere to run even if it rains; you must just stay there,” he says.

He says the government should be looking after the clinics – including building waiting areas and better shelters. The toilets at 
the clinic he says are also often in a bad state – they don’t flush he says, making hygiene and sanitation a concern, especially for 
a crowded clinic.

Sam is unemployed and he says on appointment days he goes the whole day without eating.

“I don’t take food to the clinic and I don’t have money to buy something, so I must just wait to eat when I get home,” he says.

Sam worries for himself as the services deteriorate but he’s also concerned for many PLHIV who stop taking ARVs. He says he 
knows of people who have just not bothered to start treatment or to stay on treatment because clinic visits have turned into 
such tedious experiences and leaves such sour tastes in patients’ mouths.

“They don’t phone those defaulters to ask why they’re not taking treatment or coming back to the clinic. But I can believe that 
because they can’t find anyone’s files so I think they just don’t care for anyone.

“We as patients must say when things are like this, because these problems need to be fixed,” he says.

*Identity withheld

As more people are targeted to start treatment, effective 
strategies for ensuring we keep people on treatment and 
targeting these “losses” and “missed opportunities” must be 
urgently implemented, addressing the underlying causes.
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DIEPSLOOT SOUTH CLINIC

WITKOPPEN CLINIC

BARNEY MOLOKOANE CLINICSTANZA BOPAPE CHC
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2a. Expand multi-month dispensing to 
include three and six month supply.

Related to the broader call for support scaled and quality 
implementation of South Africa’s repeat prescription collection 
strategies (RPCSs) including increasing the proportion of 
PLHIV accessing out-of-facility models, we welcome the push 
towards multi-month dispensing and are encouraged by the 
findings of the Médecins Sans Frontières (MSF) pilot involving 
6-month ART refills. MSF implemented a randomised controlled 
trial to compare extending multi-month ART refill intervals 
from two to six months amongst existing adherence club 
patients and showed non-inferiority in terms of 24-month 
retention, viral load completion and viral load suppression.6

However, Ritshidze data reveals that most PLHIV reported 
receiving 2 month ART refills and- worryingly- a substantial 
proportion of PLHIV reported refills of 1 month or less 
Whilst 35% of Ritshidze respondents received 2-months 
or shorter refills, 23% of PEPFAR supported clients in 
other countries had refills of less than three months. 

6.  Lebelo et al., 2019; Wilkinson et al., 2016
7.  Godfrey K 2020. CQUIN, RSL, IAS webinar, DSD for people living with HIV and NCDs. Oct 2020.

Further, amongst PLHIV supported by PEPFAR in other 
countries between April-June 2020, 18% of adult men and 
17% of adult women receive 6 months of ART refills7. 

Length of HIV medicine refill in quarter 1

Worst performing sites: ARV refill length in quarter 1

Data from quarter 1 2020 highlights that six of the sites with the shortest ART refills were in Ekurhuleni, despite that this district was 
meant to be a pilot district for the roll out of 6 month refills. 

Quarter 4 refills lengths in Ekurhuleni Quarter 1 refills lengths in Ekurhuleni
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CASE STUDY

It felt like the heavens fell from the sky the day in June this year when 
*Lindiwe received her HIV test results showing that she is HIV positive.
“I was devastated and just in shock. I couldn’t believe it and I don’t know how I got this. I have been divorced for very long 
and I have been single for 18 years,” says the 57-year-old.

It was severe bladder pain that just didn’t get better that led her in desperation to the Daveyton East clinic. Arriving at the 
clinic that winter’s day she also noticed a tent that had been set up on the clinic grounds, offering rapid HIV testing.

“I thought, let me go there also and test because it was five years since I tested.  And that’s when they told me I was 
positive. I was so disappointed and I was just in shock,” she says.

One of the health workers accompanied her inside the clinic, so she could start on ARVs. She was called into a nurse’s office 
and Lindiwe remembers just sitting down, unable to say a word.

The nurse though scolded her for her silence. “She said to me ‘you come here into my office and you don’t even greet’. But I 
wasn’t being rude, I was just in shock and I was so mentally disturbed at that moment,” she says.

It was only some days later that Lindiwe started to get angry that she was treated so badly. “It was a second trauma. I was 
hurt by what she said, how can a health professional speak to someone like that?”

Lindiwe currently has to be back at the clinic every 12 days to pick up her ARV medication. She has not been given a full 
month’s supply of medicines, never mind multi-month supplies that were recommended during the lockdown months to 
keep to social distancing guidelines.

Amongst the medicines she received was a TB prevention medicine. These drugs made her feel awful. “I felt I was going to 
die. All my senses were gone; I could not speak or eat and when I went back to the clinic to tell them; they just said I must 
keep taking it.”

The lack of empathy and compassion is bruising for Lindiwe. But it’s the lack of confidentiality and professionalism that 
makes her angry. The long waits and inefficiency just tire her out.

“I get to the clinic by 5.45am and I am nearly always the last one to leave because they have lost my file so many times. And 
when I tell them I have been waiting long, the nurses just say ‘we open at 7am, no one told you to come early’,” she says.

In the past she’s also been told after queuing for hours that the nurses are “cutting the line” at 3.50pm, because they don’t 
want to attend to patients after 4pm.

The clinic staff have opened four files for her in three months. This carelessness has started to affect her treatment. 
Sometimes pharmacists will refuse to give her all her medicines, saying it’s not in her file. She has to keep explaining that 
her original file has been lost. In June, Lindiwe also had a pap smear done; she says she’s still waiting for those results over 
three months later.

“There is always a high volume of people when I go there on Thursdays. And people are waiting outside and it’s dusty or 
cold. There are not enough chairs for everyone. They don’t have your file ready and it’s the security guard who takes our 
appointment cards and goes to find the files. And he is harsh, he screams at us and there’s no confidentiality – everyone 
knows you are there because you are HIV positive because he is shouting at us to stand in different queues,” she says.

Lindiwe believes there are small interventions that could change things immediately. It’s working on staggering 
patients for different times or dates; having files ready the day before set appointments or even letting patients take 
their files home with them.

“You get sick when you know you must go to the clinic. You know they are going to treat you like trash,” she says. She also 
says she doesn’t want her identity to be published for fear of being targeted by staff.

For Lindiwe, she’s still trying to make sense of her HIV positive status and to understand the journey that lies ahead. She 
has questions, sometimes she just feels unsupported. For her, professional care would mean everything, so would a bit 
more compassion and understanding.

*Identity withheld

The Gauteng department of health must extend ARV refills to 3 to 6 month supply all patients eligible for repeat 
prescription collection strategies across the province. Further the province should retain the government gazetted 12 
month ART scripting & implement the March 2020 revised Standard Operating Procedures (SOPs) on repeat prescription 
collection strategies with fidelity.

Lindiwe currently has to be back at the clinic every 12 days 
to pick up her ARV medication. She has not been given a 
full month’s supply of medicines, never mind multi-month 
supplies that were recommended during the lockdown 
months to keep to social distancing guidelines.
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2b. Scale up and ensure functionality 
of repeat prescription collection 
strategies including adherence clubs, 
community collection points, and 
facility based quick pick up points.

Repeat prescription collection strategies should simplify 
and adapt HIV services across the cascade, in ways that both 
serve the needs of PLHIV better and reduce unnecessary 
burdens on the health system. These should be much simpler 
and quicker systems than waiting in long clinic queues.

During quarter 1 Ritshidze monitoring, facility managers 
reported 78% of clinics offering repeat prescription 
collection strategies to stable patients including: 

 + 93.5% offering quick pick-up points at the clinic (CCMDD parcel 
collection room, pharmacy, fast lane, fast track, Sha’p Left, ARV 
ATM, Pelebox/locker with code sent to phone);

 + 50% offering adherence clubs in the facility and/or in the 
community and 18.6% offer both facility and community based 
clubs; and 

 + 88.9% offer community collection points (pharmacy e.g. clicks 
or dischem or independent pharmacist, community venue e.g. 
church/library/other, from a mobile van, Sha’p Left, ARV ATM, 
Pelebox/locker with code sent to phone, Post office). 

Gauteng is leading the way in the rollout of repeat 
prescription collection strategies compared to other 
provinces. However, in order to be effective, repeat 
prescription collection strategies should make ARV 
collection quicker, easier and more satisfactory for PLHIV. 

When asking PLHIV using quick pick up points “does the quick 
pick up point make it quicker to collect your ARVs than waiting 
at the facility?” — 95.4% thought it made it quicker. When 
asking PLHIV using community collection points “does the 
community collection point make it quicker to collect your ARVs 
than waiting at the facility?” — 97.6% thought it made it quicker.

PLHIV responses in quarter 1: “On a scale of 1 to 5, how 
satisfied are you with the quick pick up point you use? 
If 1 is VERY UNSATISFIED and 5 is VERY SATISFIED”. 

PLHIV responses in quarter 1: “On a scale of 1 to 5, how 
satisfied are you with the community collection point you 
use? If 1 is VERY UNSATISFIED and 5 is VERY SATISFIED.” 

Data gathered talking to adherence club members in the 
province, points to some challenges and some positives. 
Adherence clubs should make ART collection easier and 
quicker, whilst 85% of PLHIV say they do make it quicker, 15% 
of PLHIV say adherence clubs do not make it quicker to collect 
ARVs than waiting at the clinic. People living with HIV who join 
an adherence club should be able to join discussions about 
issues of treatment adherence. It is an opportunity to get the 
much-needed treatment literacy information and support to 
remain adherent to their treatment. Yet not all f PLHIV (78.3%) 
say the adherence club provided information about the 
importance of adherence. Further not all PLHIV (70.6%) say 
they get peer support from adherence clubs. However overall, 
PLHIV using clubs have a reasonably high satisfaction level. 

46.1% of PLHIV reported that club meetings lasted less than 
30 minutes — which also points to clubs being a pick up 
point rather than a space for discussion and peer support. 
Further, during COVID-19 we have seen worrying reports of 
“adherence club facilitators” being reassigned as “decanting 
officers” — pointing to a movement away from clubs altogether 
in favour of pick up points. We maintain that functional 
adherence clubs play an important role in providing adequate 
treatment literacy information to ensure PLHIV stay on 
treatment and should not be removed in light of COVID-19. 

PLHIV responses in quarter 1: On a scale of 1 to 5, 
how satisfied are you with the adherence club? If 1 
is VERY UNSATISFIED and 5 is VERY SATISFIED. 

4% very 
unsatisfied

9% neither 
satisfied or 
unsatisfied

58% very 
satisfied

27% 
satisfied

2% 
unsatisfied

5% very 
unsatisfied

3% neither 
satisfied or 
unsatisfied

76% very 
satisfied

12% 
satisfied

4% 
unsatisfied

2% very 
unsatisfied

3% neither 
satisfied or 
unsatisfied

82% very 
satisfied

11% 
satisfied

3% 
unsatisfied

QUICK PICK 
UP POINT 
SATISFACTION

ADHERENCE 
CLUB 
SATISFACTION

COMMUNITY 
COLLECTION 
POINT 
SATISFACTION
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Only 55.6% of PLHIV who are not adherence club members told us that 
they had ever heard of an adherence club. PLHIV need to be made aware 
of repeat prescription collection strategies including adherence clubs to 
ensure stable PLHIV are able to be voluntarily decanted out of the facility. 

A FUNCTIONAL ADHERENCE CLUB 

 + Adherence clubs are run by an adherence club facilitator who understands treatment adherence information and who is trained to 
identify people with psycho-social and other mental health challenges who need referral for further support; 

 + Community-based clubs can be run by community based organisations in conjunction with facilities, where a visiting clinician joins 
the club sessions to dispense medicines and provide a clinical check-up; 

 + The meetings take place either at the facility or in a venue in the community where participants discuss issues concerning them and 
their group members; 

 + Members should have a basic clinical check-up, conducted by a visiting clinician; 

 + Members are stable patients who should collect three to six months’ supply of ARVs; 

 + To qualify for the adherence club, patients must be stable (have been on the same ART regimen for over a year; have adhered to ART 
for 18 months or more; have an undetectable viral load as shown by the latest two consecutive tests; have no history of defaulting or 
missing appointments in the last 12 months; and have no medical conditions that require regular clinical care); 

 + One club consists of a maximum of 30 people living with HIV who meet every three to six months and are reminded of their 
appointment by SMS the day before; 

 + Blood tests will occur every 12 months with a clinician visiting; 

 + TB symptom screening will occur at each session and TPT collection will be available through clubs; 

 + In contrast to clinic visits which can take hours or even a full day, adherence club members must be in and out of their club visit in 
between one and two hours. 

 + Clubs are not simply a collection point, they must include discussion on issues of treatment literacy and adherence information 
which members have to attend; 

 + Some clubs should be specific to target populations based on gender, age of if part of a key population; such as male clubs, youth 
clubs, KP clubs etc. 

 + All club members should understand what is the function of the club and why they have been decanted to the model.

Most PLHIV who were surveyed (65.4%) said that they would like to collect ARVs closer to their home if it were possible. In this regard 
we should be working towards decanting more PLHIV out of the facility and into community-based collection points closer to home. 

Scale up and ensure functionality of adherence clubs and community based ART collection models linked to all facilities as well 
as quick pick up points at the facility. Of eligible patients at least 20% should be voluntarily decanted to join an adherence club 
with the majority of other eligible PLHIV voluntarily decanted into community collection points, and the remaining into quick 
pick up points at the facility. 

WITKOPPEN CLINIC
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2c. Improve linkage and retention rates 
by ensuring PLHIV are re-engaged 
after missing appointments, 
PLHIV are treated with dignity 
and respect, and through 
implementation of MSF model of 
“Welcome Services” that aims to 
ensure people who have interrupted 
treatment are re-engaged into 
care to achieve stable outcomes.

It is often reported to us that people who miss appointments 
and/or stop taking their treatment can be treated badly 
by health workers when they return into care. This fear of 

being reprimanded discourages people from going back 
to the clinic to seek help and restart their treatment. 

Staff attitude remains a major barrier in quarter 1 monitoring 
— reports of staff reactions to PLHIV who missed a 
facility visit for ARV collection were often unwelcoming, 
unempathetic, or at worst objective human rights violations. 
Across clinics only 56.3% of patients thought that the staff 
were friendly and professional. 157 of PLHIV said that staff 
were welcoming when they came to collect ARVs even 
if they had previously missed a visit. However, 211 said 
that if you miss an appointment to collect ARVs you are 
sent to the back of the queue next time you come in. 

Another 185 PLHIV reported that when you return to the 
clinic you are reprimanded for missing a visit. This compares 
to only 77 of PLHIV who report that staff will provide 
counseling on adherence if you return to the clinic. 

Breakdown of reactions to PLHIV missing appointments per district in quarter 1:

Another factor contributing to unwelcoming services is that 
there have been 9.4% of PLHIV reported that the facility does 
not keep people’s HIV status confidential. Most commonly, 
15.2% data collectors reported that PLHIV were being separated 
from other chronic patients in the waiting rooms, and 6.5% 
reported that more than one person was being consulted 
or counselled in the same room or with the door open. 

A second challenge are reports that people who 
miss appointments are not contacted. Whilst the 
majority of PLHIV (49.3%) we talked to said that 
they had never missed a facility visit to collect 
their ARVs (so they did not know what would 
happen if they did) — we see that for 8.8% of 
PLHIV, they report not being contacted at all. 

PLHIV responses to what happens when you miss a clinic visit per district in quarter 1

Staff attitude remains a major barrier in quarter 1 
monitoring — reports of staff reactions to PLHIV who 
missed a facility visit for ARV collection were often 
unwelcoming, unempathetic, or at worst objective human 
rights violations. Across clinics only 56.3% of patients 
thought that the staff were friendly and professional. 
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Clinics with 3 or PLHIV reports of not being contacted if you miss an appointment in quarter 1

In terms of contacting PLHIV (through phone calls or a 
CHW going to their house), Facility Managers report lack of 
equipment for linkage officers or lack of transportation for 
CHWs as major challenges to finding people who have missed 
appointments or are lost to follow up, together with the ongoing 
challenge of people giving wrong numbers and addresses. 

What are the major challenges for 
linkage officers to finding people 
who are lost to follow up?

%

Patients give wrong phone numbers or addresses 57.2

Not enough linkage officers 15.0

Not enough phones 20.8

What are the major challenges to 
bringing patients back into care? 

%

Patients give wrong phone numbers or addresses 49.5

No transport 16.2

Not enough phones 14.6

Safety issues 11.6

Not enough CHWs 1.0

PLHIV struggling with care are often very sick (with advanced 
HIV) and management of those needs must be better 
integrated through point of care technology when needed 
and proper triage and immediate care plus referrals. 

In order to ensure that PLHIV are re-engaged in care, MSF 
has established “Welcome Services” at Michael Mpongwana 
Clinic in Khayelitsha, Western Cape. The following are the 
components of this approach, operated by the provincial 
health department, that should be replicated in Gauteng: 

 + Identifying patients (counsellors to trace patients; digital 
‘single patient viewer’ to track movement of patients through 
health system); 

 + Medical package of care (provide point of care diagnostic 
tools to allow CD4 detection allowing patients to be assigned 
to care depending on whether their CD4 count is above or 
below 200 cells/ul); 

 + Psychosocial package of support (training in helping change 
staff attitudes to patients upon return after interruption, 
provide individualised counseling to patients, peer-led 
patient navigators acting as a bridge between clinicians and 
patients, mapped networks of referral services, and optional 
support groups.)

The department should address all issues of staff attitude that lead to PLHIV stopping treatment or disengaging 
from care. A circular should be issued that calls on all staff to treat people with respect, and to withdraw the measure 
that PLHIV who miss appointments should be sent to the back of the queue. Further the department should ensure 
that all staff must have the equipment and resources they need in order to effectively trace PLHIV who have missed 
appointments or disengaged from care. The department should implement “Welcome Services” as per the MSF model 
(that is more extensive than the DOH Welcome Back Campaign) that aims to ensure people who have interrupted 
treatment are reengaged into care to achieve stable outcomes and, where necessary, are quickly switched to appropriate 
regimens of care (i.e. 2nd line or 3rd line treatment).
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2d. Increase knowledge amongst PLHIV 
about what an undetectable viral 
load means and why it is important

In an era of immediate treatment initiation, we need a far better 
approach to ensuring PLHIV starting care are well prepared 
for adherence from the start. By becoming as informed as 
possible, people are empowered to take control of their own 
health and sex lives. Treatment literacy improves linkage 
and retention rates as people understand the importance 
of starting and remaining on treatment effectively. 

However, in quarter 1 Ritshidze monitoring, we found gaps in 
knowledge amongst PLHIV about what an undetectable viral 
load test means. Only 71.7% of participants living with HIV 
reported that they know their viral load in our sample. Further 
only 76% agreed with the statement; “having an undetectable 
viral load means the treatment is working well” and only 61% 
agreed with the statement “having an undetectable viral 
load means a person is not infectious.” 92% of participants 
had gotten a VL test in the past year and of those, only 76% 
said that a healthcare provider had explained the results. 
Ekurhuleni performed particularly poorly with only 65% of 
PLHIV saying a healthcare worker explained the results. 

Healthcare providers including implementing partner staff and community healthcare workers should provide accurate and 
easily understandable information on treatment adherence and the importance of an undetectable viral load to all PLHIV. 
Viral load test results should be properly explained to all PLHIV in a timely manner.

CHIAWELO CHC
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3. Eradicate barriers to accessing HIV, TB and other medicines 
caused by stockouts and/or shortages of medicines 

Stockouts and shortages of ARVs, TB medicines, contraceptives and other medicines cause disruption, 
confusion, and cost to people, and in extreme cases detrimentally affect adherence and lead to 
disengagement from care.

Ritshidze monitoring reveals ongoing complaints regarding stockouts and shortages of medicines and medical tools at sites across the 
province. Across clinics, 19.5% (total responses=2027) and 14.7% (total responses=2127) of people left, or knew someone who left, a 
clinic without the medication that they needed in quarter 4 and quarter 1 respectively. 

Patient reports of medicine shortage or stockouts in last 3 months in quarter 1

WITKOPPEN CLINIC
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There were 118 reports of HIV medicine stockouts and 96 
patient reports of contraception stockouts in addition to 
vaccines, TB medicines, and pregnancy tests in Q1. The most 
common “other medicines” which experienced a stockout 
were: medication for high-blood pressure and flu. The most 
common HIV medication stockouts were for both efavirenz and 
dolutegravir based 1st line FDC.

The most common category of stockout by Facility 
Managers was in contraceptive commodities, with 
31.6% reporting experiencing a stockout or shortage 
of contraceptives in quarter 4 and 24.9% in quarter 
1. This was followed by reports of stockouts or 
shortages to HIV medications (22.4% in quarter 4, 
18% in quarter 1). 

Contraceptive stockouts and/or shortages reported across districts in quarter 1

HIV medicine stockouts and/or shortages reported across districts in quarter 1

Of the clinics that experienced a stockout or shortage as 
reported by the Facility Manager — 18.1% were forced to send 
people away empty handed. 34.5% of facility managers reported 

that they gave patients a shorter supply and 45% reported that 
they provided an alternative.

Facility reports in quarter 1 of patients leaving the facility with the medicine due to a shortage in last 3 months

The department should develop a provincial strategy to address the continued and ongoing stockouts and shortages of 
medicines and other medical tools and supplies – this plan must address the impact of human resource shortages, poor 
management, and infrastructure where these impact on the ability of facilities to order and store supplies.   

DAVEYTON EAST CLINIC
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4. Put in place measures to ensure that index testing does not lead to 
intimate partner or other violence, or forced disclosure of PLHIV’s status’ 

Almost every facility reports engaging in index testing (95.4%). Of these, only 70.7% of 
Facility Managers say that they always screen clients for intimate partner violence (IPV) 
as part of their index testing protocol. However, half of the Facility Managers (50.5%) 
who do screen for IPV still contact all the partners of clients regardless of reported 
violence. This is a major concern and violation of people’s safety and privacy. 

Only 34.4% said that they either don’t trace any contacts 
or don’t trace the contacts for which there was reported 
violence for HIV testing. The majority of Facility Managers 
(58.29%) also said that if a client screened positive for 
violence that they offered then IPV services on site, and 
(32%) said they are referred for services. Importantly, 
screening for IPV without adequate IPV services to respond 
to a client’s ‘positive’ screen is dangerous and unethical. 

However, Ritshidze monitoring from quarter 4 and quarter 
1 shows that amongst 1353 and 1815 PLHIV, 61.9%, 59% 
said that a healthcare worker had ever asked them for the 
names and contact information of their sexual partners so 
that they may be able to test them for HIV respectively. Of 
these, 22.9% (quarter 4) and 27.3% (quarter 1) reported 
that they did not think they were allowed to “say no” or 
refuse to give the names of their sexual partners. 

The Gauteng department of health must not implement targets that a percentage of people newly diagnosed with HIV must 
come from index testing. Before contacting the sexual partners of PLHIV, all healthcare providers ask if their client’s partners 
have ever been violent and avoid contacting them if so in order to protect their client — and after contacting the client the 
healthcare providers must also check with the patient if they faced any violence due to contacting and refer them to the IPV 
centre if the answer is yes. Prior to (re-)implementing index testing in any facility, there must be adequate IPV services available 
for PLHIV at the facility or by referral and all patients who are screened should be offered this information. Index testing must 
always be voluntary, for both sexual contacts and children, where clients are not required to give the names of their sexual 
partners or children if they don’t want to. All PLHIV must understand that this is voluntary. Additionally, an adverse event 
monitoring system must be established that’s capable of identifying and providing services to individuals harmed by index 
testing. If these demands are not or cannot be met by an implementing partner, index testing must not continue at the facility 
for any population.

Before contacting the sexual partners of PLHIV, all 
healthcare providers ask if their client’s partners have 
ever been violent and avoid contacting them if so in 
order to protect their client — and after contacting the 
client the healthcare providers must also check with 
the patient if they faced any violence due to contacting 
and refer them to the IPV centre if the answer is yes.

CHIAWELO CHC
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5. Reduce TB mortality (the leading cause of death amongst PLHIV) 
by improving TB infection control measures at all clinics

TB can be spread through the air when people with active TB disease cough or sneeze. Various TB 
infection control measures can be taken to reduce the risk of TB transmission at clinics. 

The following questions in Ritshidze monitoring 
relate to TB infection control: 
1. Is there enough room in the waiting 

area? (Observation survey) 
1. Are you seen within 1 hour 15 minutes of 

arriving at the facility? (Patient survey) 
2. Are the windows open? (Observation survey) 
3. Are there posters telling you to cover your mouth 

when coughing or sneezing? (Observation survey) 
4. Are people in the facility waiting area asked if 

they have TB symptoms? (Patient survey) 
5. Are people who are coughing separated from 

those who are not? (Patient survey) 
6. Are people who cough a lot or who may have TB 

given tissues or TB masks? (Patient survey)

Based on the answers to these seven questions facilities are 
ranked RED (3+ questions answered “no”), YELLOW (1-2 questions 
answered “no”), or GREEN (0 questions answered “no”). Out of 99 
facilities with full results for all TB infection control indicators, 69 
were in a RED state, 30 in a YELLOW state and 0 in a GREEN state. 

By indicator our data shows that the majority of patients still 
report that facilities are not taking the appropriate measures to 
minimise the risk of TB spread in waiting rooms: 24.6% of patients 
report that staff do not ask people in the waiting areas if they 
have TB symptoms (i.e. coughing, fever, recent weight loss); 31.8% 
of patients report that coughing patients in waiting areas are 
not separate from other people; and on a slightly more positive 
note, across clinics there were observations of visible TB infection 
control posters in 115 clinics and the majority (93.2%) of the clinics 
had their windows open. However much more needs to be done 
to ensure that all facilities are at a GREEN TB infection control level. 

TB infection control survey results in quarter 1
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By end March 2021 the provincial Department of Health should carry out a full audit of all public health facilities in the 
province to assess whether sufficient TB infection control measures are in place. The audit will involve the health department 
assessing the state of TB infection control at each facility based upon WHO guidelines. After which the Department should 
develop a plan based upon the infrastructural, human resource or behavioural challenges found in order to improve TB 
infection control. The Department must publish the audit results. 

By end January 2021 a circular should be sent to all facilities to ensure that: 
• All windows to be kept open;
• TB infection control posters to be displayed in visible places in the waiting area; 
• Patients to be screened for TB symptoms upon arrival/integrate with COVID-19 screening;
• People coughing or with TB symptoms to be seen first to reduce the risk of transmission; 
• People who are coughing to be separated from those who are not while waiting

Where infrastructural issues mean that public facilities create a TB risk factor (e.g. too small, or poor ventilation), an urgent, 
fully-funded turnaround strategy must be developed to outline how these challenges will be rectified. The strategy must be 
released by the end of April 2021. 

WITKOPPEN CLINIC

WITKOPPEN CLINIC

CHIAWELO CHC

RITSHIDZE GAUTENG – STATE OF HEALTH – DECEMBER 202024



7. Sensitise all clinics on key population friendly service provision and 
ensure the minimum package of services available at all facilities

Monitoring of Ritshidze sites revealed that varying number of facilities responded affirmatively 
to providing services for key populations when asked generally — with the following number 
of facilities reporting to provide services for sex workers (39), men who have sex with men 
(36), transgender people (23), and people who use drugs (27). However, when probed further, 
it is apparent that even fewer facilities provide comprehensive key population services. 

# of facilities reporting specific services for sex workers in quarter 1

Sex worker 
outreach 
services

Sex worker 
friendly HIV 
testing and 
counseling Access to PrEP

Access to 
lubricant

Access to 
contraceptives

Information 
packages for 
sex worker 
sexual and 
reproductive 
health services

Sex worker 
friendly STI 
testing & 
treatment

9 20 31 14 25 15 19

# of facilities reporting specific services for men who have sex with men in quarter 1

MSM outreach 
services

MSM friendly 
HIV testing and 
counseling Access to PrEP Access to lubricant

Information 
packages for 
MSM sexual 
health services

MSM friendly 
STI testing & 
treatment

1 21 31 26 9 14

# of facilities reporting specific services for transgender people in quarter 1

Transgender 
outreach services

Transgender 
friendly HIV 
testing and 
counseling Access to PrEP Hormone therapy

Information 
packages for 
transgender 
sexual and 
reproductive 
health services

Transgender 
friendly STI 
testing & 
treatment

0 12 16 2 6 9

# of facilities reporting specific services for people who use drugs in quarter 1

Counseling and risk 
reduction information

Wound and 
abscess care

Unused needles, 
syringes, or other 
injecting equipment

Overdose 
management

Hepatitis C testing 
and treatment

0 0 0 0 0

DAVEYTON EAST CLINIC
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KEY POPULATION SPECIFIC SERVICE PROVISION

SEX WORKERS
 + Sex worker outreach services
 + Sex worker friendly HIV testing and counseling
 + HIV care and treatment 
 + Access to PrEP
 + Access to lubricant
 + Access to contraception
 + Information packages for sexual and reproductive health services
 + Sex worker friendly STI testing & treatment
 + Cervical cancer screening

MEN WHO HAVE SEX WITH MEN
 + MSM outreach services
 + HIV care and treatment 
 + MSM friendly HIV testing and counseling
 + Access to PrEP
 + Access to lubricant
 + Information packages for MSM sexual health services
 + MSM friendly STI testing & treatment

TRANSGENDER PEOPLE
 + HIV care and treatment 
 + Transgender friendly HIV testing and counseling
 + Access to PrEP
 + Information packages for transgender sexual and reproductive health services
 + Transgender friendly STI testing & treatment
 + Hormone therapy

PEOPLE WHO USE DRUGS
 + PWUD outreach services
 + PWUD  friendly HIV testing and counseling
 + HIV care and treatment 
 + Counseling and risk reduction information
 + Medication-assisted treatment and other drug- dependence treatment
 + Wound and abscess care
 + Unused needles, syringes, or other injecting equipment
 + Overdose management
 + Prevention and treatment of STI
 + Vaccination, diagnosis, and treatment of viral hepatitis (including HBV, HCV)
 + Prevention, diagnosis, and treatment of tuberculosis

DAVEYTON EAST CLINIC
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CASE STUDY

The first hit of nyoape felt like heaven for *Keketso. It was three years ago when he tried the 
drug for the first time and it made him forget his troubles. But the feeling could not last.
The 27-year old from Orange Farm says at the time he needed the drug for escape from the tough things going on in life – 
including unemployment and the gloomy outlook for his future and that of his family.

Now though he says the street drug, which is a mix of low-grade heroin, cannabis and often cut with other chemicals, has 
caused him more problems than he can handle. But he hasn’t been able to stop being a user.

It’s during the three years that he’s been using nyoape that he believes is when he contracted HIV. He’s not even sure exactly 
when and how though.

“Sometimes you share needles or you sleep with girls and you have unprotected sex when you are high,” he says.

A year ago he received a HIV positive test result from the clinic in Orange Farm in Extension 7. He started on his ARVs back then 
but it’s been a stop-start treatment regime for him. He says COVID-19 lockdown restrictions were another disruption that took 
him off his treatment course when he couldn’t get to the clinic as scheduled.

Currently he has stopped taking his HIV treatment and he says he’ll have to find the will, patience and clarity to start again. He 
needs to be in a different frame of mind because he has to face being treated like an outcast when he arrives at the clinic.

“I lost all hope because of the way they treat me there. The nurses call me dirty and they chase me away like I’m a nobody. 
They say because I smoke and inject these drugs I must just stand aside and go away because there are others who deserve 
treatment, not me.

“It’s because of my appearance and it made me sad when they say that; I feel discriminated against,” he says.

For Keketso, being judged for his dependency then having to face extra hurdles to access his ARVs is demoralising – it also 
makes him return to nyoape, even though he says he is ready to quit. It has become a vicious cycle.

“Sometimes you just give up and you leave the clinic with nothing. I also used to share some of my sister’s ARV tablets at some 
point because I could not get my treatment,” he says.

Keketso lives with his sister and father. None of them is employed and he says the pressure is tough on the family. “It’s like 
everyone just looks out for themselves at home,” he says. His despondency and lack of prospects and options makes it difficult 
to face life and he says he feels depressed a lot of the time.

Empathy from the nurses would go a long way, maybe also some professional advice and support to restart his ARV treatment, 
to stay on treatment and to be linked to care for treatment for his drug dependency.

One thing Keketso is determined about though is to speak out and to make his story heard. He knows he’s not the only person 
stuck in a dire dead-end that it has potentially life–threatening consequences.

“There are many young people like me who are on nyoape and can’t stop and many like me also have HIV. I want the nurses to 
stop treating us like we are below them just because of what we look like to them. We need their help, not their discrimination,” 
he says.

Keketso says he is determined to start on ARVs again. It will mean having to get back into a long clinic queue, maybe even 
being treated badly and being pushed away, but his willingness to try again is hitting the reset button and that’s a start.

*Identity withheld

The department should ensure that all clinic staff are sensitised on provision of key population friendly services (for sex 
workers, people who use drugs, men who have sex with men, and transgender people). Furthermore, a minimum package of 
services should be provided for each key population group to meet their needs, as outlined above, at all clinics and community 
healthcare centres and site assessment should be carried out to ensure that all facilities are equipped with the essential 
services to key populations 

CHIAWELO CHC
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8. Develop and fully fund a plan to address infrastructural 
issues to ensure that clinics provide an adequate 
environment to both staff and to healthcare users.

Inadequate space impacts patients in multiple ways. Lack of space for HIV counselling and testing can 
lead to PLHIV being consulted, tested, or counselled in the same room as someone else, or face other 
privacy violations, that can lead to them disengaging from care. 

Inadequate space for filing systems leads to the increased 
likelihood of a messy and disorganised filing system, or files 
kept in spaces that are not confidential, leading to files that 
are lost, misplaced, or take an extended time to find. 

Small waiting areas can lead to overcrowding and add to the 
risk of TB spreading, and even before COVID-19 patients have 

been forced to wait outside in long queues at certain clinics. 

Out of 111 clinics assessed, there were 88 reports by Facility 
Managers of needing additional space for something. 
The majority of sites needing additional space were in 
City of Johannesburg (33), some in Ekurhuleni (30) and 
City of Tshwane (17), and a few in Sedibeng (8). 

Facility Manager responses on “what do you need more space for” per district for Q1

Concerningly in the province, there are a number of infrastructural projects that 
remain incomplete, whilst facilities struggle to meet the needs of patients in 
the current infrastructure. Examples of this can be seen at Holani Clinic (City of 
Tshwane), Khutsong South Ext 2 Clinic (City of Tshwane), Daveyton Main CDC 
(Ekurhuleni), Goba Clinic (Ekurhuleni), Beverly Hills Clinic (Sedibeng), Boiketlong 
Clinic (Sedibeng), Boitumelo Clinic (Sedibeng), and Zone 17 Clinic (Sedibeng).

Furtherstill, some clinics reside in inadequate space altogether where temporary 
or permanent infrastructure development could not take place at all. An example 
of this can be seen at Princess Clinic (City of Johannesburg), Block X Clinic (City 
of Tshwane), Boikhutsong Clinic (City of Tshwane), FF Ribeiro (City of Tshwane), 
Andries Raditsela Clinic (Ekurhuleni), Phenduka Clinic (Ekurhuleni).

LILIAN NGOYI CHC ORANGE FARM EXTENSION 7 CLINICDIEPSLOOT SOUTH CLINIC
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CASE STUDY

“Hey Hebron!” – *Mabitso bristles every time staff at the Orange Farm 
clinic in Extension 7 call by the hometown she comes from.
“They always call me names, even when I tell them I don’t like it. I have three names, but they will always call me like that. They 
want it to be an insult because I’m from outside; it’s because they know I am from Free State,” she says.

The 43-year old is pregnant with her fourth child and has been using the clinic since about the middle of the year for prenatal care 
as well as to pick up her ARVs. The treatment she says she’s been receiving makes every visit to the clinic a nightmare. The name-
calling is insulting and an irritation, but how it affects her care “makes me so cross and makes me want to cry”.

Mabitso says she’s routinely spoken to rudely by the admin staff in particular. She feels singled out when staff tell her to produce 
an appointment card even though she has never been issued one and she says she’s not familiar with the clinic’s system having 
only moved to Orange Farm recently.

“They will tell me that because of that card they can’t help me and then they just let me sit. Sometimes I sit till late in the afternoon 
even though I come there early.

“They don’t care that I am hungry and I don’t have a lunchbox or money to buy food. They just cheek you and say things like ‘don’t 
waste my time’ or ‘we have a half day today so don’t come with your problems’.”

Mabitso has known her positive HIV status since 2012 and has been on treatment ever since. She says she’s grateful that till now 
her treatment and care has been well managed overall and all three of her other children are doing well. Her experience now at 
the Orange Farm clinic, coupled with her pregnancy however, is amounting to huge stress for her.

“Because I am pregnant I am going there two weeks in a month and every time the treatment I get there is the same,” she says.

The clinic is run out of a shipping container. It means there is no proper waiting area. Most of the patients have to wait outside 
where there is no shelter of any kind. There are also only two toilets and it’s not enough when the clinic is busy, which is most days, 
Mabitso points out

“They must extend the clinic, even if it’s with another container and they need to think about how people have to wait for long 
hours standing in the sun in the or in the rain,” she says.

Most of all she just wants the staff to be professional and to stop shouting at the patients. It would help her feel less anxious about 
this pregnancy and also feel comfort in knowing that her HIV is being well-managed. As things stand though she says: “They really 
make you feel bad; some days I come home and I just want to cry.”

*Identity withheld

The Gauteng Department must develop and fully fund a plan to address infrastructural issues to ensure that clinics provide 
an adequate environment to both staff and to healthcare users by end April 2021. The Department in conjunction with the 
Department of Public Works should strengthen the Infrastructure Unit (engineers, maintenance crew, quantity surveyors, quality 
control) to address backlog maintenance, routine maintenance and the building of new health facilities and to prevent any 
unnecessary under expenditure of the Health Infrastructure Grant. All incomplete projects should be finished by end June 2021. 

WITKOPPEN CLINIC
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CHIAWELO CLINIC

CHIAWELO CLINIC

COMMUNITY DIALOGUE TO GENERATE SOLUTIONS AT DAVEYTON EAST CLINIC

LILIAN NGOYI CHC
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9. Ensure political leadership and accountability in the 
provincial department of health by filling key positions such 
as MEC of Health and HOD with long term appointees. 

The Gauteng health system is in crisis. The underlying cause of much of the dysfunction in the 
Gauteng public healthcare system is political. For years corruption, gross financial misconduct, a lack of 
accountability and mismanagement in the province has chipped away at the fabric of our public service 
and the morale of public servants. 

The devastating financial crisis in the Gauteng health 
department was brought about by rampant corruption, 
started during the tenure of former MEC of Health Brian 
Hlongwa. We saw a lack of accountability of former 
MEC of Health Qedani Mahlangu in the Life Esidimeni 
tragedy. Too often MECs for Health and other political 
appointees in South Africa are grossly negligent or 
indifferent to the lives they are supposed to protect. 

Currently we are faced with a situation where key positions 
remain unconfirmed — including the MEC of Health and 
Head of Department (HOD). The result of this limits the 
current “Acting” incumbents powers and delays decision 
making overall, where decisions can only be taken through 
consultation with the Premier. It is critical that these 
positions are filled with competent appointees as soon as 
possible to allow progress in the province to be made.

Urgently ensure political leadership and accountability in the provincial department of health by filling key positions including 
MEC of Health and HOD with long term, competent appointees, by end February 2021. 

10. Ensure functionality of clinic committees at all primary healthcare 
facilities across the province and emphasise the need for linkage 
between clinic committees and ward, local, and district AIDS councils.

In South Africa, governance structures in the form of clinic committees are 
intended to ensure community participation at a local and district level. 

They are provided for in South African law and are key to 
ensuring accountability and a successful AIDS and TB response. 
They are the forums through which public healthcare users are 
meant to engage and take ownership over the health system, 
raise concerns and ensure accountability at local, district, and 
provincial levels. They should input and feedback into the 
planning, delivery and organisation of health services and play 
an oversight role in the development and implementation of 
health policies and provision of equitable health services. 

The committees are made up of a combination of 
community and civil society representatives and health 
professionals of each area. They allow community 
concerns to be elevated through the structures from local 
to district to provincial and finally to national level. 

Section 42 of the National Health Act 61 of 2003 requires 
provinces to provide for clinic committees and ensure their 
functioning. However, to our knowledge no provinces 

have such legislation and it cannot be claimed that clinic 
committees function effectively in any province. Too many lack 
a clear understanding of their role and responsibility and no 
financial resources are allocated to improve this situation. 

Furthermore each clinic must have a complaints box that is 
accessible to patients and locked. According to the National 
Policy to Manage Complaints, Compliments & Suggestions (2016) 
—Information about how and where to complain must be well 
publicised to patients, their families and supporting persons. It 
must be made as easy as possible for users to lodge a complaint at 
the point of service. According to the policy: “These boxes should be 
emptied on a daily basis. If health facilities do not check the boxes on 
a daily basis a notice should be placed next to or onto the box stating 
the times when the boxes are emptied, e.g. opened every Monday 
or opened on the first Monday of every month. The boxes must be 
opened at least once a week.” However, Ritshidze data collected in 
Q1 shows that the majority of facilities (114) had a complaints box, 
yet 12 were seen to be unlocked — and 13 sites had no box at all. 

The provincial department of health must comply with the National Health Act and provide support for the development 
and functioning of clinic committees and emphasise the need for linkage between clinic committees and ward, local, and 
district AIDS councils, given that the implementation of HIV policy occurs at a clinic level. The Gauteng department of health 
should provide an audit report of the functionality of all clinic committees by end March 2021. By end January 2021, a circular 
should be issued to all healthcare facilities in the province ordering the establishment of clinic committees (as required in 
law) and providing ongoing guidance to facilities on the correct and lawful operation of these critically important structures. 
Furthermore these structures must have proper community representation. All clinic committees should be capacitated on 
their roles and responsibilities by end June 2021, and an annual review should take place of the functionality of each structure 
by the Gauteng Department of Health. 
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