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DEVELOPING  
THE REPORT

The Mpumalanga State of Health has been developed using data from Ritshidze 
and outlines community priorities for improving HIV, TB and other health services 
in the province. Ritshidze is 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+). 

Community-led clinic monitoring is a systematic collection of 
data at the site of service delivery by community members that is 
compiled, analysed and then used by community organisations 
to generate solutions to problems found during data collection. 
In Ritshidze, people living with HIV are empowered to monitor 
services provided at clinics, identify challenges, generate 
solutions that respond to the evidence collected, and make 
sure the solutions are implemented by duty bearers.

In Ritshidze, people living with HIV are empowered to 
monitor services provided at clinics, identify challenges, 
generate solutions that respond to the evidence collected, 
and make sure the solutions are implemented by duty 
bearers. Giving communities the ability to monitor the 
quality of service provision and highlight performance 
problems is an indispensable strategy for improving 
HIV and TB service delivery across South Africa. Through 

Ritshidze we have begun to more systematically document 
the failures in quality HIV service delivery as well as gaps 
in terms of implementation of a May 2019 circular issued 
by the National Department of Health (appendix 1). 

Ritshidze monitoring takes place on a quarterly basis at 
400 clinics and community healthcare centres across 27 
districts in 8 provinces in South Africa — including 43 
facilities across Mpumalanga: 21 in Ehlanzeni, 18 in Gert 
Sibande, and 4 in Nkangala. We collect data through 
observations, as well as through interviews with healthcare 
users (patients, adherence club members, key populations) 
and healthcare providers (facility managers, adherence 
club facilitators, pharmacists). Data in this report was 
collected in April and May 2021 (quarter 3). All Ritshidze’s 
data collection tools, our data dashboard, and all raw data 
are available through our website: www.ritshidze.org.za.
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Bhuga CHC Right To Care, South Africa

Buffelspruit CHC Right To Care, South Africa

Cottondale Clinic Right To Care, South Africa

Eziweni Clinic Right To Care, South Africa

Gutshwa Clinic Right To Care, South Africa

Hazyview Clinic Right To Care, South Africa

Kabokweni CHC Right To Care, South Africa

Kanyamazane CHC Right To Care, South Africa

Eh
la

nz
en

i D
is

tr
ic

t M
un

ic
ip

al
it

y

Langloop CHC Right To Care, South Africa

Lillydale Clinic Right To Care, South Africa

Mangweni CHC Right To Care, South Africa

Manzini Clinic Right To Care, South Africa

Msogwaba Clinic Right To Care, South Africa

Mthimba Clinic Right To Care, South Africa

Naas CHC Right To Care, South Africa

Nelspruit CHC Right To Care, South Africa

Nkwalini Clinic Right To Care, South Africa

Phola-Nzikasi CHC Right To Care, South Africa

Tonga Block C Clinic Right To Care, South Africa

White River Clinic Right To Care, South Africa
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Amsterdam CHC Broadreach

Bethal Town Clinic Broadreach

Embalenhle CHC Broadreach

Emthonjeni Clinic (Msukaligwa) Broadreach

Ermelo Clinic Broadreach

Ethandakukhanya Clinic Broadreach

Langverwacht Ext 14 Clinic Broadreach

Lebohang CHC Broadreach

Lillian Mambakazi CHC Broadreach

Mkhondo Town Clinic Broadreach

Nhlazatshe 6 Clinic Broadreach

Nhlazatshe Clinic Broadreach

Paulina Morapeli CHC Broadreach

Piet Retief Clinic Broadreach

Sead Clinic Broadreach

Secunda Clinic Broadreach

Thussiville (MN Cindi) Clinic Broadreach

Winifred Maboa CHC Broadreach
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y Beatty Clinic Broadreach

Empumelelweni CHC Broadreach

Siphosesimbi CHC Broadreach

Thembalethu CHC Broadreach
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LANGVERWACHT EXT 14 CLINIC

KANYAMAZANE CHC

MKHONDO TOWN CLINIC
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INTRODUCTION
There is now less than a decade to make the goal to eradicate AIDS by 2030 a reality. 
UNAIDS’s scaled up targets to the new 95-95-95 initiative now aims for 95% of 
people living with HIV know their HIV status; 95% of people who know their status 
on treatment; and 95% of people on treatment to have suppressed viral loads.

1.  https://www.thembisa.org/ 

The latest figures in Mpumalanga show that 90% know their 
status, out of which only 71% are on antiretroviral therapy 
(ART), out of which 91% are virally suppressed. This translates 
to 64% of all people living with HIV receiving ART in the 
province and 58% of all people living with HIV being virally 
suppressed1. This points to a major challenge with regard 
to ART continuity and long term adherence on treatment. 

One major reason for the failures in reaching 95-95-95 is the 
poor quality of HIV services available in the public sector. 
Poor HIV outcomes can be directly linked back to gaps in 
service delivery and poor quality public health services. Two 
years ago, in May 2019, the National Department of Health 
announced a slate of policy changes in a circular to remove 
barriers to care and support accountability of health workers 
(see Appendix 1) — however the reality is that, still two years 
later, this directive has not been enacted by many facilities. 

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. A 
health crisis only worsened by the onset of COVID-19. 

The Mpumalanga State of Health report takes a detailed look 
at the challenges people living with HIV face in the province. 
The report focuses on the following critical themes: shortages 
of staff and long waiting times; infrastructural challenges; 
stockouts and shortages of medicines; challenges with long 
term ART adherence; tracing and re-engaging people living 
with HIV in care; challenges specific for key populations; 
ensuring the safety and confidentiality of index testing; poor 
TB infection control, and the dysfunction of clinic committees. 

EHLANZENI

GERT SIBANDE

NKANGALA
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1. Staffing + waiting times

1a. Staffing 

92.7%  of facility managers say their facilities 
don’t have enough staff

70.4%  of patients say there is not always 
enough staff at facilities

Recommendations: 

 + The Mpumalanga Department of Health should release 
the provincial human resource for health plan by end 
June 2021. This plan should include a comprehensive 
list of current vacancies. 

 + In 2021, all vacancies must be filled and increased 
resources for staff must be prioritised

 + An audit into further gaps in staffing should be 
undertaken in order to develop a turnaround strategy 
by end August 2021 to prioritise staffing needs for the 
next financial year. 

Insufficient human resources is a major problem in 
Mpumalanga — a problem that undermines the quality 
of healthcare services provided in the province. Lack of 
sufficient numbers of nurses, doctors, community healthcare 
workers, pharmacists, linkage officers, and others are a key 
to understanding poor outcomes for people living with 
HIV and TB in the province. 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 of Mpumalanga Ritshidze sites found that only 
7.3% of the facility managers reported that they have enough 
clinical and non-clinical staff at the facility to meet the needs of 
patients. This varied across districts with 5.6% for Gert Sibande, 
0% in Nkangala and 10% in Ehlanzeni. According to patients, 
only 29% of the 800 interviewed considered there was always 
enough staff at the facility. This varied across districts with 35% 
in Gert Sibande, only 3% in Nkangala, and 29.1% in Ehlanzeni.

According to facility managers, the most commonly 
understaffed cadres were data capturers, professional nurses, 
pharmacists, and enrolled nurses (see figure below). 16 
facility managers reported a shortage of cleaners. Both facility 
managers and patients agree — there is a major gap between 
the staffing needed to ensure high quality services and the 
staff present each day in the clinics in much of the province. 

Community Healthcare Workers (CHWs) have long been 
recognised as an integral health human resource, playing a role 

in the HIV/AIDS response, TB response and most recently, being 
deployed to the frontline for COVID-19 community screening.

All facilities visited by Ritshidze reported having Community 
Healthcare Workers (CHWs) based at the clinic. The two 
exceptions are Secunda Clinic in Gert Sibande and Hazyview 
Clinic in Ehlanzeni who reported no CHWs at all. Defaulter 
tracer and TB contact tracing are the most recurrent roles 
played by the CHWs. Despite the presence of CHWs, there 
are significant challenges getting what is needed from 
CHWs to help improve people’s health. The majority of 
Facility Managers (76.3%) 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 
(total responses: 8), 3 Facility Managers considered this 
transportation reliable. This means that across Mpumalanga, 
only 42.9% of facilities report having CHWs based at the 
facility who have reliable transportation to the field. 

Further challenges faced by CHWs include limited access 
to personal protective equipment (PPE). One community 
healthcare worker told us: “When we are at work doing 
screening it is not safe because sometimes we are not given 
masks. Like this week we had to use our own masks. They 
only give us one N95 surgical mask per week. It does not 
sit well with me as I can imagine that some community 
healthcare workers do not wash their masks”.

Worst performing sites by patient responses for “Are there enough staff at the facility?” in April to May 2021

Which Cadres are understaffed?
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1b. Waiting Times

4:41 hours was the average reported 
waiting time by patients

85 was the average number of patients 
waiting to receive clinical services 

23% of patients felt very unsafe 
waiting for clinic to open

0 non-24 hour clinics were open by 
5am Monday to Friday

Recommendations: 

 + Enforce NDoH circular to open all facilities 
from 5am to 7pm on Monday to Friday 

 + People living with HIV should be able to use 
these extended opening times to pick up their 
medication from facility 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 August 2021.

2.   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. 

Public healthcare users in the province experience long 
waiting times — spending hours at each visit to the 
clinic. This simply does not work well for most people 
— particularly working people and those in school. 
Having people living with HIV spend an extended 
time at a clinic, simply to collect ART refills, increases 
the risk of that person disengaging from care. 

In Mpumalanga healthcare users reported that they spent an 
average of 4:41 hours waiting in the facility, with an average 
at six hours or more at 2 of those clinics, and an average of 
seven hours or more at 2 clinics2. This is a very long time to 
spend at a facility in which patients are usually only seen for 
a very short visit. There is some variation between clinics and 
districts — for example patients spent an average of 4:20 
hrs. in Gert Sibande, 5:13 hrs, in Ehlanzeni and 4:53 hrs. in 
Nkangala — but waiting times are long across the board.  

Ritshidze Community Monitors completed 46 clinic 
observations in quarter 3, finding that on average 
85 patients were observed waiting for services (the 
number of patients ranged from 8-250 and the 
information was collected by the Ritshidze team 
around 10am). At the 12 clinics shown in the table 
below, more than 100 patients were observed 
waiting to be seen at around 10am at each clinic.

Clinics with 100 or more patients waiting to be seen in April and May 2021

Patients begin queuing early in the morning in an attempt 
to get seen more quickly — often so they can make it to 
work or to take care of their children. Whilst the clinics 

usually open at 7am, at many clinics patients start arriving 
at 5am, even before sunrise, in hopes of being seen early. 

BEATTY CLINIC SIPHOSENTSIMBI CHC
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Mpumalanga clinics with the earliest patient arrival times in April and May 2021

Meanwhile, whilst they were pushed to arrive early, 
patients felt unsafe. Of 204 people who arrived before 

the clinic opened, 37% reported feeling “very unsafe” 
or “unsafe” whilst waiting for the clinic to be open.

Worst performing sites in April and May 2021: “How safe do you feel waiting for the clinic to open?”

66% of patients interviewed in the province believe the 
queues at the facility are long (66% in Gert Sibande, 96% 
Nkangala, 61% Ehlanzeni). The most frequent reason provided 
by patients for the long queues is that “there is not enough 
staff” (52%), and that “staff take long breaks” (20.5%).

Taken together — long waiting times and the need 
to arrive near dawn in often unsafe conditions 
— it is little wonder that many patients are 
unable to sustain HIV, TB, and other care.

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” — most facilities in the 
province have not implemented this directive. Patients at 
no non-24-hour site monitored reported opening times 
from 5am Monday to Friday. Patients at all 4 non-24-
hour sites opening on Saturday reported opening times 
before 8am on Saturday as per the circular directive.

Other reasons given for long queues

KABOKWENI  CLINIC ERMELO TOWN CLINIC

RITSHIDZE MPUMALANGA – STATE OF HEALTH – MAY 2021 9



CASE STUDY

Mboniseni* remembers what he was feeling six years ago when he arrived 
at the clinic closest to his home in Gert Sibande district in Mpumalanga. He 
was so ill his wife literally had to carry him into the facility, he says.
“My knees and my legs were swollen and sore and I couldn’t walk.  I was very sick back then,” he says in isiZulu, speaking 
through an interpreter.

And on that day he didn’t even get any help. He was turned away by clinic staff who told him to go somewhere else because 
they said he was too ill for them to assist.

“I was so heartbroken and disappointed that they didn’t want to help me even when I was at my weakest,” says the 41-year-old.

He was unemployed at the time but eventually raised enough taxi fare to get to the Kempville Clinic. There he was diagnosed 
as HIV positive and initiated on treatment. ARVs saved his life, he says.

He says today he’s strong and in good health. He’s also been able to stick to his treatment programme and his viral load is low 
and stable enough for him to be part of the CCMDD (Central Chronic Medicine Dispensing and Distribution) system. It means 
he can pick up his medicines from his local supermarket and cut back on dreaded clinic visits. He counts himself lucky too that 
in the past six years there’s only been one stock-out at the clinic that he can remember.

However, even as things have run smoothly, Mboniseni still has to return to the clinic currently at four-monthly cycles for a 
check-up and script renewal. Each time it’s an experience he absolutely loathes.

“We come there early. I wake up at 4.45am to make sure I get into the queue early. It costs me R24 in taxi fare for a return 
trip and when we get there we have to wait outside even if it’s raining, windy, cold or even when it’s very hot – there is no 
shelter. You also have to stand, because there are no chairs for patients,” he says.

The long wait is frustrating, but Mboniseni says it’s the way in which the nurses work that is more upsetting. He says they 
separate HIV patients from other patients without any discretion or respect for patients’ privacy. 

“They expose you like this without my consent; they don’t treat us with dignity. They also give us medicines without 
putting them in a packet so everyone knows what medicines you are taking and everyone knows that you are HIV positive,” 
he says. 

He says it makes him angry that nurses have bad attitudes and many don’t seem committed to their work, never mind to 
the welfare and wellbeing of their patients.

“They say they open at 8am but by 9am the first patients are still not seen and then we see them on a tea break even when 
the queues are very long, they don’t care about us.

“For now the one thing I am happy about is that I am healthy and everything is okay so that I can pick up my medicines at 
the shops because I tell you every time I’m at that clinic it makes me lose hope.”

* Identity withheld

Non-24 hour clinics reported opening times from Monday to Friday in April and May 2021
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CASE STUDY

When Ayanda* was 23-year-old and pregnant. She knew her life was going 
to change forever. What she didn’t expect though was that a diagnosis of 
being HIV positive was also going to turn her world upside down.
“I found out when I went to the clinic for a check-up for the baby that I was HIV positive,” she remembers of that day eight years ago.

The Emthonjeni clinic is not far from her home in Ermelo and the nursing staff gave her the counselling she needed to process her 
diagnosis and help start her on treatment immediately.

“It was scary at first because you know that you will be taking this medication every day, life-long. I also didn’t know how to tell my 
mother. I’m her only child and I knew she would be worried,” she says.

Ayanda though says as the weeks passed she came to make peace with her status. It gave her the confidence to reach out to other 
people living with HIV who could relate and help allay her fears and worries. She was after all in her early twenties, about to become 
a mother and had to deal with being HIV positive. As she armed herself with more knowledge and grew her networks of support 
she says she learnt “the truth is you can manage your status”.

Over the past eight years she has become stable on her medicines. Right now she only needs to go to the clinic every three to six 
months and picks up her medicines at her supermarket.

She says it can take her just 15 minutes to collect and go – it’s a far cry from a clinic visit.

“You go to the clinic very early; sometimes I wake up by 4am because I’m not sleeping anyway because I’m stressed about the clinic 
visit. You have to get to the clinic before the doors open at 7.30am. But then you find you sitting there and it’s 10am, and then it’s 
11am and you’re still waiting and then it’s 12 noon and you’re still there – there’s something not right with that,” she says.

Ayanda has to take a day off work when she has a clinic visit. She adds: “Right now my bosses are okay with that, but I don’t know 
how long they’ll put up with it”.

Ayanda believes that if the clinic visits weren’t such a time waster and such a frustration more people would stick to their treatment 
programmes and get to where she’s at: an undetectable viral load.

She says it’s difficult to truly understand why clinics queues are long and why staff seem to work slowly and inefficiently. But she 
says: “The nurses are usually three in a consultation room at Emthonjeni and a consultation that should take a maximum 20 minutes 
can take 30 or 35 minutes – I don’t know what they’re doing in there in-between patients; maybe gossiping or taking a break.”

Clinic efficiency is at the heart of making people better patients and more responsible for adherence, she insists.

“When people realise that they can do it, that they can be on ARVs and have a normal life then they will change their mentality. They 
will start to talk to their families and find support.

“Like now my mom knows my status, my partner knows – sometimes it’s them who remind me to take my medicine and it’s what 
helps keep me as strong as an ox,” she says with a laugh.

*Identity withheld

MANZINI CLINIC
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1c. Filing Systems

21.7% of clinics had filing systems in bad 
condition

8 clinics do not have enough space  
for filing systems

Recommendations:

 + 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 
August 2021 to resolve these problems. 

“After waiting from 5am when you enter the clinic you will 
still wait a long time. The clinic closes at 4pm. Perhaps 
you get help at 3.30pm, even though you arrived at 5am. 

The clinic is not crowded so I don’t understand what is 
happening. Sometimes there are delays getting our files. 
Sometimes you don’t get a file at all and are told it is lost. 
Once my file was missing. They opened a new file for me. 
It’s not nice going to the clinic. When it’s your date you 
are so unhappy.” *Identity withheld, Emthonjeni Clinic

Functional filing systems must be in place and maintained 
to ensure that files can be open and retrieved in the shortest 
possible time to reduce waiting times. Files should also 
be stored in a space that is confidential so that patients 
cannot access or view other people’s files. However, at 
many facilities, poor filing systems and/or lost files or cards 
were also observed or reported on by healthcare users. 
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.”

Ritshidze Community Monitors reported that in Mpumalanga 
out of 41 facilities observed, 32 facilities (78%) had filing 
systems in good condition, whilst 9 facilities (22%) had 
filing systems in bad condition. The main challenge found 
is that the space for filing the system is too small.

Facilities with filing systems in bad condition in April and May 2021

BUFFELSPRUIT CHC

12



THEMBALETHU CHC BETHAL TOWN CLINIC COTTONDALE CLINIC

EMTHONJENI CLINIC EMBALENHLE EXT14 CLINIC EMBALENHLE EXT14 CLINIC

NHLAZATSHE CLINIC EMTHONJENI CLINIC THEMBALETHU  CHC
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2. Infrastructure

23.9% of clinics in  
bad condition

88% of clinics do not have  
enough space

60% of clinic toilets in  
bad condition

Recommendations: 

 + Clinic cleanliness must be improved — all clinics must 
have adequate numbers of cleaners to ensure clean 
facilities and toilets. 

 + The Mpumalanga 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. 

According to observations by Ritshidze, 23.9% of clinics 
monitored in Mpumalanga are in bad condition, with 
variation across provinces with 36.8% in bad condition in 
Gert Sibande, 20% in Nkangala, and 13.6% in Ehlanzeni.  

Facilities observed to be in a bad condition in April and May 2021

Out of 42 responses, 88% of the Facility Managers we 
spoke to reported needing more space to meet patient 
needs, with 72.2% in Gert Sibande, 100% in Ehlanzeni, 

100% in Nkangala. Waiting space, rooms for medical 
care, and space for filing were the most common 
things Facility Managers needed extra space for.  

Facility Manager responses on “what do you need more space for” per district in April and May 2021

In terms of clinic cleanliness, most patients reported 
that clinics were clean. However, 8.2% of patients 

reported clinics being “very dirty” or “dirty”. 

Worst performing clinics on “How Clean is the Facility?” in April and May 2021

Toilet cleanliness also remains a significant problem. 
60% of Ritshidze observations found that toilets were 
in bad condition, with little variation amongst districts, 

with 63.2% of toilets in bad condition in Gert Sibande, 
60% in Nkangala, and 54.5% in Ehlanzeni. No soap 
and no toilet paper were the biggest concerns.
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Clinics with toilets in bad condition in April and May 2021

What do you need more space for? Conecerns with the condition of the toilets:

SIPHOSENTSIMBI CHC NAAS CHC EMTHONJENI CLINIC
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3. Stockouts + shortages of medicines

10.7% of patients left clinic without  
the medicines they needed

39.5% of facilities had shortages  
in contraceptives

39.5% of facilities had shortages  
in ARVs

Recommendations: 

 + 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. 

Stockouts and shortages of ARVs, TB medicines, 
contraceptives and other medicines cause disruption, 
confusion, cost, and can detrimentally affect treatment 
adherence. Ritshidze monitoring reveals ongoing complaints 
regarding stockouts and shortages of medicines and medical 
tools at sites across the province. Across clinics, 10.7% of 
people left, or knew someone who left, a clinic without the 
medication that they needed. 

Clinics with two or more reports of people leaving without the medicines they need in April and May 2021

There were 38 reports of HIV medicine stockouts and 32 
patient reports of contraception stockouts in addition to 
vaccines, TB medicines, and pregnancy tests. The most 
common category of stockout by Facility Managers 
were HIV medicines and contraceptives, with 17 clinics 
reporting a stockout or shortage of HIV medicines 
and 17 clinics reporting a stockout of contraceptives. 
The most common HIV medication stockouts were for 
1st line FDC and lopinavir/ritonavir. The contraceptive 
injection is the most out of stock contraceptive reported 
by the patients and facility managers interviewed.

Of the clinics that experienced a stockout or shortage as 
reported by the Facility Manager — 9.5% were forced to 
send people away empty handed, 35.7% gave patients 
a shorter supply, and 50% gave them an alternative.

In the past 3 months, did any patient leave 
your facility without the medicine they 
needed due to a stock out or shortage?
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HIV medicine stockouts and/or shortages reported by Facility Managers in April and May 2021

Contraceptive stockouts and/or shortages reported by Facility Managers in April and May 2021

PHOLA-NZIKASI CHC THEMBALETHU CHC
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KANYAMAZANE CHC

EMBALENHILE EXT.14 CLINIC

LANGVERWACHT EXT14 CLINIC
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4. ART Continuity

4a. Multi month dispensing

10.3% of PLHIV received one month or less 
supply of ARVs

52.1% of PLHIV received two months supply 
of ARVs

37.6% of PLHIV received three months supply 
of ARVs

Recommendations: 

 + Extend and implement ARV refills to 3 to 6 month 
supply for all eligible patients. 

 + Retain the government gazetted 12 month ART 
scripting & implement the March 2020 revised Standard 
Operating Procedures (SOPs) on repeat prescription 
collection strategies with fidelity.

The revised National Adherence Guidelines Standard 
Operating Procedures (SOPs) note that time constraints 
represent a challenge to many patients and that efforts 
should be made to support patients with suppressed 
viral loads to receive extended refills and/or enrollment 
in a repeat prescription strategy. Implementing this SOP 
is vital to supporting improved long term adherence.

Ritshidze data reveals that 52.1% of PLHIV reported 
receiving 2 month ART refills. Positively 37.6% of PLHIV 

reported 3 month ART refills which is very promising as 
we move towards longer multi month dispensing. 

However, 10.3% of PLHIV still reported refills of 1 month or 
less. This is worrying during the period of COVID-19 when 
refills should be longer to ensure PLHIV can make less trips 
to the clinic. The table below outlines the clinics with the 
highest reports of 1 month supply, mostly in Gert Sibande, 
that should be looked into to assess whether this is an 
issue related to sufficient stock, or other clinical reasons. 

Clinics with 4 or more reports of 1 month supply in April and May 2021

Whilst we recognise that progress is being made, there is still a 
way to go. Whilst 61.9% of Ritshidze respondents still received 
refills of less than 3 months, only 23% of PEPFAR supported 
clients in other countries had refills of less than three months. 

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 refills. Yet in Mpumalanga, we 
reported only 0.5% of PLHIV reported receiving 6 months supply.

Length of HIV medicine refill?
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4b. Adherence clubs

Many reports of adherence clubs being 
suspended in COVID-19

75.8% of PLHIV were not aware of any  
clubs at the facility 

Recommendations: 

 + The department and District Support Partners 
(DSPs) should discuss strategies with Ritshidze 
and the PLHIV Sector on ways to restart adherence 
clubs safely during COVID-19 (including options for 
making clubs smaller in size, meeting outside etc.)  

 + PEPFAR should carry out an audit into the 
functionality of adherence clubs together 
with the PLHIV sector. Where clubs do not 
meet quality standards outlined in this 
report, urgently improve quality.

 + The department and District Support Partners 
(DSPs) should scale up facility and community 
based adherence clubs so that there are clubs 
available at all clinics and that 20% of eligible 
PLHIV are voluntarily decanted into this model.

Adherence clubs should simplify and adapt HIV services 
across the HIV cascade, in ways that both serve the needs 
of PLHIV better and reduce unnecessary burdens on the 
health system. 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 currently many 
adherence clubs have been suspended due to the COVID-19 
pandemic, and so we were unable to gather more data to 
identify challenges in the implementation of the clubs. 

There was low awareness of clubs, potentially worsened 
by the suspension of services. 75.8% of PLHIV we 
spoke to were not aware of any clubs at the facility. 
This was high across the districts — 67.2% in Gert 
Sibande, 81.3% in Ehlanzeni and 88.1% in Nkangala.

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. Rather the department and district support 
partners should develop strategies for restarting clubs, whilst 
maintaining the safety of club members during the pandemic. 

If not in an adherence club already, are 
you aware of them at this 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. Adherence club 
facilitators should preferably be living with HIV; 

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

 + To qualify for the adherence club, patients must be stable 
(6-months on treatment, evidence of treatment success); 

 + Annually, members will go to the clinic for a quality 
clinical check up (including viral load test); 

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

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

 + Diabetes and hypertension screening and 
treatment is incorporated within 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 need to follow; 

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

 + All club members should understand the function of the 
club and why they have been decanted to the model.
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4c. Treatment + viral load literacy 

96.6% of PLHIV had a viral load test in the last 
year

76.9% of PLHIV said that a healthcare provider 
had  explained the results

82% agreed that having an undetectable viral 
load means treatment is working well

60.6% agreed that having an undetectable viral 
load means a person is not infectious

Recommendations:

 + Healthcare workers — including DoH staff, 
implementing partner staff and community healthcare 
workers — provide accurate and easily understandable 
information on treatment adherence and the 
importance of an undetectable viral load when talking 
to PLHIV, through consultations, counselling and health 
talks at clinics. 

 + Viral load test results should be properly explained to 
all PLHIV in a timely manner.

Treatment literacy improves linkage and retention rates 
as people understand the importance of starting and 
remaining on treatment effectively. By becoming as informed 
as possible, people living with HIV are empowered to 
take control of their own health and sex lives. However, 
Ritshidze monitoring revealed major gaps in knowledge 
about what an undetectable viral load test means. 

Most (96.6%) PLHIV we spoke to had gotten a viral load 
test in the last year, yet only 70.5% of participants living 
with HIV reported that they knew their viral load.

82% agreed with the statement; “having an undetectable 
viral load means the treatment is working well” and only 
60.6% agreed with the statement “having an undetectable 
viral load means a person is not infectious.” In Gert Sibande 
knowledge that an undetectable viral load means a person 
cannot transmit HIV was lowest at 47.9% followed by Ehlanzeni 
at 35.3%, then Nkangala at 20%. Only 76.9% of PLHIV said 
that a healthcare provider had explained the results. 

This means that just over a quarter of PLHIV have had the results 
of their viral load tests explained and even those PLHIV who 
have their viral load in hand do not have the information they 
need to use this information effectively — undermining a major 
source of motivation and empowerment for PLHIV. These results 
show that treatment literacy is not being adequately provided.

Do patients know their viral load?

Treatment literacy: Do patients understand 
viral load and their health?

Treatment literacy: Do patients understand 
viral load and transmission?

THEMBALETHU CHCLILLYDALE CLINIC
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5. Tracing + re-engaging people living with HIV in care

5a. Tracing

9% of PLHIV who had missed an appointment report 
that they were not contacted by the clinic

22% of clinics say that Linkage Officers do not 
have enough phones

33% of clinics say that CHWs do not have access 
to transport

Recommendations:

 + All protocols must be routinely followed when 
someone misses an appointment including SMS, phone 
calls, home visit, at 100% PEPFAR supported sites. 

 + Investigate any sites where there are reports of PLHIV 
not being contacted by the facility after a missed 
appointment to ensure protocols are being followed.

 + The department — in conjunction with PEPFAR District 
Support Partners (DSPs) should work to ensure that 
CHWs have access to reliable transport to effectively 
trace PLHIV who have disengaged from care. 

 + PEPFAR District Support Partners (DSPs) should work to 
ensure that all linkage officers have access to phones/
airtime/data to be able to effectively call PLHIV who 
miss appointments

Sometimes people who miss appointments are not contacted. 
Out of 497 responses, just under half (48.7%) of PLHIV 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 22 PLHIV report not being 
contacted at all. The following clinics had two or more reports 
of PLHIV not being contacted that should be investigated: 
Embalenhle CHC, Nelspruit CHC, Lebohang CHC, Amsterdam 
CHC, Langverwacht Ext 14 Clinic, Lillian Mambakazi CHC.

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

The revised National Adherence Guidelines Standard 
Operating Procedures (SOPs) include an SOP on tracing 
outlining a prioritisation order for tracing and recall, including 
ensuring that patients on the CCMDD system are also traced. 

When patients miss a visit to collect ARVs:

Challenges for linkage officers in finding people: Challenges for to bring patients back into care:

NHLAZATSHE EXT 4 CLINICNHLAZATSHE EXT 4 CLINIC
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5b. Staff attitudes

Only 48.7% of patients thought 
that the staff were 

always friendly and professional

32 PLHIV from 11 clinics say they are 
sent to the back of the queue 

if they miss an appointment

Recommendations:

 + 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. 

 + The department should address all issues of staff 
attitude that lead to PLHIV stopping treatment or 
disengaging from care including by investigating all 
allegations made with regard to health personnel 
failures – including neglect and bad attitudes. 

 + Following this investigation disciplinary action should 
be taken where appropriate and compensation be paid 
out to victims of neglect or ill-treatment. 

 + Often 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. 

People living with HIV lead complicated lives and may 
well miss appointments and even miss taking some pills. 
When they do, meeting them with support when they 
return to the clinic helps ensure long term adherence. 
But people living with HIV who return to the clinic and 
are treated badly, or who fear they will be, will often not 
come back — even if that means stopping treatment 
altogether. Data from Ritshidze suggests that this poor 
treatment and unwelcoming environment is a significant 
reason for people living with HIV to disengage from care.

Staff attitude remains a major barrier in quarter 3 
monitoring — reports of staff reactions to patients 
who missed a facility visit for ARV collection were often 
unwelcoming, unempathetic, or at worst objective 
human rights violations. Across clinics, out of 798 
patient responses, only 48.7% of patients thought that 
the staff were always friendly and professional. 

Worst performing sites in April and May 2021: “Are the staff friendly and professional?”

Positively, 114 PLHIV said that staff were welcoming when 
they came to collect ARVs even if they had previously 
missed a visit. However, 32 PLHIV said that if you miss 
an appointment to collect ARVs you are sent to the back 
of the queue next time you come in. Reports of being 
sent to the back of the queue came from: Lebohang 
CHC, Langverwacht Ext 14 Clinic, Embalenhle CHC, 

Paulina Morapeli CHC, Ethandakukhanya Clinic, Mkhondo 
Town Clinic, Bhuga CHC, Thembalethu CHC, Secunda 
Clinic, Nhlazatshe 6 Clinic, Lillian Mambakazi CHC

Another 10 PLHIV reported that when you return to the 
clinic you are reprimanded for missing a visit. Reports of 
being reprimanded came from: Piet Retief Clinic, Bethal 
Town Clinic, Lillian Mambakazi CHC, Nhlazatshe 6 Clinic, 
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CASE STUDY

When a burning rash started appearing under her breasts and across her waist Dora 
knew she was experiencing side-effects from the change in her ARV medication.
“I told them at the clinic that the new medicine they were giving me was giving me these problems, but when I went to collect 
my medicines at my pick-up point I saw that it was still the same medicine that’s been given me these problems,” Dora says.

She hasn’t opened the new boxes of pills at all; instead she’s taking some of the leftover tablets 
from the brand she was previously prescribed, hoping that the pills will last till she has to get 
back to the Gutshwa Clinic, in Kabokweni, Mpumalanga for her next appointment.

“I want them just to listen to the patients – it’s like they don’t even care what I’m 
telling them,” she says in isiZulu, speaking through an interpreter.

Dora says things have been deteriorating at the clinic that she’s used for the past five years. She was 
diagnosed there five years ago when she was pregnant with the youngest of her four children.

She remembers that she took the HIV diagnosis lightly and accepted that she would have to start on the 
medication to save her life and to protect her baby. She also points out that she wasn’t given any counselling 
or support to understand her diagnosis, treatment regime and how it would impact her life.

Since then she says she frequently hears complaints about Gutshwa Clinic. A small mercy for her 
right now, she says, is that she currently only has to visit about every three months for a check-up 
and for the rest of the time she can collect her medicines from an external pick-up point.

It means she doesn’t have to suffer the bad staff attitudes at Gutshwa and the bad service that sees 
patients go unattended for long hours. Dora recalls one time she had to visit the clinic because of 
severe pain in her leg and even then she had to wait up to three hours before seeing a nurse.

“The nurses will walk up and down and just stare at the patients but they don’t give us services. Then 
you will see them chit-chatting and looking at things on their phones. I think they also take long tea 
breaks because they will disappear and only come back maybe an hour later,” she says.

But Dora says it’s difficult to speak out and to protest against the bad service. She says staff shout at patients. It scares 
people into thinking that if they complain they will not be taken seriously, or worse, they will be victimised.  

Dora adds that clinic toilets are also in an awful state at the clinic. They’re broken a lot of the time. She 
says there are only two toilets for all the patients and there’s never toilet paper for patients. Because the 
toilets don’t flush properly they become filthy and unhygienic very quickly too, she points out.

“It’s not nice to go there when you have an appointment. I try to think about it as something that just needs to be done 
and to get it over and done with,” she says about those clinic visit days that couldn’t be over soon enough for her.  

Paulina Morapeli CHC, Embalenhle CHC, and Beatty 
Clinic. Only 12 PLHIV reported that staff will provide 
counseling on adherence if you return to the clinic.

It is critical that PLHIV who interrupt treatment 
are supported to re-engage in care. It is essential 
to support this reengagement by reducing or 
removing health system barriers to being retained 
in care. The revised National Adherence Guidelines 
SOPs include a new SOP, “SOP 9 Re-engagement in 
care”. The guiding principles of this SOP describe 
how staff should be friendly and welcoming and 
acknowledge the challenge for life-long adherence. 

When a patient misses a visit, what happens the 
next time the patients come to collect ARVs?

KANYAMAZANE CHC
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5c. Psychosocial support

26.6% of PLHIV do not have 
access to 

psychosocial support, or do not know if it is available

Recommendations:

 + A package of psychosocial support should be 
available that includes provision of individualised 
counseling to patients; peer-led patient navigators 
acting as a bridge between clinicians and patients; 
mapped networks of referral services; optional 
support groups, and food parcels.

 + All PLHIV are able to access psychosocial 
support at any time whether newly initiated or 
to support long term retention—and any PLHIV 
who misses an appointment or is returning into 
care should be offered psychosocial support.

Psychosocial support is a critical element to ensure long term 
retention and viral suppression and to prevent treatment 
interruptions. As we know, there continues to be a high number 
of people disengaging from care and there have been a number 
of losses in the past few years of people becoming treatment 
fatigued, stopping ARVs, and passing away. Ritshidze data 
shows that more than a quarter of PLHIV do not have access 
to psychosocial support, or do not know if it is available.

Worst performing facilities: “Is Psycho-Social Counseling Available for PLHIV?”  in April and May 2021

Life long treatment is a lifetime commitment and “pill 
fatigue” is to be expected. When PLHIV disengage from 
treatment for any reason clinicians need to be sensitised 
and attempt to expect and normalise treatment 
interruption, this way the narrative between PLHIV and 
clinician will be less punitive and more supportive. 

Socio-structural factors such as programme 
characteristics, transportation, poverty, work/child 
care responsibilities, and social relations are also 
major determinants of retention in care, and therefore 

interventions to improve continuity of treatment 
should focus on implementation strategies that view 
the patient holistically including psychosocial support 
and put them at the centre of every intervention. 

However, full packages of psycho-social services are not 
available at every clinic. A full package of services should 
include: provision of individualised counseling to patients; 
peer-led patient navigators acting as a bridge between 
clinicians and patients; mapped networks of referral 
services; optional support groups, and food parcels.

PLHIV responses on what psychosocial support is available in April and May 2021

Is psychosocial counseling avialable for PLHIV?
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6. Index testing

20.3% of PLHIV did not think they were 
allowed to refuse to give the names 

of their sexual partners for index testing

89.7% of clinics always screen clients for 
intimate partner violence

48.6% of clinics trace all contacts regardless of 
reports of violence reported violence 

Recommendations:

 + Before contacting the sexual partners of PLHIV, all 
healthcare providers ask if the individual’s partners 
have ever been violent and record the answer to this 
question. No contacts who have ever been violent or 
are at risk of being violent should ever be contacted 
in order to protect the individual and other sexual 
partners the contact may have that are unknown. 

 + After contacting the contacts, healthcare providers 
must follow-up with the individual after a reasonable 
period (1-2 months) to assess whether there were 
any adverse events - including but not limited to 
violence, disclosure of HIV status, dissolution of 
the relationship, loss of housing, or loss of financial 
support - and refer them to the IPV centre or other 
support services if the answer is yes. Data on such 
occurrences must be shared by the implementing 
partners with PEPFAR and civil society. 

 + Prior to (re-)implementing index testing in any 
facility, there are adequate IPV services available for 
PLHIV at the facility or by referral and all PLHIV who 
are screened should be offered this information. 
Referrals must be actively tracked to ensure individuals 
access them and referral sites have adequate 
capacity to provide services to the individual. 

 + All implementing partners and health care workers 
understand that index testing is always voluntary, for 
both sexual contacts and children, where individuals 
are not required to give the names of their sexual 
partners or children if they don’t want to, and 
this is explained to all PLHIV. No index testing will 
occur without the informed consent of a PLHIV. 

 + All adverse events are monitored through a proactive 
adverse event monitoring system capable of 
identifying and providing services to individuals 
harmed by index testing. Comment boxes and other 
passive systems are necessary but inadequate. 

 + Index testing will not continue at the facility 
for any population where an implementing 
partner cannot meet these demands.

All facilities monitored through Ritshidze report engaging 
in index testing. Whilst index testing has the ability to help 
identify individuals who may have been exposed to HIV earlier, 
thereby protecting their health and interrupting onward 
transmission of HIV, if implemented in ways that cause harm to 
individuals, undermine their rights to consent, privacy, safety 

and confidentiality, it erodes communities’ trust of healthcare 
providers. This is extremely important in the context of South 
Africa where, prior to COVID-19, the country faced a well-
documented epidemic of gender-based violence (GBV). 

The most recent South African Demographic and Health 
Survey (DHS) reports that more than a quarter (26%) of ever 
partnered South African women have experienced some type 
of physical, sexual, or emotional violence by a partner. Evidence 
shows that HIV diagnosis is an increased risk factor for violence 
and improperly conducted or pressured participation in index 
testing exacerbates these risks. Given this, activists have been 
raising multiple concerns about the index testing programme

Data from Ritshidze monitoring in quarter 1 show that 
of 735 PLHIV, 56.9% 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 the 735 who were asked 
to disclose their contacts, 20.3% reported that they did 
not think they were allowed to “say no” or refuse to give 
the names of their sexual partners — this is particularly 
bad in Nkangala where 50% of index testingparticipants 
we spoke to were not informed they could say no.

We are also concerned that screening protocols are not 
always being followed. Data from Ritshidze shows that 
only 89.7% of Facility Managers say that they always 
screen clients for intimate partner violence (IPV) as part 
of their index testing protocol. Further, half of the Facility 
Managers (48.6%) 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 25.7% said that they either don’t trace any contacts 
or don’t trace the contacts for which there was reported 
violence for HIV testing. What is the point of the IPV screen 
if contacts are just notified of their exposure anyway?

The concerns regarding contacting partners who have 
screened positive for IPV must also extend to other 
partners that the contact may have. Even if the index 
client’s individual belief is that they are no longer in 
danger from the contact, that contact may have other 
partners who index testing may put at risk if contacted.

Did a health worker tell you you can refuse 
to participate in index testing?
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Facility responses: “in cases of violence from a sexual partner, what do you do with 
the contact information of the sexual partner?” in April and May 2021

Screening for IPV without adequate IPV services to 
respond to a client’s ‘positive’ screen is dangerous 
and unethical. Ritshidze found that the majority 
of Facility Managers (40%) said that if a client 
screened positive for violence that they offered 
then IPV services on site, and (42.2%) said they 
are referred for services. However, 13.3% (n=6 
facilities) said that they do not offer anything. These 
facilities include: Kanyamazane CHC, Nkwalini 
Clinic, Nelspruit CHC, Naas CHC, Amsterdam 
CHC. It is particularly concerning that large CHCs 
are stating they do not offer any IPV services. 

In case of violence from a sexual partner, what do you 
do with the contact information of the sexual partner?

LANGVERWACHT EXT14 CLINIC
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7. Key Populations 

Only 7 facilities offer sex  
workers lubricant

Only 8 facilities offer MSM friendly  
HIV testing and counselling

Only 1 facility offers hormone therapy  
for trans people

0 facilities offer specific services for 
people who use drugs 

Recommendations:

 + 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).

 + 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.

One major barrier to HIV prevention and treatment services 
for key populations (KP) is being discriminated against at 
the facility. Staff must be sensitised at primary healthcare 
facilities — the entry point for most KPs to access HIV, TB 
and other health services — to provide KP friendly services. 
Ritshidze interviews with KPs highlight the discrimination 
that many key populations face when trying to access HIV, 
TB and other healthcare services, leading to some KPs from 
not accessing services or disengaging from care altogether.

“The attitude is not good, 
how they look at us, how they 
talk to us, they even call their 
friends to come see you once 
you say you are a sex worker”

Key populations are disproportionately affected by HIV 
and face many additional challenges in accessing HIV 
prevention, testing and treatment services than the general 
population. It is therefore critical that key populations 
can access specific services to meet their specific needs. 
Catering to the specific needs of each KP (including 
men who have sex with men, sex workers, people who 
use drugs, transgender people, and prisoners) can 
increase service acceptability, quality and coverage. 

However, monitoring of Ritshidze sites revealed that a limited 
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 (10), men who have sex with men 
(14), transgender people (12), and people who use drugs (7). 

However, when probed further into the specifics of what 
services are provided, it is apparent that very few facilities 
provide comprehensive key population services — as 
revealed by the graphs below that show the number of 
facilities reporting various specific services. For example; 
out of 10 sites that say they offer sex worker services, only 
2 sites offer outreach services for sex workers and only 7 
sites offer sex workers lubricant. Out of 14 sites that say 
they offer MSM services, only 8 sites offer MSM friendly 
HIV testing and counselling. Out of 12 sites that say 
they offer trans services, only 1 offers hormone therapy. 
Out of 7 sites that say they offer service for people who 
use drugs, none actually offer any specific services. 

Ritshidze data collected through interviews with 
key populations confirmed the unavailability and 
inaccessibility of certain services. For example, one 
person told us that “They will just give you condoms, 
contraceptives and lubricant, but sometimes they will 
tell you that they don’t have lubricant” and another 
told us “There are services that we need as transgender 
people, like hormonal therapy, that we don’t get”.

Is there specific services for any of 
the following populations?

Specific services for sex workers
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PACKAGE OF 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 

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 

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 
+ Transgender person outreach services 

+ 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 

ALL KPS 
+ Peer educators/navigators at the facility level 

+ Support groups to improve continuity in care

Services provided to MSM Specific services offered to transgender people

NHLAZATSHE CLINIC PHOLA-NZIKASI CHC
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Are there 
posters 

telling you 
to cover 

your mouth 
when 

coughing or 
sneezing? 

Are people who 
are coughing 

separated from 
those who are not? 

How do we know if our clinics have 
good TB infection control?

 RED  3+ questions answered “no”
 YELLOW  1-2 questions answered “no”
 GREEN  0 questions answered “no”

SCORING 
SYSTEM:

Is there enough 
room in the 

waiting area?

Are people who 
cough a lot or who 
may have TB given 

tissues or TB masks?
Are people 

in the facility 
waiting area 

asked if 
they have TB 
symptoms? 

Are you seen 
within 1 hour 
15 minutes of 
arriving at the 

facility? 

Are the 
windows open? 

Our clinics are failing to prevent TB infection!

CLINICS = RED CLINICS = YELLOW CLINICS = GREEN

WWW.RITSHIDZE.ORG.ZA

*Data collected in Mpumalanga in April and May 2021

28 014

MKHONDO TOWN CLINIC
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8. Infection Control

0 clinics were awarded green status for checking all 
six measures on the TB infection control scorecard. 

Only 33% of clinics scored yellow 
status, following about 

half of the best practice measures for infection control. 

67% of clinics surveyed failed altogether at 
meeting the six basic best practices to  

stop the spread of TB.

Recommendations:

 + By end August 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 June 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 August 2021.

Six simple interventions are at the heart of how 
clinics can be part of turning the tide on TB infection 
— a disease that still kills close to 60,000 people a 
year in South Africa, according to the World Health 
Organization (WHO). By following a checklist of good 
practice, clinics can be safer for patients and staff. 

The six measures are: ensuring enough room and space 
for patients to wait without overcrowding; keeping 
windows open; ensuring there are TB information posters 
prominently displayed; reducing clinic waiting times to 
less than an average of an hour and 15 minutes; screening 
all arriving patients for TB symptoms; and separating 
patients who are coughing on arrival at the clinic. 

Previously there was a seventh item on the checklist. 
It was for people who are coughing to be given a 
mask to wear on arrival. However, since the onset 
of COVID-19, everyone has to by law be wearing 
a mask in a public place such as a clinic.

With the checklist in mind, Ritshidze has developed a 
scorecard and a traffic light system to rate clinics on how 
good their TB infection control is. Clinics that adhere to 
all the measures are given a green light, those that are 
on the right track but still off target get a yellow light 
and a red light is given to those that are way off the 
mark on ticking the checklist for the six measures.

In April and May 2021 no clinics were awarded green 
status for checking all six measures on the scorecard.  

Ritshidze scored 14 clinics yellow status; this translates to 
about 33% of the clinics being monitored following about 
half of the best practice measures for infection control. 
This includes Agincourt CHC, Eziweni Clinic, Gutshwa 
Clinic, Kabokweni CHC, Kanyamazane CHC, Lillydale 
Clinic, Msogwaba Clinic, Mthimba Clinic, Nkwalini Clinic, 
Phola-Nzikasi CHC, Ermelo Clinic, Nhlazatshe 6 Clinic, 
Nhlazatshe Clinic, and Thussiville (MN Cindi) Clinic. 

It leaves 28 clinics, or just under 67% of clinics 
surveyed failing altogether at meeting these six 
basic best practices to stop the spread of TB. 

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: 

 + Of 46 observations, only 58.7% community monitors 
reported enough room in the waiting area.

 + Of 800 responses, only 51.8% of patients report that 
staff always ask people in the waiting areas if they have 
TB symptoms (i.e. coughing, fever, recent weight loss).

 + Of 799 responses, only 32.8% of patients 
report that people coughing in waiting areas 
are always separated from other people.

 + Of 46 observations, only 80.4% have visible TB 
infection control posters telling people to cover 
their mouths when coughing or sneezing.

 + Of 434 observations, 89.1% of clinics 
had their windows open. 

Overall, much more needs to be done to ensure that all 
clinics are at the required level for TB infection control. 
For years we have been calling unsuccessfully for certain 
measures to be adopted, only to see key measures made 
quickly possible during the COVID-19 pandemic. If we are 
able to educate people about COVID-19 infection control, 
to ensure the use of masks in clinics, to screen people for 
COVID-19 symptoms on arrival, to ensure the provision of 
COVID-19 posters in all South African languages, then these 
things must be possible for TB as well. South Africa faces a 
choice. We can continue to let people die of preventable TB 
or we can act with urgency and determination to defeat it. 
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Ritshidze Mpumalanga TB infection control survey April-May 2021

District Facility Enough 
room (y/n)

Open 
windows 
(y/n)

TB poster 
(y/n)

Time 
patients 
spend at 
facility 
(pass 
requires 
less than 
1:15)

% of 
patients 
reporting 
being 
asked 
if they 
have TB 
symptoms

% of 
patients 
reporting 
that 
coughing 
patients 
are 
separated

Clinic 
rating

Ehlanzeni Agincourt CHC 100% 100% 100% 03:13 93% 8%

Ehlanzeni Bhuga CHC 0% 100% 100% 02:11 95% 0%

Ehlanzeni Buffelspruit CHC 0% 100% 100% 04:37 30% 0%

Ehlanzeni Eziweni Clinic 0% 100% 100% 04:04 90% 100%

Ehlanzeni Gutshwa Clinic no data no data no data 03:39 94% 6%

Ehlanzeni Hazyview Clinic 0% 100% 100% 04:38 65% 11%

Ehlanzeni Kabokweni CHC 0% 100% 100% 05:00 100% 100%

Ehlanzeni Kanyamazane CHC 0% 100% 100% 04:01 93% 92%

Ehlanzeni Langloop CHC 0% 100% 100% 05:36 10% 10%

Ehlanzeni Lillydale Clinic 100% 100% 100% 05:20 78% 78%

Ehlanzeni Mangweni CHC 0% 100% 100% 07:31 0% 7%

Ehlanzeni Manzini Clinic 100% 100% 100% 05:57 44% 44%

Ehlanzeni Msogwaba Clinic 0% 100% 100% 02:50 100% 62%

Ehlanzeni Mthimba Clinic 100% 100% 100% 04:57 78% 72%

Ehlanzeni Naas CHC 100% 0% 100% 06:39 6% 20%

Ehlanzeni Nelspruit CHC 0% 100% 100% 05:50 50% 0%

Ehlanzeni Nkwalini Clinic 100% 100% 100% 05:46 93% 93%

Ehlanzeni Phola-Nzikasi CHC 100% 100% 0% 05:31 94% 94%

Ehlanzeni Tonga Block C Clinic 0% 100% 100% 07:15 0% 0%

Ehlanzeni White River Clinic 0% 100% 100% 03:41 81% 0%

Gert Sibande Amsterdam CHC 0% 100% 100% 06:12 6% 0%

Gert Sibande Bethal Town Clinic 0% 0% 100% 03:37 25% 29%

Gert Sibande Embalenhle CHC 100% 100% 0% 05:48 22% 24%

Gert Sibande Emthonjeni Clinic 
(Msukaligwa)

0% 100% 0% 04:36 67% 65%

Gert Sibande Ermelo Clinic 100% 100% 0% 05:02 76% 71%

Gert Sibande Ethandakukhanya Clinic 100% 100% 100% 05:39 7% 7%

Gert Sibande Langverwacht Ext 14 Clinic 0% 100% 0% 05:54 26% 10%

Gert Sibande Lebohang CHC 0% 0% 0% 05:26 35% 24%

Gert Sibande Lillian Mambakazi CHC 100% 0% 100% 03:24 31% 8%

Gert Sibande Mkhondo Town Clinic 100% 100% 100% 04:39 12% 19%

Gert Sibande Nhlazatshe 6 Clinic 100% 100% 100% 01:25 94% 94%

Gert Sibande Nhlazatshe Clinic 100% 100% 100% 01:27 100% 88%

Gert Sibande Paulina Morapeli CHC 0% 100% 0% 05:19 72% 52%

Gert Sibande Piet Retief Clinic 0% 100% 100% 04:24 6% 12%

Gert Sibande Sead Clinic 0% 0% 100% 02:17 40% 40%

Gert Sibande Secunda Clinic 100% 100% 0% 04:48 20% 15%

Gert Sibande Thussiville (MN Cindi) Clinic 100% 100% 100% 01:50 100% 81%

Gert Sibande Winifred Maboa CHC 0% 100% 100% 02:58 56% 36%

Nkangala Beatty Clinic 0% 100% 0% 05:25 56% 12%

Nkangala Empumelelweni CHC 100% 100% 100% 05:26 15% 20%

Nkangala Siphosesimbi CHC 0% 100% 100% 05:16 40% 13%

Nkangala Thembalethu CHC 0% 0% 100% 04:38 41% 6%
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MKHONDO TOWN CLINIC

MANZINI CLINIC

MANZINI CLINIC
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9. Clinic Committees 

16 out of 43 facilities have a functional 
clinic committee 

Recommendations:

 + 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 Mpumalanga department of health should 
provide an audit report of the functionality of 
all clinic committees by end August 2021.

 + By end June 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 August 
2021, and an annual review should take place 
of the functionality of each structure by the 
Mpumalanga Department of Health. 

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 
organization 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 
Mpumalanga does not have such legislation and it cannot 
be claimed that clinic committees function effectively 
across all the sites. Of the 43 sites monitored by Ritshidze, 
only 16 have a functional clinic committee. However, in 
other sites, they are not functional. Too many lack a clear 
understanding of their role and responsibility and no 
financial resources are allocated to improve this situation. 

ABOUT THE DATA IN THIS REPORT

Data in this report was collected in 
April and May 2021 (quarter 3). 
The demographics of the 770 healthcare 
users surveyed include: 

+ 92% (712) were people living with HIV 

+ 63% (488) identified as female 

+ 46% (355) were over 25 years of age.

BUFFELSPRUIT CHC
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KABOKWENI CHCEMTHONJENI CLINIC

NKWALINI CLINIC NAAS CHC THEMBALETHU CHC

EMTHONJENI CLINIC SECUNDA CLINIC

NHLAZATSHE CLINIC EMBALENHLE EXT 14 COTTONDALE CLINIC

AGINCOURT CHCEMBALENHLE EXTENSION 4 CHC
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APPENDIX 1
National Department of Health Circular sent in May 2019
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