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INTRODUCTION 

1. On 19 November 2003, the Cabinet publicly announced its approval of the Operational Plan

2. The Minister of Health accepted full responsibility for the development of the Operational Plan.  

3. The critical features of the Operational Plan include the following:

3.1 It recognises the critical role of antiretroviral medicines (ARV) in the treatment of people with HIV;

3.2 It provides for ARV medicines to be made available at public health facilities for the treatment of poor people with HIV/AIDS who cannot afford ARV medicines that are readily available in the private health sector; and 

3.3 It provides for the urgent implementation of the Operational Plan.

4. Table 16.7 at p 247 of the Operational Plan reflected a rollout of treatment which would see total numbers of patients enrolled in the Care Programme it contemplated rise from 265 000 in 2003/2004 to 3 169 368 in 2007/2008.  The plan contemplated that the number of these patients on ARVs would rise from 53 000 in 2003/2004 to 1 001 534 in 2007/2008. 
5. However, at the end of March 2004 and to date, substantially less than 53 000 people are on ARV treatment in the public health sector in South Africa. It is not known how many people have been enrolled in the Care programme.

6. In the President’s State of the Nation address to Parliament on 21 May 2004 he indicated that Government now hopes to reach the target of 53 000 people by March 2005, that is, a one year delay in reaching initial patient targets. 

7. In publishing its decision to adopt the Operational Plan on 19 November 2003, Cabinet further committed Government to establishing “at least one service point in every health district … by the end of the first year of implementation and within a period of five years to provide [access to ARV treatment for] all South Africans”.  On 10 February 2004, the Minister of Health in her response on the debate on the State of Nation Address committed to “achieving the target of a service point in all 53 district and metropolitan councils within one year”.

8. The Minister has publicly confirmed that 27 (or 31) sites are accredited
 to provide ARV treatment. We are in the process of attempting to confirm if these sites have physically commenced with ARV treatment programmes (includes enrolling patients). At the very least, 31 sites should be providing treatment. This is because once a site is accredited, according to the Operational Plan it meets the requirements to commence ARV treatment.

9. In KZN, 12 sites that were accredited early in the year were not given the go ahead to commence treatment until Monday 27 June 2004. The same trend appeared in the in the NC, but fortunately the 3 additional accredited sites have now begun enrolling patients. 

10. In the first six months of monitoring the implementation of the rollout we have attempted to confirm and verify information about site details, commencement dates, patient numbers and budgetary allocations for ARV medicines. 

10.1 TAC and the ALP begun corresponding with provincial health departments as well as the national department of health (NDoH) early in 2004. This process is on-going. 

10.2 In particular, our efforts to assist government to implement its Operational Plan have been formally welcomed by the provincial governments of Gauteng
, Mpumalanga
, the Northern Cape
 and informally welcomed by the provincial governments of the Western Cape and KZN. 

11. Some provinces (Free State, Gauteng, Northern Cape, Western Cape, North West) have publicly released information about ARV programmes in their respective provinces. We welcome their approach to making information available. 

12. However, provinces such as the Eastern Cape and Limpopo have not released substantial information about their ARV programmes.   

13. It appears that Provinces such as Gauteng, KZN and the Western Cape are using the flexibilities inherent in our procurement framework and have purchased ARV medicines directly. It should be noted that because the formal tender process only commenced in February 2004 (several months after Cabinet instructed the NDoH to develop a treatment plan) and is unlikely to be completed before August 2004, a decision was taken on 23 March 2004 by MinMEC to make use of interim procurement mechanisms to enable provinces to obtain ARV medicines through a national price quotation system. This was occasioned by the threat of legal action by the TAC against the Minister on the issue of interim procurement.
 At present, it appears that provinces that have commenced providing ARV treatment are obtaining supplies of ARV medicines by using the interim mechanism approved by MinMEC. 

14. The people who are to benefit the most from the implementation of the Operational Plan are poor people who need treatment in the public sector. They must have accurate and reliable information at their disposal so that they can make important decisions about accessing treatment. 

15. It is therefore worrying that several months after the Operational Plan was publicly released, information relating to time-lines and targets which are contained in what is referred to as Annexure A (or since revised) have not been made public. [After several months of attempting to obtain the Annexures using the provision of the Promotion of Access to Information Act, on 18 June 2004 TAC had no option but to bring an application against the Minister to compel her to make the information available. The Minister has until 12 July 2004 to file a notice of intention to oppose the application. 

CRITICAL OVERVIEW AND RECOMMENDATIONS:

16. This report indicates that a great deal of effort is going into implementing the Operational plan at district and Provincial level. Unfortunately, however this effort is not being matched with the degree of prioritisation and political commitment to this service that is necessary at a national level. This is making it more difficult for Provinces to overcome many of the difficulties that they encounter.

17. Communication about and popularisation of the plan is also extremely weak in most provinces. In our view the NDoH continues to violate the right to access health care services by operating secretly, and refusing to make important information about timelines and targets available to the people of SA (revised Annexure A in particular). 

18. While lists of some accredited sites are made available to internet users and the media, the list of actual sites that are providing treatment are not being made available to ordinary South Africans who have some access to radio, television and/or newspapers. Gauteng, KZN, FS and the WC are examples of how public media should be used, but the same level of information dissemination is also needed in other provinces. Adverts about antiretroviral treatment have disappeared from television – and there are rumours that this was on the order of the Minister.

19. Further despite the importance of civil society support for the rollout SANAC, the government’s highest consultative body, has still not had an extensive discussion on the Operational Plan. 

20. Early drafts of the Operational Plan proposed the creation of a national Programme Implementation Unit (PIU). This idea was removed because of fears that it would contribute to a vertical programme. However it is obvious now that ongoing and systematic engagement and support from the National Department of Health is very important. While several provinces and thousands of HCWs must be supported because of their bold and tireless commitment to making treatment a reality, other provinces have been very slow in starting and / or expanding treatment at accredited sites. 

21. Failure to provide national leadership is widening the gap between resourced and under-resourced Provinces – in particular assistance and instruction is needed in Provinces such as the Eastern Cape and Limpopo. It is also important that the NDoH inform its provincial counter-parts that they are under a constitutional duty to inform the public about this programme.

22. One particular concern is that although Hospitals and Clinics are coming under pressure to start to provide a treatment service, they are not getting the additional capital or human resources that the plan promises. This is a critical management question – the Plan is meant to better the health service, rather than further overload it. There is no justification at all for the failure to meet simple needs for more storage space, patient folders etc – as is reported from Umtata General Hospital.

23. Equally important is that the NDoH has to devise an emergency training and human resource plan. Waiting lists at Johannesburg’s hospitals already run into 2005 – many patients will die waiting for an appointment. An appeal for support for the Plan nationally and internationally would surely lead to many health workers coming forward to offer services.

24. Finally, there are clear problems with drug supplies. Accredited sites that have capacity are holding back because they cannot guarantee drugs to patients. This too is a management and monitoring issue.

25. TAC estimates that less than 10,000 people have commenced antiretroviral treatment in 2004. At this rate, the Plan will fall far short of the target announced by President Mbeki of 53,000 people on treatment by March 31 2005 – a target that is already more than 100,000 people less than that proposed in the Plan. Our conclusion therefore is that despite the best efforts of health workers, political prevarication and weak management continue to deny many people access to health services that would save their lives.

26. Below is a table that summarises the comparison between national targets and estimates of patients on ARV treatment as at the end of June 2004. 

	Province 
	Operational Plan

March 2004 target
 

(Revised for 2005)
	Numbers on treatment 

(Adults and children) 

	Gauteng 
	10 000 
	+/- 2000 

	North West 
	  1 808
	+/- 30 (plus 2 recent sites < 50 total) 

	Northern Cape 
	    790 
	+/- 51 (plus 3 sites, capacity ff 6 months not > 600)

	Eastern Cape 
	  2750
	+/- 60

	Western Cape 
	  2728 
	+/- 3059

	KZN 
	24 902 
	+/- 120 (Premier said 200)

	Limpopo 
	  6965 
	Do not know 

	Mpumalanga 
	  1934 
	+/- 16 (plus 5 sites – <100) 

	Free State 
	  2127
	+/- 50 (max. 90 capacity in ff. 3 months) 

	
	
	

	TOTAL 
	54 004 (53 000)
	< 10 000 patients 


PROVINCIAL ASSESSMENT 

27. Below is a summary of the rollout on a provincial basis and provincial tables. The provincial summary is followed by a summary of key issues that have emerged as obstacles to the speedy implementation of the Operational Plan as well as areas where civil society had to / is intervening in order to promote the right to access health care services.
 

Northern Cape:

a) According to the NC health department in correspondence dated 4 May 2004 addressed to TAC, on 1 May 2004 treatment commenced at its first site, the Kimberley Hospital Complex (with several feeder clinics). As at 27 June 2004 about 51 adults are on ARV treatment. 

b) Site visits have not been conducted at the Kimberley complex because there is no TAC branch in the NC. 

c) The Northern Cape has envisaged 5 treatment sites, one in each District.  Each treatment site will be supported by a number of assessment sites. According to the NC health department 4 additional sites [Springbok, Gordonia, De Aar CHC, Kuruman - with feeder clinics] have been identified to provide treatment. 

d) Gordonia, De Aar and Springbok are accredited and recently received the go ahead to begin enrolling patients. The NC is using a 4-6 week assessment cycle and therefore patients who are eligible will start receiving ARV treatment at these 3 sites within 4-6 weeks. 

e) A fourth site, Kuruman, is expected to commence treatment in the next 3 months. Final accreditation details are being attended to in the interim.  

f) The NC previously indicated that they have insufficient funds in their 
provincial budget for the procurement of ARV medicines. This may hamper patient numbers in the 2004/5 financial year. However, the NC expects that they will have a 6-month supply of medicines for at least 600 patients in the next 3 months (July-September). These patient targets will be re-evaluated at the end of the 3-month period. 

a. The NC has been allocated R14 million for ARVs through the NCG. 

b. In correspondence dated 4 May 2004 to the TAC the NC indicated that ‘a national shortage of some of the treatment regimen's’ may affect its ‘ability to proceed with some aspects of the implementation’. 

g) The NC also indicated on 4 May 2004 that the Provincial Training Plan will build capacity in the following target groups: Doctors, Nurses, Pharmacists, Laboratory Technicians, Nutrionists, Social Workers, Lay Counsellors, Caregivers and Community Structures.  As at 4 May 2004 150 HCWs completed a course on managing ART and a further 300, a course on managing Opportunistic Infections.

h) An aggressive recruitment strategy resulted in the first infectious diseases specialist being appointed, commencing 1 July 2004. The disadvantage that poorer / smaller provinces are facing is that the richer / bigger provinces advertised earlier and were able to attract the very small pool of specialist ARV practitioners – this means that poorer / smaller provinces have the double burden of having to recruit and train – delaying achieving optimal patient targets. 

i) A National equitable HR and training programme is therefore essential -one where all provinces are able to benefit from the small pool of specialist ARV practitioners. 

j) The NC has readily communicated details of their programme and has indicated a willingness to engage in a constructive relationship with civil society. 

k) On 27 May 2004 we requested confirmation and additional information about site information, patient numbers and budget allocations. We have not received a formal response but the office of the Head of Health has undertaken to follow up on our request. 

l) On 18 June 2004 we requested a copy of the Provincial Treatment Plan for the NC. We do not anticipate that the NC will refuse making the Plan available. 

m) The slow pace of scaling up treatment in the NC is worrying. The small numbers of patients are also worrying because reports by community organisations indicate a substantial need. They cite the travelling distance to the Kimberley complex as a barrier coupled with the reluctance of patients to seek the assistance of health care workers at the Kimberley complex who they perceive as unhelpful. 

North West: 

a) According to the NW health department, on 1 May 2004 North West commenced treatment at its first site, Klerksdorp Hospital (with Tshepong Clinic). 

b) Approximately 30 patients are on ARV treatment at Klerksdorp. According to information received on 10 June 2004 it appears that at least 20 other patients could be placed on treatment, that is, they have enough medicines to treat 50 patients. Klerksdorp is trying to scale up to provide treatment to about 40 new patients every month. 

c) The 2 additional treatment sites were accredited since 8 April 2004 but only commenced providing treatment on 1 June 2004 - Mafikeng and Rustenberg. 

d) Adults are the main recipients of treatment. In respect of children, the alleged lack of paediatric formulations has meant that very few children are receiving treatment in the NW.  

e) On 16 March 2004 a press release from the office of the MEC indicated that on 18 March 2004 the NW treatment plan would be publicly unveiled. Inexplicably, the public unveiling and announcement was cancelled. But on 8 April 2004 the NW issued a media statement indicating accredited sites (Klerksdorp, Mafikeng, Rustenberg) and stated that all 3 sites would begin enrolling patients by conducting medical assessments, conducting lab testing, providing nutritional assistance and providing treatment literacy. 

f) The NW has not responded to requests by TAC and the ALP about information on sites, patient numbers and budgetary allocations (7 April 2004 and 28 May 2004). 

g) On 18 June 2004 we requested a copy of the Provincial Treatment Plan. 

h) The pace of the rollout in the NW is slow but we should welcome the commitment showed by HCWs in the province to scale up. The one obstacle faced by the NW is the lack of doctors that are willing to work in rural areas despite the recently introduced scarce skills allowance. While posts have been advertised they have not been filled. Taung for example has not been accredited because it has no specialist doctors. 

i) The continued training of HCWs has also been identified as a factor that has delayed the scaling up of treatment in the NW. 

j) In a sparsely populated province, transport services to treatment sites in the NW have also been a problem. 

k) There have been no TAC site visits to Mafikeng and Rustenberg as yet.

l) The TAC site visit to Klerksdorp was conducted on 17 May 2004. 

Western Cape:

a) As at the end of May 2004, approximately 3,059 patients were on treatment at 17 treatment sites. The majority of patients on treatment in SA are in the WC because the province commenced treatment prior to the adoption of the Operational Plan. For this reason it’s monitoring and evaluation systems are more advanced when compared to the other provinces that only started providing treatment this year (2004). 
b) Two additional sites have also been identified to start treatment shortly. 

c) On 9 June 2004 at a Parliamentary briefing on the WC health budget the Head of health indicated that they aim to get 6000 patients on ARV treatment by the end of 2004. The WC aims to expand its treatment programme to approximately 45 sites by the end of 2005.
d) The WC is procuring ARV medicines directly and we have learnt that it has already placed orders for Efavirenz  600mg. 
e) The WC has invited civil society to work together in mobilising communities and to assist with treatment literacy and training of health care workers and counsellors.
 
f) The WC is also the only province to have regular public briefings on the rollout in the province where civil society is invited to attend. The first briefing was held on 6 February 2004 and TAC recorded the undertakings made at the briefing on 27 February 2004. 
g) On 2 June 2004 the WC undertook to revert to our request about site, patient and budget information that we submitted on 27 May 2004. We expect that they will do shortly. To date they have readily shared information. 

h) A copy of the WC Provincial Treatment Plan was made available to us during March 2004. 

i) In the WC, the issue of integrating treatment programmes for mothers/parents and children requires greater attention.

j) Between February and April 2004 TAC sites visits were conducted at: 

a. Mitchell’s Plain; GF Jooste; Langa; Eben Donges; Groote Schuur; Hout Bay; Red Cross; Tygerberg. 

Gauteng:

a) According to the Gauteng health department and the office of the Premier, on 1 April 2004, 5 sites - Johannesburg Hospital, Chris Hani Baragwanath, Helen Joseph, Coronation and Kalafong commenced ARV treatment. 

b) TAC site visits were conducted at Helen Joseph on 13 February 2004; and office visits on 24 and 26 March 2004 to Daveyton Clinic and Chris Hani. 

c) According to the Premier as at 7 June 2004, 4000 patients were assessed for eligibility and 1221 patients were receiving ARV treatment. Information as at 29 June 2004 suggests that approximately 2300 patients are receiving treatment at the 5 sites. About 5-10% are children - the majority are adults. 

d) The Premier also indicated that several other sites will start during the second, third and fourth quarters of the 2004/5 financial year; and that 15 hospitals and eight community healthcare centres will provide treatment to about 10 000 patients by the end of the 2004 financial year (March 2005). The next set of sites will commence treatment on 1 July 2004. 

e) The Premier confirmed on 7 June 2004 that Gauteng has already procured ARV medicines while waiting for the conclusion of the national tender process. We have also learnt that Gauteng has already placed orders fro Efavirenz  600mg

f) Gauteng has invited civil society to work together to strengthen the fight against HIV/AIDS. On 1 March 2004 TAC met with the Gauteng inter-sectoral AIDS unit. 

g) On 4 June 2004 Gauteng acknowledged our request for information about site names, patient numbers and budget allocations. We expect that the Head of Department (Dr LC Rispel) will revert to us shortly. To date Gauteng has readily shared information. So far Helen Joseph has 264 adults on ARV treatment, Chris Hani Bara has about 400 adults and 120 children on ARV treatment totalling 520, JHB General has about 500 patients (mostly adults) on ARV treatment, Coronation has 75 children on ARV treatment. We do not have patient numbers for Kalafong.

h) Also, the Tshwane district has requested civil society to work together in mobilising communities and to assist with treatment literacy and training of health care workers and counsellors.

i) A copy of the provincial treatment plan was made available to us early in 2004. 

a. It was finalised in October 2003. 

b. According to the estimates in the Plan Gauteng has a population of about 9 million people (20% of the national population) and is the second most densely populated province in the country. The mining sector and the public sector are the main employees in the province

c. Estimates in the plan indicate about 130 000 people requiring ARV treatment in 2004. 

j) We have learnt that in Gauteng, waiting lists are already running into 2005 at some sites. The reasons for this are that not enough staff were appointed; patient numbers are greater at some sites because other sites have not speedily implemented their programmes; and because follow up consultations AND new patient consultations are scheduled on the SAME day.  

k) Gauteng’s ability to rapidly scale up is being hampered by the slow pace of HR appointments and lengthy waiting lists. Complaints have been received about the bureaucracy involved in making appointments. For example, at Coronation potential clerks were only being interviewed at the end of June 2004. It seems that an emergency HR appointment plan is required in provinces such as Gauteng. Urgent meetings with provincial government and hospital/site management are therefore warranted to ensure that doctors, nurses and administrative staff are speedily appointed. 

l) HCWs in Gauteng are also concerned about the lack of national follow up regarding implementation at individual sites. 

Free State:

a) According to the FS, in correspondence dated 4 June 2004, they commenced with enrolling patients at its first ARV site on 3 May 2004 – at Bongani Hospital (with three referring clinics - Matjhabeng, Welkom, Henneman). By 1 May 2004, due to an active recruitment strategy 95% of advertised posts were filled. 
b) The FS has 4 additional ARV sites (with 3 referring clinics each) that require accreditation. According to the FS, the National hospital site was to have commenced with training on 21 June 2004 and with treatment on 28 June 2004. 
c) According to the FS the total number of patients who visited the Bongani site to date is 552 (213 are eligible for treatment – CD4 below 200). 
d) About 50 patients were due to have received ARV medicines in the week commencing 14 June 2004. 
e) The FS has been innovative by using a Health portal, which contains full details about its ARV treatment programme.  http://healthweb.ofs.gov.za/othersites.html
f) On 4 June 2004 the FS was the first to respond to our requests to provinces submitted on 27 May 2004 for information about site, patient and budget information. 
g) The FS has also been the first province to respond to our request for copies of the provincial treatment plan that we submitted on 18 June 2004. They responded on 24 June 2004.
i. Estimates in the Plan indicate that the population of the FS is about 2.8 million, with about 470 000 HIV infections - and about ‘31 000 AIDS sick’.   
h) The FS has invited civil society to work together to strengthen the fight against HIV/AIDS. 
i) According to correspondence dated 24June 2004 (sent on 23 June 2004) FS placed orders for ARV medicines in April 2004. They have received supplies - but not the requested quantities. 
i. According to the FS the supplies can treat 90 patients in the next 3 months
On 4 June 2004 the FS indicated (and confirmed in correspondence dated 24 June 2004) that their budget for ARV implementation is R 30 759 740 million, with less than half to be spent on drugs, laboratory costs and nutritional supplements (R 13 720 098 million). The FS estimates that their budget will allow them to treat 2166 patients in the 2004/5 financial year. 

Limpopo:

a) We do not have any substantial information about Limpopo save to say that it has probably not commenced with providing treatment at accredited sites. 
b) According to a presentation made to a national meeting held on 4 March 2004 and according to a Parliamentary briefing on 8 June 2004 it appears that Limpopo has 8 accredited sites -Letaba, Mapulaneng, Mokopane, Tshilidzini, Siloam, St Rita, Mankweng, Pietersberg (the 8 sites are the same as listed by the Minister in a statement issued on 31 March 2004).
c) Limpopo failed to respond to our first request for information sent on 7 April 2004. In respect of our second request submitted on 27 May 2004 about site, patient and budget information, on 9 June 2004 Limpopo responded as follows: You are humbly advised to refer to the widely published national "Comprehensive Plan for Management, Care and Treatment of HIV/AIDS". All the issues raised are addressed therein. Our Province is equally and well addressed as part of the national plan. 

a. The Operational Plan provides the conceptual framework for the implementation of the Plan, but Provincial data about site details, commencement dates, patient numbers and ARV budgetary allocations are not in the Operational Plan. The attitude of the Limpopo Health department is therefore worrying. 
d) At a Parliamentary briefing on 8 June 2004, the Head of Health in Limpopo said that treatment would commence in the ‘near future’ because it had only ‘recently been supplied with ARV stock’. Further, that supplies were limited to 3 months. 
e) 3 districts in Limpopo have however requested civil society to work together in mobilising communities and to assist with treatment literacy and training of health care workers and counsellors. The lack of co-operation and transparency therefore appears to be concentrated within the provincial department and not at a district level. 
f) On 18 June 2004 we received a copy of the Limpopo ‘Business Plan for the comprehensive HIV & AIDS Care, management and Treatment (Roll out Plan)’. 
g) The projections contained in the Plan are as follows: total patients to be assessed in first 6 months amount to 5450 and total patients to be put on treatment in the same period amount to 2140. The Plan provides for 5330 patients to be put on treatment in the first year. It is unclear when the ‘first year’ runs from. The Plan also indicates March 2004 as the launch of the 8 sites (which has now been delayed). It appears that about R 7 million has been set aside for procurement, management and distribution of drugs.

h) Surprisingly, on 29 June 2004 we learnt however that Limpopo placed orders for Efavirenz  600mg.

i) In February 2004 TAC site visits were conducted at Mankweng; Tshilidizini and Siloam.

j) Repeated requests have been made to the provincial government and MEC for health for a meeting with TAC – all of them have been unsuccessful. In June 2004 the MEC for Health was due to meet the TAC Limpopo office but then inexplicably cancelled the meeting. 
Mpumalanga:

a) 12 sites have been identified to provide treatment. 6 have already been accredited - Shongwe, Themba, Philadelphia, Witbank, Bethal, Evander. 

b) Witbank and Shongwe started providing treatment on 1 June 2004. Shongwe has 50 patients enrolled with approximately 16 receiving ARVs (all adults). We do not have the patient numbers for Witbank. We cannot confirm start dates and/or patient number for the 4 other accredited sites.

c) Paediatric supplies were received last week and expect to be delivered to sites by Friday 2 July 2004 when the first batch of children will be placed on treatment – at Shongwe small numbers of children are at present eligible for treatment. The number may grow over time. The need therefore is amongst adults

d) Rural sites have very little support services and often are technologically cut off from the rest of the province and country. 

e) Vigorous VCT information and campaigning is required – patients who are very sick are mainly seeking VCT (stigma in the community for healthy people to seek VCT services) 

f) The referral system in Mpumalanga is very weak – this will affect the ability to monitor efficiently 

g) Like the NW, Mpumalanga has a high turnover of doctors (community service). A HR strategy to retain doctors and nurses in the public sector in Mpumalanga is therefore vital. 

h) According to the health department, treatment was delayed at all the accredited sites until 1 June 2004 because they could not get a supply of ARV medicines. 
i) In response to correspondence sent by TAC on 7 April 2004, on 13 May 2004, the office of the MEC indicated that the MEC would consider our request for information. The MEC ‘congratulated’ TAC for the ‘good work it is doing for the people of South Africa’. 

j) On 3 June 2004 Mpumalanga acknowledged our request submitted on 27 May 2004 for site, patient and budget information and has undertaken to respond to us shortly. They subsequently requested an extra week. We expect a response from them by 5 July 2004. 

k) Mpumalanga has requested civil society to work together in mobilising communities and to assist with treatment literacy and training of health care workers and counsellors.

l) During March 2004 TAC site visits were conducted at Shongwe and Rob Ferreira. 

KZN: 

a) 8 sites initially started providing treatment in KZN during March – April 2004. They are King Edward VII, Gandhi, Addington, Church of Scotland, Ngwelezane , Stanger, Benedictine, R K Khan and Kokstad Usher Memorial. 

a. Paediatric drug supplies were only received in the second week of June 2004. This has resulted in lengthy waiting lists, already at King Edward, about 200 children are on a waiting list for ARV treatment. No children are on ARV treatment as yet but are likely to be in the next few weeks now that supplies have been delivered. 
b. 32 centres are accredited to provide treatment (training completed, drugs available, lab facilities available) and each centre now has to commence / expand accordingly.  
c. We have learnt that KZN has placed orders for Efavirenz  600mg.
d. The information available to us indicates that at the end of May 2004, 120 adults were receiving ARV treatment at the 8 accredited sites. The Premier in his address to the Provincial legislature on                       ……….2004 indicated that 200 patients were receiving ARV treatment. 
b) 12 other accredited sites were given the provincial ‘go ahead’ to start providing treatment by Monday 27 June 2004. These 12 sites were accredited several weeks ago and the reason for the delay appears to be the Ministers refusal to permit treatment at these sites. 
c) We do not have information about patient numbers at the 8 accredited sites. 
d) 4 additional sites have been identified and will start treatment after they are accredited. This will bring the total number of ARV sites to 24. 
e) KZN has requested civil society to work together in mobilising communities and to assist with treatment literacy and training of health care workers and counsellors.

f) KZN has not responded to our request submitted on 27 May 2004 for information relating to patient targets, site details and budgetary allocations.

g) On 18 June 2004 we requested a copy of the Provincial Treatment Plan.

h) KZN is also facing HR related problems, with posts not being filled. A HR strategy that retains HCWs in the public sector is sorely needed. 

i) The M & E process in KZN also seems to be slightly behind other provinces, this is worrying because it appears that KZN has decided to only monitor viral load test results. 

j) In addition, facilities that were identified as in need of strengthening during the first round of accreditation have not been subsequently assisted (similar to EC). 

k) It is important to note that labs in KZN are not part of the NHLS as yet, and thus the NHLS reporting envisaged by the national M & E process will probably not include KZN lab results. 

l) TAC sites visits were conducted at Stanger; Ngwelezane and Empangeni.

Eastern Cape:

a) In 2003 Lusikisiki (13 service points) started providing ARV treatment through MSF. As at the end of May 2004, 227 adults and 11 children were on treatment (Oliver Tambo district).
b) The hospitals in the Nelson Mandela Metropole – Uitenhage and PE are accredited for both adults and children. They started providing treatment mid June 2004. 20 adults are on treatment - no children as yet.
c) The following treatment sites also only started providing treatment recently: East London (Amatola District ) is accredited for both adults and children. They have less than 10 adult patients on treatment, no children as yet. 
d) Queenstown is accredited (Chris Hani District). One adult patient is on ARV treatment. They have not been accredited to treat children. 
e) Umtata and St Lucy’s are both accredited for adult treatment only. 
a. At Umtata they have 8 patients on ARVs.
b. The experience of Umtata is illustrative of many other sites in the EC and in the rest of the country. It also explains the small patient numbers -

i. Umtata was initially identified as a site, and was visited in November 2003 by the NDoH accreditation team. Areas that required strengthening at Umtata were identified (incidentally, none of their needs have since been met - some 7 months after the visit).

ii. In February 2004 however, Umtata was excluded from pharmaceutical training.

iii. They were informed that the Nelson Mandela Academic Hospital would instead be accredited and the NMAH was instead provided with training. 

iv. Subsequently however, Umtata was told to commence ARV treatment (without the requisite pharmacy training). 

v. This explains the small number of patients, but it points to worrying trends of commencing treatment without the requisite training; institutional and infrastructure support. Aside from HCW training, pharmacovigilance has therefore emerged as a critical issue. Despite Umtata’s proactive efforts to identify its needs on several occasions since November 2003, it has not received any substantial assistance save one lockable cupboard.  

vi. Interestingly, correspondence in the possession of TAC suggests that Umtata is the stronger site when compared to St Lucy’s and Rietvlei. 

f) Grahamstown has been accredited for adult treatment only. They started their programme on 1 May 2004. Less than 20 adult patients are on treatment. 
g) Rietvlei Hospital is awaiting accreditation [Alfred Nzo district]. They are confident that they will commence by 1 July 2004 – they may be able to treat 120 adult patients in the first year. 
h) Sterkspruit hospital –requires accreditation. 
i) Higher salaries for nurses and doctors and an aggressive HR strategy to recruit and retain HCWs are vital. Capacity to train HCWs is lacking in the province. Local and community support is therefore required to train counsellors. The EC has therefore invited civil society to assist with training of HCWs. The lack of trained HCWs in the province will hamper its ability to scale-up. As with other provinces, the filling of critical posts is also a key issue for the EC.
j) Pharmacy assistants and training is also lacking in the province. 

k) At a Parliamentary briefing on 8 June 2004, it was recorded that while the EC HIV/AIDS Business Plan has been submitted to the NDoH, addendums to the Plan were still outstanding. 
 

l) There has been no response to two requests for information and data on sites, patient numbers and budget allocations (7 April 2004 and 18 June 2004).
m) On 18 June 2004 we also requested a copy of the Provincial Treatment Plan. It is unclear if anyone has had sight of such a Plan in the EC. 

n) Considering that the EC is one of the poorest provinces in SA it is worrying that additional resources are not being provided to the EC to expand its treatment programme. 

Below are tables of the state of the rollout in each province. 

NORTH WEST 

Budget unknown

	SITE 
	DATE 
	PATIENT NO 
	DISTRICT 
	ACCREDITED  

	1. 1.Klerksdorp Hospital 

2. plus Tshepong Clinic 
	1 May 2004 
	30 
	Southern 
	Yes 

	3. Mafikeng

4. plus Bophelong  Clinic 
	1 June 2004 
	?
	Central 
	Yes 

	5. Rustenberg 
	1 June 2004 
	?
	Bojanala
	Yes 


NORTHERN CAPE 

R14 million for ARVs through NCG 

(estimated need is R32 million) 

	SITE 
	DATE 
	PATIENT NO 
	DISTRICT 
	ACCREDITED 

	1. Kimberley 
	1 May 2004 
	51 adults 
	Frances Baard (8 sites)
	Yes 

	2. Springbok 
	June 2004 
	?
	Namaqua (13 sites) 
	Yes 

	3. Gordonia  
	June 2004 
	?
	Siyanda (12 sites) 
	Yes 

	4. De Aar CHC
	June 2004 
	?
	Karoo (11 sites)
	Yes 

	5. Kuruman 
	Estimate 3 months 
	?
	Kgalagadi (6 sites)
	Not yet 

	
	
	CAPACITY FOR 6 MONTHS – 600 
	
	

	
	
	
	
	


MPUMALANGA 

Allegedly no funds to buy medicines until June 2004 

Budget unknown 

	SITE 
	DATE 
	PATIENT NO  
	DISTRICT 
	ACCREDITED 

	1. Rob F 
	? 
	?
	
	?

	2. Shongwe 
	1 June 2004 
	55 (16 on ARV) adults 
	Ehlanzeni 
	Yes 

	3. Themba 
	? 
	?
	Ehlanzeni  
	Yes 

	4. Philadelphia 
	?
	?
	Nkangala 
	Yes 

	5. Witbank 
	1 June 2004 
	?
	Nkangala 
	Yes 

	6. Bethal 
	?
	?
	Gert Sibande 
	Yes 

	7. Evander 
	?
	?
	Gert Sibande 
	Yes 

	
	
	
	
	


EASTERN CAPE 

Budget unknown 

	SITE 
	DATE 
	PATIENT NO 
	DISTRICT 
	ACCREDITED 

	1. Lusikisiki 
	2003
	227 adults 11 children 
	O Tambo 
	-  

	2. Nelson Mandela Metropole 

- Uitenhage 

- PE 


	June 2004 
	20 adults 
	
	Yes

Yes  

	3. East London 
	June 2004 
	10 adults 
	
	Yes 

	4. Umtata 
	June 2004 
	Less than 10 adults (8) 
	
	Yes 

	5. St Lucy
	? 
	? 
	
	Yes 

	6. Grahamstown 
	June 2004 
	Less than 20 adults 
	
	Yes 

	7. Rietvlei 
	Estimate 1 July 2004 
	
	
	Awaiting 

	8. Sterkspruit 
	
	
	
	Awaiting 

	9. 
	
	
	
	


LIMPOPO 

27 million allocated for training 

Budget unknown 

	SITE 
	DATE 
	PATIENT NO 
	DISTRICT 
	ACCREDITED 

	1. Mapulaneng 
	?
	?
	Bohlabela 
	Yes 

	2. Mokopane 
	?
	?
	Waterberg 
	Yes 

	3. Tshilidzini 
	?
	?
	Vhembe 
	Yes 

	4. Siloam 
	?
	?
	Vhembe 
	Yes 

	5. St Rita 
	?
	?
	Sekhukhune 
	Yes 

	6. Mankweng 
	?
	?
	Capricorn 
	Yes 

	7. Pietersberg 
	?
	?
	Capricorn 
	?

	8. Letaba 
	?
	?
	Mopani 
	Yes 

	9. Roman Catholic Church 
	1 February 2004 
	?
	
	Yes, private donation? 

	
	
	
	
	


WESTERN CAPE 

90 million allocated for ARV rollout 2004-2005

Mainly using donor funds (ARK) and some provincial funds 

	SITE 
	DATE 
	ADULT 


	CHILDREN 
	ACCREDITED 

	1.G F Jooste 
	1 Dec. 2003 
	114
	O
	Yes 

	2.Red Cross 
	
	20 
	209 
	Yes 

	3.Groote Schuur 
	
	151
	212
	Yes 

	4.Tygerberg 
	
	235  
	197 
	Yes 

	5.Victoria 
	
	42
	25
	Yes 

	6.Masiphumelele
	
	21
	0
	Yes 

	7.Guguletu CHC 
	
	255 
	2
	Yes 

	8.Site B Khayelitsha 
	
	384 
	30 
	Yes 

	9.Michael Mapongwana 
	
	307 
	20 
	Yes 

	10.Nolungile 
	
	294 
	52 
	Yes 

	11.Hout Bay 
	
	67 
	0 
	Yes 

	12.Langa 
	
	114 
	9 
	Yes, 

	13.Paarl 
	
	
	
	Yes 

	14.Eben Donges 
	
	30 
	9 
	Yes 

	15.Mitchells Plain CHC
	1 March 2004 
	66 
	0 
	Yes 

	16 Hottentots Holland 
	1 March 2004 
	15 
	0 
	Yes 

	17.George 
	
	67 
	18 
	Yes 

	18. Westfleur 
	TBA 
	
	
	

	16.Beaufort West 
	TBA 
	
	
	 

	
	
	TOTAL end May 2004 

3059 patients (adult and children) on treatment 
	
	


KWA-ZULU NATAL:

	SITE 
	DATE 
	PATIENT NO (end May) 
	DISTRICT 
	ACCREDITED 

	1. King Edward VIII
	1 April 2004
	5 adults 
	Ethekweni 
	Yes 

	2. Gandhi 
	1 April 2004 
	10 adults 
	Ethwekni 
	Yes 

	3. Addington 
	1 April 2004 
	15 adults 
	Ethwekni 
	Yes 

	4. Church of Scotland 
	1 April 2004 
	25 adults 
	Umzinyathi 
	Yes 

	5. Ngwelezane 
	1 April 2004 
	16 adults 
	Uthungulu 
	Yes 

	6. Stanger 
	1 April 2004
	25 adults 
	Ilembe 
	Yes 

	7. Benedictine 
	1 April 2004 
	23 adults
	Zululand 
	Yes 

	8. Kokstad (EG Usher) 
	1 April 2004 
	10 adults 
	Sisonke 
	Yes 

	9. R K Khan 
	27 June 2004 
	
	Ethekweni 
	Yes 

	10. Murchison 
	27 June 2004
	
	Ugu 
	Yes 

	11. Edendale 
	27 June 2004
	
	Umgungundlovu 
	Yes 

	12. Mseleni 
	27 June 2004
	
	Umkhanyakude 
	Yes 

	13. Ladysmith 
	27 June 2004
	
	Uthukela 
	Yes 

	14. Madadeni 
	27 June 2004
	
	Amajuba 
	Yes 

	15. Prince Mshiyeni 
	27 June 2004
	
	Etheweni 
	Yes 

	16. Port Shepstone 


	27 June 2004
	
	Ugu 
	Yes 

	17. Greys 
	27 June 2004
	
	Umgungundlovu 
	Yes 

	18. Newcastle 
	27 June 2004
	
	Amajuba 
	Yes 

	19. Lower Umfolozi 
	27 June 2004
	
	Uthungulu 
	Yes 

	20. Dundee 
	27 June 2004
	
	Umzinyathi 
	Yes 

	
	
	TOTAL 120 
	
	


GAUTENG: 

45 million for ARV roll out through NCG 

	SITE 
	DATE 
	PATIENT NO 
	DISTRICT 
	ACCREDITED 

	1.JHB Gen 
	1 April 2004 
	Approx 500 

[5-10% children] 
	JHB 
	Yes 

	2.Chris Hani Bara -Harriet Shezi clinic


	1 April 2004 
	Approx 520

[120 children, 400 adults] 
	JHB 
	Yes 

	3.Coronation 
	1 April 2004
	1 April 2004 - 75 children (capacity to double)
	JHB 
	Yes 

	4.Helen Joseph 
	1 April 2004
	264 adults 
	JHB 
	Yes

	5. Kalafong 
	1 April 2004
	? (+/-500)
	Tshwane 
	Yes 

	6. Natalspruit 
	?
	?
	Ekurhuleni 
	Yes 

	7. George Mukhari 


	1 July 2004 ?
	?
	
	Yes 

	8. Pta Academic 
	1 July 2004?
	?
	Tshwana/Metsweding
	Yes 

	9. Leratong 
	1 July 2004 ?
	?
	West Rand 
	Yes 

	10. Far East Rand 
	1 July 2004? 
	?
	
	Yes 

	11. Kopanong 
	1 July 2004? 
	?
	Sedibeng 
	Yes 

	12. Tembisa 
	?
	?
	Ekurhuleni 
	Yes 

	13. 6 sites 
	1 October 2004 
	??
	
	

	14. 6 sites 
	1 Jan 2005 
	??
	
	

	
	
	+/- 2000 patients 
	
	

	
	
	
	
	


FREE STATE:

Provincial grant R30 million for implementation 

	SITE 
	DATE 
	PATIENT NO


	DISTRICT 
	ACCREDITED 

	Bongani Regional hospital plus 3 clinics

Phomolong Clinic

Matjhabeng Clinic 

Welkom 


	3 May 2004 
	552 enrolled 

CD4 below 200 = 213 capacity to treat 50 as at 14 June 2004 
	Welkom 
	 Yes 

	Motheo Site: National Hospital plus 3 clinics  

Batho 

MUCPP  

Heidedal 

  
	Aim 28  June 2004
	
	Bloemfontein 
	Yes 

	Thabo

Mofutsanyana  

Manopo Hospital   
	1 July 2004
	
	
	?

	Xhariep 
	1 August 2004
	
	
	?

	Northern Free State site 
	1 August 2004 
	
	
	?

	
	
	Less than 50 

-Drugs for 90 in ff 3 months 
	
	


FACTORS / ISSUES AFFECTING THE IMPLEMENTATION OF THE PLAN 

DRUG SUPPLY AND PROCUREMENT 

1. The slow MCC registration process and the lack of signed voluntary licences in respect of some of the ARVs that appear on the tender list are delaying access to affordable and sustainable medicines. For example, efavirenz  600mg was only registered recently by the MCC. 
a. Re efavirenz  600mg - a licence agreement between MSD and Thembalami has been secured and appears to have been signed. But the generic version has yet to be submitted for approval to the MCC. It will therefore take some time before a generic version is commercially available.
b. On 29 June 2004 the MCC sent us a letter indicating that it will be holding an extraordinary meeting on 2 July 2004 where paediatric formulations will be considered. Also, that the meeting will “deal with the registration of most of the ARVs in the pipeline based on the Ministerial Directive of subjecting them to expedited review”. The response to us was copied to the several clusters in the NDoH including the pharmaceutical and access to essential medicines clusters.
 It therefore appears that most of the ARVs that have not as yet been registered will be approved shortly (about 14).
2. In October 2003 the Clinton foundation negotiated an agreement that reduced the prices of commonly used three-drug antiretroviral regimens to 38 cents per patient per day, down from 55 cents per patient per day. The drug manufacturers that are signing agreements with the Clinton Foundation include: Aspen Pharmacare Holdings Ltd., of Johannesburg, South Africa; Cipla Ltd., of Mumbai, India; Ranbaxy Laboratories Ltd., of Delhi, India; and Matrix Laboratories Ltd., of Hyderabad, India.

3. Pursuant to the Competition Commission case spearheaded by TAC and the settlement agreements entered into as a result in December 2003, Aspen Pharmacare has already secured and signed extended licence agreements with GSK and BI. Thembalami signed licence agreements with GSK on 9 June 2004 and with BI on 30 April 2004. GSK issued two licences and has yet to issue two more, BI has also issued two licences and needs to issue one further licence. CIPLA Medpro, whose medicines are registered with the MCC, have not as yet secured licence agreements with GSK and BI. Also, while Aspen have secured and signed two licence agreements, Aspen’s relevant ARV products have not been issued with the requisite medicines regulatory approval by the MCC as yet. On the other hand, Thembalami’s (Rambaxy) products are registered with the MCC and having recently secured and signed licence agreements with GSK and BI is now legally entitled to sell to the public and private sector generic versions of AZT, 3TC (and combination products) and nevirapine (and combination products).

INTERIM PROCUREMENT

4. Earlier in 2004 the department of health indicated that the procurement of ARV medicines through the normal tender process would be only completed at the end of June or during July 2004 (it is now estimated that it will run into August / September 2004). 

5. This approach failed to take into account that our regulatory framework provides for quick procurement by any practical means whenever “it is impractical to invite competitive bids”, for instance “in urgent or emergency cases or in case of a sole supplier”.    

6. In late 2003 the department established a drug procurement team (DPT), headed by Dr Humphrey Zokufa. The names of the team members have to date not been publicly released. The DPT met for the first time in early February 2004.

7. In late March 2004 -after TAC threatened to take the Minister to court and gave her an advanced set of our legal papers - that a decision was taken at MinMEC to set in motion the urgent interim procurement process through a national price quotation system. 
8. Ironically, the department initially appeared to be ignorant of the fact that there were alternative procurement processes.  However, it was only in March 2004 that we learnt that the department had on 4 February 2004, the day before the procurement team met for the first time, sent a letter to a number of suppliers of ARV medicines in which it recognized that the ‘national tender process is lengthy and that interim procurement measures are necessary’.  The department asked for price quotations for all the ARV medicines that are needed for the implementation of the treatment regimens in the Operational Plan.  The ‘Director General’ of health signed the letter. However the process was inexplicably terminated. 

9. Interestingly the Minister has never publicly mentioned this letter and her motives for doing so are unclear. There has also never been a rational explanation why the process commenced on 4 February 2004 was suddenly aborted. According to the letter, the ARV medicines were needed by the second week of March 2004, orders would be placed by the department, distributed to the provinces and paid for by the department.  Suppliers were given five days to submit quotations.

10. By early February 2004 Dr Nono Simelela (Head; HIV/AIDS and STD Unit) was reported to have said that implementation of the Operational Plan had been ‘delayed’.  According to her the department could not be have moved as fast as it had wanted because ‘a lot of services had closed down for Christmas and the department was really hit by people being away over the festive season’. 

11. On 13 February 2004, some two and a half months after the Plan was accepted, the formal tender process began with the publication of the notice in the Tender Bulletin calling for the Expressions of Interest to supply ARV medicines.  Interested parties were given two weeks to respond.

12. A week later, on 22 February 2004 the Minister responded to a letter written by Sindiswa Moyo to the President that appeared in the Sunday Times two weeks earlier. The Minister advised Sindiswa to be ‘patient’. She said that the formal tender process had to be used otherwise the department could face legal action. The Minister did not mention that alternative procurement options existed nor did she mention the letter that her department sent to suppliers on 4 February 2004. In doing so she created the impression that the formal tender process was the only means of procuring ARV medicines.

13. On 5 March 2004, a further advertisement dealing with the Request for Proposals (RFP) in various national newspapers was placed.  Interested parties were given 28 days to respond, that is, by 2 April 2004.  

14. At about this time the TAC met with senior representatives of the ANC and at their request provided them with a memorandum on the procurement regulatory framework, which explained in detail the steps, government could take immediately to purchase an interim supply of ARVs. 

15. On 12 March 2004 TAC met with the acting Director-General (DG) and other senior members of the department to discuss the provision of ARV medicines at sites that were by then ready to provide treatment. A copy of the legal memorandum given to the ANC was given to the department. At that stage TAC had hoped that the outcome of the meeting would “make it possible to avert any legal action”. But the Minister continued to resist making use of these interim measures.   
16. On 9 March 2004, an information session for firms and consortia interested in supplying the advertised ARV medicines was held where they were provided with the necessary tender documents, due to have been submitted by 2 April 2004.  On 2 April 2004, the date by when interested suppliers had to submit their proposals, eligible suppliers were to have been short-listed.

17. On 23 March the Minister stated that MinMEC resolved to continue with the tender process, and in the mean time to implement a quotation system as in interim arrangement’.  Further, that MinMEC acknowledged that flexibility in procurement methods was acceptable…’. The Minister also asked that TAC ‘desist from embarking on unnecessary and pointless litigation’. 

18. TAC accepted the bona fides of the Minister and agreed not to proceed with legal action. We welcomed the decision taken at MinMEC and advised the Minister on 25 March 2004 that we would closely monitor the interim mechanism. On the same day we requested additional information from the Minister on the interim measure approved by MinMEC. 

19. On 30 April 2004 we wrote to the Minister again (after her re-appointment) asking for an urgent response to the concerns we raised in our letter of 25 March 2004. 

20. On 11 May 2004 we received a response to our letter dated 25 March 2004 from the Minister wherein she advised us of the dosages and medicines that were to be procured to meet interim needs. According to the Minister quotations were received in 5 April and 7 April 2004. Quotations were accepted on 8 April 2004 and suppliers and provinces were accordingly informed on the same date. Provincial patient targets were to have been submitted by 5 April 2004. We do not know if all the Provinces complied with this deadline.

21. Subsequently, on 28 May 2004 we wrote to the acting DG of Health communicated our concerns about the inadequate list of dosages, ARV medicines and paediatric formulations that will be procured to meet interim needs. We also requested information about quantities ordered and delivery dates. On 29 June 2004 we received a response from the MCC dated 28 June 2004 referred to in paragraph 1 above. 

22. In respect of the Formal Tender Process, the Minister has said that 10 companies have been short-listed.
 
a. The 10 short-listed companies presented to the DPT on 10 June 2004. 

b. Contracts in terms of the formal tender process have not been awarded as yet. It is expected that the contracts will be awarded in early July. Once they are, the Minister estimates that it could take up two 6 -8 weeks before Provinces will receive their supplies. Provinces will order directly from suppliers and receive direct deliveries [within the quantity (units) determined by the NDoH] 
c. Our analysis shows that requested quantities cover only 25 000 adults and 2 300 children for the year 2004. National and provincial patient targets will therefore be severely undermined by the limited supplies ordered by national.

d. On 8 June 2004 the Chairperson of the Parliamentary Portfolio Health Committee recommended that the Pharmaceutical Cluster in the NDoH address the Committee on steps taken to procure ARV medicines and to address perceptions held by some Provinces about shortages of ARV medicines.
  This briefing is yet to take place.
BUDGET 

IDASA – see PHS documentation 

23. National Treasury has specifically allocated R1.439 billion in the national budget for HIV/AIDS programmes and services in 2004/5. 
a. Depending on how provinces make use of the HIV/AIDS financing made available to them via the equitable share, total funds targeted for HIV/AIDS in 2004/5 will likely comprise between R1.439 billion and R3.339 billion. 
24. The amount designated for HIV/AIDS in this year’s budget is nearly 7 times what was set aside to fight HIV/AIDS in the 2000/1 national budget three years ago. 

b. However, funds earmarked for HIV/AIDS in the national budget still constitute less than 1% of the total consolidated budget, and health expenditure remains a steady 11% of consolidated national and provincial spending.

25. A total of R373 million is designated for ARV treatment programmes in the national budget for 2004/5, the first year of rollout.
26. Of the total new conditional grant funds for ARV treatment, KZN receives the largest slice (22%), followed by Gauteng (16%) and Eastern Cape (14%). KZN, Gauteng and Mpumalanga’s shares of the total ARV CG funds are disproportionate to their heavy HIV/AIDS burden. 
27. The critical issue is the ability and commitment of national and provincial health departments to speedily get ARV treatment programmes up and running. Some provinces may struggle to spend the additional ARV funds—especially Eastern Cape and Mpumalanga. For those provinces with weaker financial and project management skills, absorption capacity could very well be the primary obstacle to rollout. It is important to note that a new clause inserted in the 2004 Division of Revenue Bill will allow unspent HIV/AIDS health conditional grant funds to be reallocated to better-performing provinces.
LABORATORY SERVICES AND MONITORING 

28. Of the 200 NHLS labs in SA (excludes KZN which are yet to be incorporated into the NHLS) 21 NHLS labs are performing CD4 tests and 7 NHLS labs are performing viral load tests. 

29. The NHLS fee is R60 for a CD4 count and R300 for a viral load (R360) – all provinces pay the same preferred provider fee.

30. In April 2004 the NHLS conducted about 11 000 CD4 tests – mainly for Gauteng. (Gauteng commenced its treatment programme on 1 April 2004).  

ACCESS TO INFORMATION

31. Since February 2004 TAC has repeatedly called on the Minister to make information relating to timelines and targets publicly available. When the Operational Plan was released, a document referred to as ‘Annexure A’ was not publicly released, even though all the other annexures to the Operational Plan were. Annexure A contains timelines and targets for the implementation of the Operational Plan and we believe has since been revised (first target missed). 

32. In February 2004 we requested the Minister to make the information available. To date we have had no response. We subsequently formally requested the information using the Promotion of Access to Information Act. The information was refused. An internal appeal was duly lodged. Again the information was not made available. 

33. Various other routes have been explored to access this information. However, if this does not result in the information being made available, TAC will be forced to pursue legal action against the Minister. 

ENDS

Provincial contact persons 

	Eastern Cape 

Mr Monwabisi Bevan Goqwana

	Tel: (040) 609 3700

	Fax: (040) 635 0327

	 

	Free State 

Mr Sakhiwo Belot

	Tel: (051) 405 5703

	Fax: (051) 405 4608

	FS Provincial ARV Task Team 

Carol Mokobe 051 - 409 8642 051 - 409 8493 083 294 6680

Andrew Crichton 051 - 409 8008 082 336 1861 

Leonore van der Bank 051 - 409 8053 051 - 409 8073 083 447 9199

George Mangoenyane 051 - 409 8666 051 - 409 8484 082 634 7123

Andries Khajoane 051 - 409 8052 051 - 409 8037 083 468 4784

Albert Nyokong 051 - 405 3028 051 - 444 0339 082 908 4449

Dr. Lizzy Tabane 051 - 522 6576 051 - 444 3231 083 471 8015

Francine Pitikoe 051 - 409 8468 051 - 409 8493 082 584 4632

Dr. Dewald Steyn 051 - 444 3138 082 568 3641 

Thinky Stofile 051 - 409 8642 051 - 409 8493 073 263 9294

Prof. Dingie van Rensburg 051 - 401 2181 051 - 448 0370

Sanet Schoon 051 - 405 5662 051 - 405 5662 072 443 0706

Dr. Cloete van Vuuren 083 538 6017 gnincvv.md@mail.uovs.ac.za

Dr. Mvula Tshabalala 051 - 402 1893 051 - 402 1810 082 774 4778

Maki Tlali 051 - 405 5700 051 - 405 5055 tlalil@doh.ofs.gov.za

Mpho Tshitlho 051 - 405 2053 051 - 405 5055 083 557 2287

Portia Tlali 051 - 409 8913 051 - 448 4122 tlalip@doh.ofs.gov.za

Nic Vermaak 051 - 409 8081 051 - 447 6169 082 802 7379

Eduan Kotze 051 - 409 8088 051 - 409 8096 kotzee@doh.ofs.gov.za

Lumka Mangoejane 051 - 409 8783 051 - 448 4122 083 451 3744

M.B. Mochwaro 051 - 409 8781 051 - 448 4122 plankn@doh.ofs.gov.za

Roeleen Booi 051 - 409 8642 051 - 409 8493 mokobec@doh.ofs.gov.za

Kanna Albertse 051 - 403 3364 051 - 409 8008 albertsk@doh.ofs.gov.za

Dr. Ronald Chapman 051 - 403 3431 051 - 403 3129 chapmanr@doh.ofs.gov.za

C.M. Griessel 051 - 430 9133 051 - 409 8008 083 455 8945

Dr. Kallerman 051 - 401 3310 051 - 401 3312

Steve Cockeram 051 - 409 8097 051 - 409 8096 cockeras@doh.ofs.gov.za


	Gauteng 

Dr Gwen Ramokgopa

	Tel: (011) 355 3540

	Fax: (011) 838 4143

	 Head of Department 

Dr LC Rispel 

T 011 355 3535/3509 



	KZN 

Dr Zweli Lawrence Mkhize

	Tel: (033) 395 2016

	Fax: (033) 395 2258

	 

	Limpopo 

Dr Hlamalani Nelly Manzini

	Tel: (015) 295 7055

	Fax: (015) 295 7068

	Dr M Nkadimeng 

Snr General Manager - Health Care Services 

T 015 290 9000 /01 

F 015 291 5146 / 6961 

	Mpumalanga 

Mr William Lubisi

	Tel: (013) 766 3098

	Fax: (013) 766 3475
Mr T Nkosi 

PA to the MEC 

T 013 766 3098 

F 013 766 3475 

	 

	Northern Cape 

Mr Kagisho David Molusi

	Tel: (053) 830 2000

	Fax: (053) 833 1925 

	Office of the Head of Department of Health

T 053 830 2100 

F 053 833 4394

	North West 

Mr Mandlenkosi Elliot Mayisela

	Tel: (018) 387 5277

	Fax: (018) 384 2727

	 

	Western Cape 

Mr Pierre Uys

	Tel: (021) 483 5417

	Fax: (021) 483 4143


� HCW in the Eastern Cape. In 2002, WHO reported that about 4 million people in sub Saharan Africa require treatment. They estimated that less than 1.5% had access.  


� Ministerial Statement 31 March 2004.  A department of health memorandum sent to hospital managers confirms that 31 sites are accredited. The Operational Plan provides that formal accreditation is required in order for a site to commence providing ARV treatment. A treatment site is usually a hospital with about three feeder clinics.  


� Gauteng 5 March 2004.  


� Mpumalanga 13 May 2004 


� Northern Cape … May 2004 


� On 22 March 2004 we sent an advanced copy of our legal papers in the interim procurement case per courier to the Minister. We notified the Minister that unless the flexibilities in our law were used to permit interim procurement we would file the papers in a court of law by 25 March 2004. On 23 March 2004 (the following day) MinMEC approved the interim procurement mechanism. 


� Table 16.9 at page 248. Expected total number of cases on ARV treatment by Province. 


Slightly higher than Table 16.8 at page 248 which estimates new cases starting ARVs per year as


2003/04 53,000; 2004/05 138,315; 2005/06 215,689; 2006/07 299,516; 2007/08 411,889





� Information in this summary is taken from national and provincial press statements, Parliamentary briefings, Provincial reports, site visits, correspondence with health departments and official documents. 


� In respect of the Khayelitsha programme MSF has reported that links with family and assistants are central to ensuring adherence to treatment regimens…community mobilisation is necessary (MSF et al 2003). 


� Business plans were due by 15 February at which point they were reviewed and approved by the transferring national officer in the national Department of Health before the first installment was paid. The Department of Health was obligated to complete final approval of provincial plans by 1 April 2004. See Division of Revenue Bill 2004, Appendix E1, pg. 97. We have also been recently advised that between 2000 – 2004, EC failed to produce business plans for almost 40% of its budget. The EC only produced business plans for the equivalent of 77 % of its CG allocation and 52 % of its provincial government allocation for its HIV/AIDS programmes during this period.  


� Statistics (2001) indicate that EC is home to about 15% of the country’s population. Third most densely populated with majority (60%) living in rural areas. 


� In May 2004 we learnt that the ARVs that appear on the tender list have been identified for inclusion in the Essential Drugs List (EDL). This was meant to have taken place in June- July 2004. 


� During a Parliamentary Media Briefing in May 2004 the Minister stated that ‘[b]ecause the tender process for ARVs is quite complex and lengthy, interim arrangements were made for Provinces to purchase initial supplies of the drugs. The interim measures have not been entirely problem free. The range of generic drugs currently available is limited and this means prices have been relatively high. And long lead times between order and delivery have imposed constraints. The paediatric drugs are in particularly short supply and Provinces are experiencing problems accessing them. The tender process for long term supply of ARVs is well underway. The next step will be for the 10 short-listed companies to make presentations. Companies will be selected from this group to make a final bid for the contracts. Clearly several suppliers will be awarded contracts - because of the range of drugs involved in the treatment and because of the need to ensure large, uninterrupted supplies. It is expected that the number of generic suppliers will increase in the near future, as the fast track registration process of the Medicines Control Council will be is concluded later this week and as more manufacturers secure voluntary licences’. 


� On 21 June 2004 GSK wrote to the ALP stating that it “is able to supply the quantities (as estimated by the Department of Health) of 3TC® syrup and tablets to the public sector within the agreed upon lead times.  GSK is in contact with the department of Health regarding updates on supply and the Department of Health is comfortable with the approach. GSK has no stock shortages of 3TC® in the private sector”.
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