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Executive Authority Statement

This Annual Performance Plan of the Free State Health focuses on the deliverables of the department for
the first of the next five years of the 2025/30 strategic ptabepartment of Health has aligned thmpact
Statementand Outcomego those set out in the MTDPhe constitution of the Republic of South Africa
places the obligation to progressively realise seconomic rights, including access to (affordable and
guality health care on the state. Furthermore, schedule 4 of the consultation réfEdiealth services

are a concurrent legislative competence of national and provincial sphere of government.

To ensure that the mandate of the Free State provincial health is clearly defined in our Annual Performance
Plan, we have aligned our functions and responsibilities to several mandates found in pieces of legislation
and policies such athe following

A National Health Act, 2003 (Act No. 61 of 2003)

A National Health Insurance Act, 20@8ct No. 20 of 2023)

A Medium Term Development Plan, 2024/29

A Sustainable development Go&l830and

A Health Sector policies and strategies over the coming/ége planning period.

Based on the MediwTierm Development Plan, the statement of intent provides a guide to the department;

wpf U210 qRUNDWRUWGHY GO WWa6! YenNsWIT erecqRYUALWY ¢t ROGHH W 1J
falls under priority 2 of the MTDP which stateldd Win YO G Yst 6 WmBADT e HIWGY2 I q! We
GR2ZRUNIOHLWENHqY!I WY qRARYOGVWWGe qt WIGG6¢t Rt WYU6 WmLRGGI Y2
department has identifiekbyoutcomes to ensure the attainment of the department impact tcowvephe
GR2VWI+*GUHqcUR! WY nWq6 W[ I DUWEgq¢ qlWRYGGa URq! WqVY W PI
the progressive achievement of universal health coverage through the implementation of the National
Health Insurance act to address inequadityl financial hardship in accessing quality health care.

As the Executive Authority responsible for Health in the province, | therefore endorse and commit to adhere
to the Annual Performance Plan 2025/26 for the achievement of the department outcomes as outlined in
this document.

Hon. MV Mahlatsi:

Executive Authority of Free State Department of Health




Accounting Officer Statement

This Annual Performance Plan (APP) 2025/26 of the Free3¢atertment of Health outlines the strategies
and deliverables for the year and the MTEF period as well as the first of the five years of the electoral cycle
and the Medium Term Development Plan (MTDP) 2024/29.

The key mandate for the department is derived from the key injunctions that are set out in the Bill of Rights
and the National Health Act, i.e. the provision of access to health care services. It is to ensure good access
to quality healthcare services fiie people of the Free State. The department has thus aligned its vision of
longand healthy life for the Free State communifysupported by the impact statement of improving life
expectancy of the Free State community to 65 years by 2030, to the hdéadtmesito be realised from

the provision of quality health services.

Theplanned key outcomes for the department are synchronized with priorities that are outlinéal timethe
MTDP2024/29, where the health prioriti@seoutlined. The outcomes of the departmargaligned to the
priorities of the health sectoBelow are the outcomes of the department:

Maternal, neonatal, infant and child mortality reduced

HIV/AIDS related deaths reduced

TB mortality reduced

Malaria related deaths reduced

Mortality due to nortommunicable diseases reduced

Mental Health Care integrated into primary health care

Access, coverage and quality of public health services improved
Improved patient experience of care

Leadership and governance strengthened in healthcare
Financial management strengthened in health sector
Appropriate human resource for health

Robust and effective health information systems for evidéased management
Health infrastructure optimised for delivery of care

KKK LK LK KKK KK KKK KLK KL

This APP reflects the different outputs and related targets that the department will achieve over the 2025/28
MTEF period. To ensure consistent implementation and achievement of the set milestones, the department
shall institutionalise an Annual departmemnitie Operational plan, with clear key operational activities
required to ensure the achievement of the set targets. In addition, both the APP and operational plan will be
monitored on a quarterly basis.

Over the years we have developed internal capacity to create innovative systems, including ICT, which
continue to enhance our ability to deliver on our mandate. Such include the great strides we have already
made and shall sustain on the implementatiothefelectronic patient information system, i.e. the HMS2

on which we collaborate with the Eastern Cape Department of Health. We shall also continue our key in
testing the different systems that are geared at the implementation of the NHI in conjunbtitre wit
National Department of Health.

Appropriate health infrastructure is invaluable in the provision of health services across all levels of care.
Priority will be given to the maintenance of the current infrastructure, including the upgrades geared at
ensuring compliance with the relevatdredards and the Ideal Health Facility Framework




Our quest to achieve clean audit continues. We shall intensify our governance processes and fastidiously
monitor the implementation of the audit action plan with a vieleao the 2 qualification paragraphs raised

by the AGSA in the 2023/24 regulatory audit. We shall also continue to strengthen our health and
GUImYl GcUBVWRUNY!I GecqRYUWNY21W1 UcUHDWaqY W Wagc¢ ROWe UT Wt
audit of predetermined objectives.

To ensure that the different targets in this APP are met, the department will implement a rigorous operational
plan, which will focus on key operations.

F s
d P

Ms. MA Sesing: XN

[ /7 )
/( Accounting Officer uf Free Stdte Department of Health




Official Sign-Off

It is hereby certified that this Annual Performance Plan:

A Wasdeveloped by the management of the Department of Health under the guidance of Honorable
MVMahlatsi(MPL);

A Takes into account all the relevant policies, legislation and other mandates for which the Free State Province is
responsible;

»  Accurately reflects the Outcomes and Outputs which the Free State Department of Health will endeavor to achieve
over the period 2025/26 - 2027/

Mr. Mzonakele Fikizolo:
Manager: Programmes 1 &6

Dr Grace London:@LL

Acting Manager: Programmes 2,3,4,5&7
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PART A: OUR MANDATE

Constitutional Mandate

In terms of the Constitutional provisions, the Department is guided by the following sections and schedules, among
others:

The Constitution of the Republic of South AfricaAct no. 108 of1996, places obligations on the state to
progressively realise soeEconomic rights, including access(tdfordable and qualitylealth care.

Schedule 4 of the Constitutionreflects health services as a concurrent national and provincial legislative
competence

Section 9 of the Constitutiorstates that everyone has the right to equality, including access to health care services.
This means that individuals should not be unfairly excluded in the provision of health care.

1 People also have the right to access information if it is required for the exercise or proteciir; of a
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a complaint or for giving consent for medical treatment; and

1 This right also enables people to exercise their autonomy in decisions related to their own health, an important
part of the right to human dignity and bodily integrity in terms of sections 9 and 12 of the Constitutions respectively

Section 27 of the Constitution states as followswith regards to Health care, food, water, and social security:

1. Everyone has the right to have access to:
9 Health care services, including reproductive health care;
1 Sufficient food and water; and
91 Social security, including, if they are unable to support themselves and their dependents, appropriate social
assistance.
2. The state must take reasonable legislative and other measures, within its available resources, to achieve the
progressive realisation of each of these rights; and
3. No one may be refused emergency medical treatment.

Section 28 of the ConstitutionGl Y2 RT Ut Wadéc¢ qWII21J1 ! WHASRAOT WEct Waé Wl RNE q W
services and social services.

Legislative andPolicy Mandates
X DRt G¢caqRYUKncaGadRUNK2 U1 I HOq6 1?2 1IGE! qa IUqoY nkoc ¢ G q

A National Health Act, 2003 (Act No. 61 of 2003)Provides a framework for a structured health system within the
Republic, taking into account the obligations imposed by the Constitution and other laws on the national, provincial
and local governments with regard to health services. The objectived\attitreal Health Act (NHA) are to:

0 unite the various elements of the national health system in a common goal to actively promote and improve the

national health system in South Africa;

o provide for a system of amperative governance and management of health services, within national guidelines,
norms and standards, in which each province, municipality and health district must deliver quality health care
services;

0 establish a health system based on decentralised management, principles of equity, efficiency, sound governance,
internationally recognized standards of research and a spirit of enquiry and advocacy which encourage
participation;




promote a spirit of coperation and shared responsibility among public and private health professionals and

providers and other relevant sectors within the context of national, provincial and district health plans; and
create the foundation of the health cagstem andinderstood alongside other laws and policies which relate to

health in South Africa.

Medicines and Related Substances Act, 1965 (Act
No. 101 of 1965)- Provides for the registration of
medicines and other medicinal products to ensure
their safety, quality and efficacy, and also provides for
transparency in the pricing of medicines.

Hazardous Substances Act, 1973 (Act No. 15 of
1973) - Provides for the control of hazardous
substances, in particular those emitting radiation.
Occupational Diseases in Mines and Works Act,
1973 (Act No. 78 of 1973} Provides for medical
examinations on persons suspected of having
contracted occupational diseases, especially in
mines, and for compensation in respect of those
diseases.

Pharmacy Act, 1974 (Act No. 53 of 1974Provides
for the regulation of the pharmacy profession,
including community service by pharmacists.

Health Professions Act, 1974 (Act No. 56 of 1974)

- Provides for the regulation of health professions, in
particular medical practitioners, dentists,
psychologists and other related health professions,
including community service by these professionals.
Dental Technicians Act, 1979 (Act No.19 of 1979)
Providesfor the regulation of dental technicians and
for the establishment of a council to regulate the
profession.

Allied Health Professions Act, 1982 (Act No. 63 of
1982) - Provides for the regulation of health
practitioners such as chiropractors, homeopaths,
etc., and for the establishment of a council to regulate
these professions.

SA Medical Research Council Act, 1991 (Act No. 58
of 1991)- Provides for the establishment of the South
African Medical Research Council and its role in
relation to health Research.

Academic Health Centres Act, 86 of 1993
Provides for the establishment, management and
operation of academic health centres.

Choice on Termination of Pregnancy Act, 196 (Act
No. 92 of 1996} Provides a legal framework for the

termination of pregnancies based on choice under
certain circumstances.

Sterilisation Act, 1998 (Act No. 44 of 1998}
Provides a legal framework for sterilisations, including
for persons with mental health challenges.

Medical Schemes Act, 1998 (Act N0.131 of 1998)
Provides for the regulation of the medical schemes
industry to ensure consonance with national health
objectives.

Council for Medical Schemes Levy Act, 2000 (Act
58 of 2000) - Provides a legal framework for the
Council to charge medical schemes certain fees.
Tobacco Products Control Amendment Act, 1999
(Act No 12 of 1999)- Provides for the control of
tobacco products, prohibition of smoking in public
places and advertisements of tobacco products, as
well as the sponsoring of events by the tobacco
industry.

Mental Health Care 2002 (Act No. 17 of 2002)
Provides a legal framework for mental health in the
Republic and in particular the admission and
discharge of mental health patients in mental health
institutions with an emphasis on human rights for
mentally ill patients.

National Health Laboratory Service Act, 2000 (Act
No. 37 of 2000} Provides for a statutory body that
offers laboratory services to the public health sector.
Nursing Act, 2005 (Act No. 33 of 2005Provides for
the regulation of the nursing profession.

Traditional Health Practitioners Act, 2007 (Act No.
22 of 2007)- Provides for the establishment of the
Interim Traditional Health Practitioners Council, and
registration, training and practices of traditional
health practitioners in the Republic.

Foodstuffs, Cosmetics and Disinfectants Act,
1972 (Act No. 54 of 1972)- Provides for the
regulation of foodstuffs, cosmetics and disinfectants,
in particular quality standards that must be complied
with by manufacturers, as well as the importation and
exportation of these items.




A Criminal Procedure Act, 1977 (Act No.51 of 1977),
Sections 212 4(a) and 212 8fja- Provides for
establishing the cause of novatural deaths.

A Children's Act, 2005 (Act No. 38 of 2005)The Act
gives effect to certain rights of children as contained in
the Constitution; to set out principles relating to the
care and protection of children, to define parental
responsibilities and rights, to make further provision
regarding children's court

A Occupational Health and Safety Act, 1993 (Act
No0.85 of 1993)- Provides for the requirements that
employers must comply with in order to create a safe
working environment for employees in the workplace.

A Compensation for Occupational Injuries and
Diseases Act, 1993 (Act N0.130 of 1993)Provides
for compensation for disablement caused by
occupational injuries or diseases sustained or
contracted by employees in the course of their
employment, and for death resulting from such
injuries or disease.

A National Roads Traffic Act, 1996 (Act No.93 of
1996) - Provides for the testing and analysis of drunk
drivers.

A Employment Equity Act, 1998 (Act No.55 of 1998)
Provides for the measures that must be put into
operation in the workplace in order to eliminate
discrimination and promote affirmative action.

A State Information Technology Act, 1998 (Act No.88
of 1998)- Provides for the creation and administration

A

by functionaries, their responsibilities and incidental
matters.

Promotion of Access to Information Act, 2000 (Act
No.2 of 2000)- Amplifies the constitutional provision
pertaining to accessing information under the control
of various bodies.

Promotion of Administrative Justice Act, 2000 (Act
No.3 of 2000) - Amplifies the constitutional
provisions pertaining to administrative law by
codifying it.

Promotion of Equality and the Prevention of Unfair
Discrimination Act, 2000 (Act No.4 of 2000)

Provides for the further amplification of the
constitutional principles of equality and elimination of
unfair discrimination.

Division of Revenue Act, (Act No 7 of 2003)
Provides for the manner in which revenue generated
may be disbursed.

Broad-based Black Economic Empowerment Act,
2003 (Act No.53 of 2003)- Provides for the
promotion of black economic empowerment in the
manner that the state awards contracts for services to
be rendered, and incidental matters.

Labour Relations Act, 1995 (Act No. 66 of 1995)
Establishes a framework to regulate key aspects of
relationship between employer and employee at
individual and collective level.

Basic Conditions of Employment Act, 1997 (Act
No.75 of 1997)- Prescribes the basic or minimum
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technology system.

A Skills Development Act, 1998 (Act No 970f 1998)
Provides for the measures that employers are required
to take to improve the levels of skills of employees in
workplaces.

A Public Finance Management Act, 1999 (Act No. 1 of
1999) - Provides for the administration of state funds

A

provide for employees covered by the Act.

Control of Access to Public Premises and Vehicles
Act, 1985 (Act 53 Of 1985)- Provides for the
safeguarding of certain public premises and vehicles
and the protection of the people in or at these public
premises and vehiel

National Health InsurancBill has beenpassedinto law This will effecmuch needed changes in health financing
mechanismsbased on the principles of ensuring the right to health for all, entrenching equity, social seffaaeitcy

and effectiveness in the health systefe policy objective of NHIto achieve universal access to quality health care
services in the Republic in accordance with section 27 of the Constitution; to establish a National Health Insurance Fund
and to set out its powers, functions and governance structures; to provideeabiek for the strategic purchasing of

health care services by the Fund on behalf of users; to create mechanisms for the equitable, effective and efficient
utilisation of the resources of the Fund to meet the health needs gothdation;to preclude or limit undesirable,
unethical and unlawful practices in relation to the Fund and its users; and to provide for matters connected herewith.




There is a dire need itoproveinstitutional and organizational reforms to address current strugheticienciesto for
achievngUniversal Health Coveragjeat will break barriers to quality health care. inequality. The NHI states that; The aim
of universal health coverage is to provide South Africang with

(a) access to needed health care that is of sufficient quality to be effective; and

(b) financial protection from the costs of health care.

This willensure accountabilityn quality of health services rendered and ultimately improve health outceittes

particular focus on the poor, vulnerable amarginalized citizens

NHI stresses the need to address barriersatwesshealth care services by all citizens, affordability and sustainability,
strengthening primary health care services as the entry point to the health system with emphasis on health promotion and
preventive services, in addition to improving curative arabiléhtive services. It has shed light on the responibidit

each level ohealthcare to ensure effective implementation of the policy.

In many countries, effective Universal Health Coverage has been shown to contribute to improvements in key indicators
such as life expectancy through reductions in morbidity, premature mortality (especially maternal and child mortality) and
disability. AlRUFRI D¢t RUNDWIRNWVWIUFGUHqe UR! WRt WAYqéWe UWRUT RAcqY! U
Universal Health Coverage.

National Development Plan: Vision 2030

The National Development Plan (Chapter 10) has outlined 9 goals for the health system that it must reach by 2030. The
NDP goals are best described using conventional public health logic framewofkeoverarching goathat measures
ROGEHqWRY W 201 ¢nNPWaGcadlWe U7 Wnld e aWWd Rn 1) k3t Goal oéasire! LWe q L
health outcomes, requiring the health systemreduce premature mortality and morbidity Last4 goals are tracking

the health system that essentially measure jputs and processedo derive outcomes.

Figurel: NDP 2030 Goals

Goal 6a: Strengthen the
District Health System

Goal 7: Primary healthcare
teams provide care to
families and communities

Goal 9: Fill posts with
skilled, committed and
competent individual

Goal 8: NHI - Universal health care coverage achived

Goal 6: Complete health systems reforms
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Sustainable Development Goals

GOOD HEALTH
AND WELL BEING

Goal 3Ensure healthy lives and promote wading for all at all ages

3.1By 2030, reduce the global maternartality ratio to
less than 70 per 100,000 live births

3.2 By 2030, engreventable deaths ofnew-borns and
children under 5 years of agewith all countries aiming to
reduce neonatal mortality to at least as low as 12 per 1,000
live births and undes mortalities to at least as low as 25
per 1,000 live births

3.3 By 2030,end the epidemics of AIDS, tuberculosis,
malaria and neglected tropical diseasesand combat
hepatitis, watetborne diseases and other communicable
diseases

3.4 By 2030,reduce by one third premature mortality
from non-communicable diseases through prevention
and treatment and promote mental health and Welhg

3.5 Strengthen the prevention and treatment of
substance abuse, including narcotic drug abuse and
harmful use of alcohol

3.6 By 2020,halve the number of global deaths and
injuries from road traffic accidents

3.7 By 2030,ensure universal access to sexual and
reproductive health-care services including for family
planning, information and education, and the integration of
reproductive health into national strategies and
programmes

3.8 Achieve universal health coverage, including
financial risk protection, access to quality essential

health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all
3.9By 2030, substantially reduce the number of deaths
and illnesses from hazardous chemicalgnd air, water
and soil pollution and contamination

3.a Strengthen the implementation of the World Health
Organization Framework Convention on Tobacco Control in
all countries, as appropriate

3.b Support the research and development of vaccines
and medicines for the communicable and nen
communicable diseases that primarily affect developing
countries, provide access to affordable essential medicines
and vaccines, in accordance with the Doha Declaration on
the TRIPS Agreement and Public Health, which affirns th
right of developing countries to use to the full the provisions
in the Agreement on Tra€Related Aspects of Intellectual
Property Rights regarding flexibilities to protect public
health,and, in particular, provide access to medicines for
all.

3.c Substantially increase health financing and the
recruitment, development, training and retention of the
health workforce in developing countries, especially in
least developed countries and small island developing
States

Strengthen the capacity of all countries, in particular
developing countries, fearly warning, risk reduction and
management of national and global health risks




MediumTermDevelopmeniPlan 2024-2029

MTDP2024-2029 serves as the Byear mediunterm plan for the'TAdministration of Governmerit.alsois also an
implementtionframework for the National Development Plan (NDP): Vision 2030, the existiterhong

plan for South Africa towards 2030will continue to align to the goals and objectives of the NDP and Programme of
Priorities of the Government of National Unity (GNU).

- MTDP is set on 3 priorities; (1) Inclusive growth and job creation, (2)
Shrategc o Reduce Poverty and tackle the high cost of living and (3) : A capable,

Inclusive growth

and job creation ethical and developmental state.

The health sector is under Priority 2 which intends to reduce poverty
and tackle the high cost of living and the statement of intent: Investing

Strategic Priority 2: Strategic Priority 3:

Reduce poverty A capable, cthical in people through education, skills development and affordable
and tackle the high and developmental . .
COSEOF IViNg | < state quality healthcare. The general outcome is toeldg and empower

South Africans.

Medium Term Development Plan

T —— Thesector outcome foMTDPimplementation isimproved access

_ to affordable and quality healthcare. The following priorities have
been outlined:

1. Pursue progressive achievemenuniversal health coveragigrough the implementation of the National Health
Insurance to address inequity and financial hardship in accessing quality health care.

2. Strengthen the primary health care (PHC) system by ensuring that home and conbemattgervices, as well

as clinics and community health centres are well resourced and appropriately staffed to providentiieve,

Gl W21 U0UqR21JetOR2] ¢ qR21Je 0l W6¢c¢HRIRgE qR21IJI0c Ul IOGE GG REqR?2

Improvethe quality of health caed all levels ohealthestablishments, inclusive of private and public facilities.

Improve resource management by optimihingnan resourceandhealthcare infrastructurand implementing

asingle electronic health recard

hw
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Goals (SDGs) for hehltvhich are Survive, Thrive and Transform.
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Presidential Health Compact 2024/2029: Outlines 10 pillars below;

Augment human resources for health (HRH).

Improved access to essential medicineaccines, and medical products through better supply chain management.
Execution of the infrastructure plan for adequate andmaihtained health facilities.

Engagement of the private sector in improving access, coverage, and quality of health services.

Improvement of quality, safety, and quantity of health services with a focus on primary healthcare.
Improvement of public sector financial management systems and processes.

Strengthening governance and leadership for oversight, accountability and health system performance.
Engagement and empowerment of the community for commbastgd care.

Development of an information system for guiding health system policies and investments.

10 Pandemic prevention, preparedness and response (PPPR).
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In the matter of TN obo BN v The Member of the Executive Council for Health, Eastern Cape, the Eastern Cape High Court rulel
that the Department had provided sufficient evidence to support the development of the common law in favour of compensation
by wayof future medical care instead of lump sum payments for future medical expenses, and also structured payment instead
of a onceoff lump sum payment where future care was not indicated.

However, the claimant has filed an appeal in the Supreme Court of Appeal against the judgment. The Health Departments of the
provinces of the Free State, Gauteng, Limpopo, North West, Mpumalanga, KMa&auland Northern Cape lodged an
application to jai the SCA proceedings as amici curiae for the following reasons:

1.

The proceedings before the SCA concern the development of the common law in TN to allow the public healthcare remedy
and the undertaking to pay remedy.

The Eastern Cape court heard evidence on various matters including the need to develop common law. During the trial the
experts made references to the provinces in their respective reports and in their evidence. This was a clear recognition that
althoughé W WG ¢ qaqll WEYUHRD! OUT Wad8 WWEet q OW9 ¢ GUIW?2WGE!l qalU0qynl
provinces were relevant.

The evidence adduced in TN and the judgment in the Eastern Cape court is not only relevant to the Eastern Cape but all
other provinces which face similar constraints and challenges to the ECDOH. The development of the common law to
include the public hetdicare remedy and the undertaking to pay remedy will have an impact on all provincial health
departments.

In the circumstances, the other provinces have a clear interest in the matter and are able to offer assistance to the SCA in
its determination of the issues before it.

The provinces will make submissions in support of the development of the common law and will argue that the judgment in
the Eastern Cape court should be confirmed.

With due regard to the respective positions taken by the parties in this litigation and mindful of the role of an amjicus curi
if admitted, the provinces will limit themselves to submissions that are relevant, useful and have not been addressed by the
parties to the litigation.

If admitted, the submissions of the provinces will draw on broader angbinténciakconsiderations anthus be premised
on facts and evidence not before the SCA.

In this regard, the provinces intend to place factual evidence before the SCA similar to that adduced by the Member of the
Executive Council for Health, Eastern Cape in the Eastern Cape court, including:

8.1 An overview of the provincial budget process.

8.2 An expenditure trend analysis for the past 5 to 10 years in relation to the-tegdiadaims paid withitnat period.

8.3 The budgetary impact of requiring provincial departments to pay damages claims upfront on a lump sum basis in each
financial year, including the extent to which funds which were allocated to the provincial departments by Treasury for
the purposes of fundinprogrammes such as emergency medical services, support services, facilities management,
and hospital services, were taken out of such programmes to meet these claims.

8.4 The cash flow challenges experienced by the provincial departments because of having to pay out claims.

8.5 The ability of the provincial health departments to implement the public healthcare remedy and the undertaking to
pay remedy.

8.6 The measuresire beingaken to ensure that if an award is made in respect of a plaintiff residing in a particular
province, such an award can be implemented in another province.




PART B: OUR STRATEGIC FOCUS

Vision
Long andhealthy life for Free State community.

Mission
Provision of an equitable, accessible and resilient quality healtseaveces through innovation to the free
state community.

Values

The value system of the Free State Department of Health entails the following:
A Integrity

Accountability

Responsiveness

Respect

Empatly

Ethical

> > > > > >




Updated Situational Analysis

Overview of Province

Geographicallyi-ree Statgrovince centrallyocated in South Africand it isbordered by Northern Cape, Eastern
Cape, North West, Mpumalanga, KwazZhktal and Gauteng provinces, as welttas country of.esotho.lt is a

rural province of farmland, mountains, goldfields and widely dispersed towngroVireceis divided into one
metropolitan municipality (Mangaung Metropolitan Municipality) and four district municipalities, which are further
subdivided intd 9 local municipalitiesBelow is the Free State map demaexiper local municipalities.

Free State province is geographically the third largest in South Aftibas the seconémallest share of
populationafter Northern Cape Provinaed seconelowest population density of 129 825krtoccupies 10.6%
YnWaqéWWrHY2Uql ! kt WqYqedWdeUT Wel Dailonwith éduaEsytGesdoomfie Y U LR
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towns in the province include Welkom, Kroonstad, Sasolburg and Bethlehem.

The economy imostlyl YOG RU¢ qJT WH! We NI RAztGqgel DAWIRURUNWe UT WwWaeUemn
Africa, about 90% of the province is under cultivation for crop production. It produces approximately 34% of the
total maize production of South Africa, 37% of wHe2# of sorghum, 33% of potatoes, 18% of red meat, 30% of
groundnuts and 15% of wod¥liningis the major employerandthe GI Y2 RURIJ W R Llangédt gotsl Y 1 O T K
producer. It is a leader in the chemical industry, being home tiahiesynthetifuels company, Sasollhe

Vredefort Dome, a crater measuring 10km in diameter, is in the Ndwhatfwpality of the Free State Province and

about 100km soutts 1Jt qWYnls Y6 ¢ UUWt Ae |l NHIOWf qWRt WEYeaq6W nl RAC K LW

Figure3: Free State map

District [ Metro Local Municipality  Main Seat
Mangaung = Bloomfontein
Fezile Dabi Mafube Fronifort
Matsimaholo Sosolburg
Moghaoka Kroonstod
Ngwothe Porys
Lejweleputswa Masilonyana Theunissen
Mathabeng Welkom
Nala Bothaville
Tokologo Boshoff
Tswelopole Hoopstod
Thabo Dihlobeng Bethlehem
Mofutsanyana Maluti-A-Pholung  Phuthaditjihaba
Mantsopa Lodybrand
Nketoono Reitz
Frea State District Municipalitios Phumelela Viede
gl Setsoto Ficksburg
ros. Xhariep Kopanong Trompsburg
T Letsemaeng Koffiefontein
. Mohokare lastron




External Environmental Analysis

Demography

Theneed to understand and monitor population growth patterns is very crucial especially gender and age analysis.
This is important for proper resource planning and allocation within the pop@sgpiecially social support
resources such as provision of health services, food security and other basic municipal services including addressing
issues of unemploymentt also provides better understanding and analysis of demographic, economic and socio
economiccomposition of the provincéAccording tgStats SA, na-year estimates 2024Free State population is
projected to bgust over 3 million, with an estimated grovathabout 0.7% per annumhich is about half of the
#HYaUql ! k. WNI Ysq6 Wl ¢qll
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is sparsely populated of the five distriatelhasthe smallest population shateutit is the biggest land distribution

The figure below shows average annual population grmatehbetween 20132023, with Mangaung Metro
experiencing the highest population grovate followed by Fezile Dabi Distrittpth abovethe provincial growth
average. On one hand, Xhariep District has had the lowest average populatioraggolwiing the same period

Figure4: Estimated Average Annual Population Rate 2013, 2018 & 2023 by District & Province

1.40%
1.20% 1.17%
1.00%
0.80%
0.60%
0.40%

0.20%

0.00%
Fezile Dabi Lejweleputswa Mangaung Thabo Xhariep Free State
Mofutsanyana

Source: South Africa Regional eXplorer v2510

The provincial population predominantly has more females than males; the composition of female population is
51.25% and males occupy the remaining percentage. Higher share of population in theipfoundeamongst the
agegroup [2544 years] which is mainly the economically active ged82.1%THhs is followed by age group]@

years] which is about 27.1% of the population.

The population pyramid below shows the provincial populatiows that of the country, with age and gender
projections k depictsa rather larger share of young population and in some instances much higher than that of SA
[10-14,15-19 & 2024]. Data projections for the outer years [2088monstratea continuousncrease in youth
population and economically active populatidhis also means the need for province to create viable economic
activities to improverovision of services anjob security to curb higlouthunemployment rate in the provindée

pyramid below also depicts a higher than SA share of older population in the plideénemjections also depict

Free State as one of the provinces with higher number of older populatiorts tlebulge highest. This calls for
improved provision of social services, which include health care services to meet future demands despite the limited
resources. This will also heighten the demand for geriatric and other services for older persong, ¢hcbrdc care

for illnesses such as hypertension, diabetes, heart diseases, cancer and dementia




Figure5: Free State Province vs. South Afrie22023

Male Female

Free State -
South Africa [ _m e, — ]

6.0% 4.0% 2.0% 0.0% 2.0% 4.0% 6.0%
Source: South Africa Regional eXplorer v2510

Fertility andmortality Patterns

Levels of mortality, fertility and migration are estimated for the base year and projected for futiaedydess
information on mortality and causes of death plays an important role in planning, monitoring and development of
targeted strategies to improve health and survival of the population.

Population census estimates of 2022 indicate the decline in fertility rates in the penwdnitey remain lower in
current yeargSouth Africa Regional eXplorer v2510]

COVID19pandemichas had a devastating social and economic impactd-wide and this goes for trecourgeof

HIV & AIDS. There wasiacrease in the number of excess deaths which affected life expectancy in the province
and everywhere else in the world where similar challenges were experi&iatd.SA mig/ear population
estimates2024 demonstrates a noticeable decline MDSrelated deathsn the country due to advancement in
medicine, access to lifeong antiretroviral treatment and declineeitessCOVID19 deaths. Thiss reflectedin
increasedife expectancycrossall provinces in SA.

Information on the size of population, its distribution and characteristics is therefore crucial for describing and
assessing its economic, social and demographic circumstances for developing sound and responsive policies and
programmes. This is also imfsont as the country is gearing up for the implementation of National Health Insurance.
Between 20@ and2023 medicalaid insurance coverageas declined nationally frod5.9% to 15.7%This could

be attributed to many factors including the current economic climate in the country. Accd@ergetal Household

Survey: 202], 13.3% of individualsn the Free State are members of medical aid schemes. This remains below the
national average of 1846 and this means tha8/% of the population in the province is uninsured and relies on
state resources for health care services.




Life Expectancy

Life expectancy at birth reflects the overall mortality level of a popul@tiorentmeasures of mortality indicate an
improvement in Life expectancy at birth in the country from 54.7 in 2002 to 66.5 years in 2024.

According thg¢Stats SA migyear population estimates:2024ife expectancy at birth for males is lower than that of
females throughout the years. Between 2002 and 2006, there was a decline in life expectancy at birth which was
attributed to AlDSelated deaths and again during the CGlApandemic the mortalitytes increased negatively
affecting overall life expectancy in the entire country. Whilst the Life expectancy at birth indicator is an important
health indicator it should not be interpreted &8 Y T HqRYU WY nWe¢ UWRUT R2RT 2¢Okt WG
shed light on the cumulative burden of recent epidelfstats SA mig/ear population estimates: 2024The graph

below demonstrates life expectancy at birth byfeeoth males and females.

Figure6: Total Life Expectancy over time, 2002 [54.7 Yearg2024 [66.5 Years]
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The decline in Life Expectancy The decline in LE at birth in 2021

between 2002 and 2006 can reflects the impact of a sudden

e be attributed to the impact of epidemic such as COVID-1%on  ""7777777770"
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Source: STTATSSA Midear Population Estimates 2024

Despiteanincrease in life expectancy in SA, Free State remains the province with the lowest life expectancy, lower
than the country average of 63.6 for males and 69.2 years for females. Estimai8tafo8A mid/ear population
estimates; 2023show that life expectancy in FS is 57 for males and 63.8 females years average.

Figure7: Free State Life Expectancy against other Provinces in the country [220126]
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Social Determinants of Health for Province and Districts

Section 27 of the Constitution of stipulates that everyone has the right to have access to health care services in South
Africa.Globally, it is recognized that health and health outcomes are not only affected by healthcare or access to
health services, because of mediimensional and complex factors linked to the social determinants of health. These
include amongst others societdk conditions such as polluted environments, inadequate housing, access to clean
drinking water, poor sanitation, unemployment, poverty, racial and gender discrimination, destruction and violence,
political, economic and cultural factors. All these ¢amstlead to health inequities and negatively impact on
envisioned health outcomes. They affect health outcomes either directly or indirectly. Sectoral collaboration is key
to addressing these social determinants of health to achieve health equity.

While there have been improvements in access to basic services and housing, inequalities persist, requiring
sustained efforts to address infrastructure gaps, promote inclusive development, and enhance the resilience of
communities in the face of future dlemges,[Stats SA; The State of South African Households 2023].

Social conditions such as unemployment, poverty, cultural beliefs and practices, disability as well as lifestyles affect
healthseeking behaviour and fuel the burden of disease (BOD). Demographic patterns, e.g., population size and
segmentation require thBepartment to prioritize vulnerable population groups in service design and provision.
According to the latest findings fr¢@HS 2023]Free State has second highest disability prevalence at 7.1% after
Northern Cape at 10.1%. This necessitates the depart to be more inclusive in service delivery and ensure that
infrastructure of health facilities is conducive to rendering quality health care services and accommodates people
with disabilities, including all vulnerable groups and offers yfdetidly sevices to cater for the younger population

of the Province.

The province consists of scattered smaller towns which are mainly rural and farming areas. These increasingly pose
a challenge in providing outreach PHC services through mobile clinics and WBOT due to poor road infrastructure anc
limited resources. GH®23 also paints FS as one of the provinces with higher percentage of informal dwellings at
14.5% above national average of 12.2%. Some of these informal dwellings are hard to reach areas to access service
delivery. As at end of 2023/24 financial yearptgince operated 59 mobile clinics and had 181 WBOTs conducting

PHC outreach services to households in different wards.

The spectra of social determinants of health and diseases of lifestyle call for rigorous targeted cebasenhity
health education and promotion. This can be achieved througltaeedlinated inteisectoral collaboration. This
will improve the health of ghcommunities and people will also learn to take control of their lives.

A selection of some indicators regarding social determinants of health in the Free State Province are outlined below.

Sanitation According to the results from 2022 Stats SA census, there is an
100% indication of increased percentage of population receiving services
in the province. The diagram shows that Free State is fairly doing

0k better than national average in four of the stated italiga

20% sanitation, water, electricity and refuse removal. Despite
Refuse 0% Water improvement, indicators such as percentage of both ttelded
and femaleheaded households contribute negatively to health
outcomes. The province is ranked amongst provinces with higher
National Total percentage of femaldeaded households at 50.9% and the country
average is at 49.6%. According to Stats SA, Thabo Mofutsanyana
Electricity district has the highest percentage [56%] of fert@aded
households in the province.

80%
B0%

Free State

Source: South Africa Regional eXplorer v2510




Provision of clean drinking water is crucial to improving the health of the communities and fighting diagem®s.

8 demonstrates that FS is performing above average on some indicators, and GHS of 2023; also demonstrates that
access to piped water in the Free State has increased to 93.3% which is above the national average of 87%. There i
a notable decline of 2.3% comed to 2022 findings. However, Mangaung Metro remains the lowest at 91.7% over
an average of 97.2% in other metros. Xhariep, Thabo Mofutsanyana and Fezile Dabi are among the districts with les:
access to piped water. The limited accessibility of cleaediwater contributes to significant public health
challenges and adverse health outcomes such as the higher incidences of diarrhoeal diseases. Acfstating to

SA, GHS; 203315.7% of the population in the province have reported water interruptions that lasted at least two
days.

Findings fromJtats SA GHS; 20PiBdicate that households connected to the mains electricity supply was at 92.1%

in the province above the country average of 89.8%. This is an improvement in comparison to the previous years.
Electricity cuts have improved but frequent water shortaggatively affect service delivery and economic activities
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such are in Thabo Mofutsanyana District. Xhagamins the district with the lowest number of households with
electricity for lighting and other purposes at 37 900 [4.38%], which also shows a slight negative increase from 2022
findings, $outh Africa Regional eXplorer v2510:2023]

Sanitation also plays an important role in environmental hygiene and fighting diseases. StatiSiRisithddd,
GHS;2023femonstrate an improvement in number of households with access to improved sanitation. Despite the
improvement, there are still households with no toilats they use pit toilets and bucket systgfouth Africa
Regional eXplorer v2510:2028monstrates that Mangaung Metro has both the highest number of flush toilets at
219 774 and that of no toilets at 2 358 and there are ik it toilets in Thabo Mofutsanyana [40 042]. Both
Lejweleputswa and Fezile Dabi have the highest number of bucket system sanitation. Generally, F8 aainked 4
86.8% with households that have access to improved sanitation which is above the national average of 83.3%.

Environmental hygiene is crucial for disease prevention and management and regular formal waste removal is thus
important. In the province, refuse removal at least once a week by authorities is above the national average of 62.6%
at 68.9% [Stats SA, GHS;2023However, in rural areas refuse removal once a week or less by authorities was at
20.8% in comparison to 76.7% in urban areas. This demonstrates significant gaps in service delivery where
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removing their own refuse while 5.6% did not have access to such services. Collaborative efforts are crucial to
improving social determinants of health for all members of the community to benefit equally.

In modern day living, access to internet is crucial for communication and access to critical information concerning
the communities, e.g. health promotion messages and other important community communication, etc. Access and
use of internet as means of comanication has gained traction over the years and it continues to grow. Access is
either fixed or mobile, personal, work or common public places. Accori8tgtoSA, GHS;2023ouseholds with

access to the Internet, any kind in FS province was &0/& 13t lower than the country average of 78.6%.

Measuring level of income is one of the crucial indicators to determine theesonmmic status of the population.

There are different sources of household income and Free State province is amorigsigifes8 provinces where

grants are the main source of household income after the sal@iats SA, GHS;2023)n metropolitan areas,
Mangaung reported the highest percentage of households surviving on grants at 27.8%. This demonstrates the
magnitude of demand for government basic services in thispeo According to tH8outh Africa Regional eXplorer
v2510:2023] in 2023, an estimated 6.55% of the households in the Free State Province, were living on R30,000 or
less per annum and the percentage has declined slightly from 2022 whichta/8s189%6.




Figure9: Households by income bracket Free State Province, 201:2023
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The above diagram depicts the seetmnomic hardships faced by the communities in the province, suffering more

are poor marginalized communities. It shows an increase in the poverty gap, not just in the province but in the entire
country. According to Sk SA, poverty measures the number of individuals living below a certain level of
consumption for the given area and is balanced directly to the official upper poverty rate. Poverty 4s a multi
dimensional in nature and can be measured in various ways, porty can be delineated through menegric

and nomametric measures. There is high rate of unemployment which has negative consequences in the province.
This is eminent with the increase in severe acute malnutrition case fatality rate in fatilidréa <5 years in the
provincein recent years. Level of household income, poverty and unemployment have direct impact on education
outcomes, crime incidences, increased dependency on government for basic services including health care, etc.
Latest data from Stats SA also portrays an exponential decline in agricultural activities in the province, and this could
be contributing to the heightened unemployment, poverty and food inadequacy in the province.

Figure10: Unemployment ratewin the Free StateuDistrict Comparison: 2013, 2018 & 2023 st Quarter of 2024
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All these challenges and the vast household income gaps affect the marginalized and vulnerable groups, mainly
children, people with disabilities and women. It puts pressure on the sector which is already challenged with limited
resources and continuous amal budget cuts. The above charts demonstrate unemployment status in the province.

It was on the decline in Mangaung and Thabo Mofutsanyana. On one hand, there was an increase in 3 other remainir




districts. The provincial picture also shows that in thguhrter of 2024, FS had an unemployment rate of 38%, 5.1%
higher than that of the country. According to Stats SA; 2024, FS was among the 3 provinces with highest
unemployment rate in thétfuarter of the current calendar year.

Data from[South Africa Regional eXplorer v2510:2a28the diagrams below demonstrates that percentage of
people living in poverty is also on rise. It also portrays sluggish employment growth in the province in 2023. Over 60%
YnlWagd WGl Y2RUKRNUKY WGYGe il ¢ qRY ULWRée 60% RaveRyritel Fhe pib@iie 2slihl lirgg ! HOLL
with the current economic growth in the country at large, slow and affecting vast majority of its citizens negatively.
With unemployment rate of 38% and above 60% povetsy, the department is making use of government
programmes such as EPWP to alleviate state of unemployment in the province and continuously employs youth for
a certain number of months for paid experiential learning. Incrementally, the department pdynemploys a

certain percentage of interns upon completion of their internship programme.

Employment growth: 2013-2023
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Climate change- effects on Health

According tgSustainable Development Goals; Country Report South Africa: th@23puthern Africa region is now
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systems which are set to become the new normal. Over decades, significant changes in climate havetveen obse

in South Africa at large. Climate zones across are shifting, ecosystems and landscapes are degrading due to fires,
droughts and heat waves. This has, in some parts, translated into natural disasterdyoeetaliseases, as well

as food and water $ecurity, which consequently threaten livelihoods. Environmental factors such as the severe
drought and the loss of ecosystem services contribute negative to the health of the communities.

Climate change does not only cause agony in human lives but plays a critical role in disease trends and burden o
diseases. This places an onerous burden on the resource requirements for the provision of health care services
amidst the shrinking fiscus.ldbal warming also affects the design and functioning of health infrastructure, e.g.,
cooling and or heating systems. The situation is exacerbated by the energy supply instability and interruptions that
affect service provision and the functioning of het@ithnology and management information systems, e.g., Qwa

Qwa area, wheralternative power supply like solar systems and heat pumps have become a critical necessity.

The department must gear up for more health risks that are imposed by effects of climate change such as extreme
weather conditions, more frequent and prolonged heat waves which might cause deaths, severe drought, flooding
that displaces households and leamany families vulnerable, vector borne diseases like diarrhea and cholera, could

be on the rise. In response to water shortages, the department has installed water tanks in some health facilities and
will continue to install more as a way of ensuimigterruptedwater supply by means alternative water collection

and storage, e.g., boreholes, reservoirs and continued health education to the communities.




Some of our PHC facilities do not have adequate natural or mechanical ventilation to offset the high temperature
experienced during summer. The infrastructure design of these facilities should therefore be climate resilient to
withstand heat, cold, strongiinds and flooding. The department will overtime work towards climpteof
infrastructurethat can remain resilient in extreme weather conditions and are adequately prepared for disaster whilst
contributing to improved public health services.

All 32 hospitals are dependent on coal boilers amidst the challenge of global warming and growing public opinion
against coal has also become a conc@&ar reliance on coal to produce energy also contributgeetnhouse gas
emissionsN 6 JWE W cdqé Wt DAY kt WIOWII N! Wet YW Ut edqWRUWqY+#RALW
the sector is meant to servéhere is a need to transitilm coal to more innovative renewable energy efficient
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policy strategies such as implementing initiatives outlined in Just Transiti@werkrfor South Africa.

Epidemiology and Quadruple Burden of Disease

South Africa is confronted with a quadruple burden of disease (BOD) because of HIV and TB, high maternal and chilc
morbidity and mortality, rising n@emmunicable diseases and high levels of violence and trauma. The province has
also identified mental fiesses as a key additional element to BOD, which requires prioritization.

Non-natural causes of death constituted 8.3% of all deaths while the remaining 91.7% was due to natural causes.
The highest percentage of npatural causes of death emanated from Otielernal causes of accidental injury
(WO00-X59) at 69.4%.™ cause of nomatural was Assault (X8809) at 14.2%, then Event of undetermined intent
(Y10Y34) at 7.9% and fourthly, Transport accidents (V83) at 6.8%[Mortality and causes of death in South
Africa, 2020].

%
O B N W B U O N R

Source: Mortality and causes of death in South Africa: 2020

Mortality and causes of death in South Africa, 2020, demonstrates that in 2020, five of the top ten leading underlying
natural causes of death were noommunicable diseases, while the remainder were communicable diseases.

According to th®istrict Health Barometer (2022/23neumonia was the leading cause of death to children under
the age of 5. Globally progress has been made in reducing pneumonia deaths in children. In SA both pneumonia an




influenza contributed 8% in children <5 years deaths. Other caifs#esath to children under 5 years include
cardiovascular diseases.

Birth asphyxia which is closely associated with preterm complications and wasting are contributing causes of death
in this age groups well The challenge posed by wasting exists concomitantly with the decline in exclusive
breastfeeding rate which was at 44.1% in the 2023/24FY, a slight increase from 2022/23FY. Lejweleputswa recorded
lowest at 26.1% during the same period also a slight @eftbm 2022/23, 26.7% and Xhariep recorded the highest

at 61.7% above the provincial average of 44.1%. HIV/AID$Bafehture prominently as major causes of death.
These argublic health problems that require targeted interventions if the child mortality rates are to be decreased
in the province.

NCDs are predominantly the major causes of death followed by cerebrovascular and heart diseases. These are
AYGaYUWGUeET RUNDWHE2t It WYn WG YI optpddRlatibnltowerey, ihidl opadjold lebélinyld LU g |
causes of death differ from district to district, but NCDs are dominant in many. Recent studies have shown that there
is a decline in the prevalence of HIV/AD® Sixth South African National HIV, Behavioural and Health Sumdey]
AIDSrelated deaths have also decling2HIS] Despite thelecline, it remains the dominant cause of death in three

of the five districts in the province. The spectrum and impact of NCDs require intensified health education and
promotion and strengthened management of ilinesses at all levels of care.




UNIVERSAL HEALTH COVERAGE (POPULATION AND SERVICE COVERAGE)

Tablel: Service Delivery Platform
Org Unit Type Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
District District Metropolitan Mofutsanyana District
Municipality Municipality Municipality District Municipality
Municipality

Source: DHIS 2024/25

The table above shows different types of service delivery platforms across all 5 districts in the province. However,
the number is inadequate due to the growlegnand for health serviceShere are ther challengesvhichinclude

staff shortage to fully utilize mobile services to access areas in the periphery. Road infrastructure is another
challenge and this requires collaboration with relevant setoensure that all citizens access services.

Community Health Workers Programme and Outreadfisits

Communitybased service$orm a very crucial link between the community and health system. WBPHCOTSs which
are led by nurses and CHWSs provide basic PHC services which are not limited to assessing health status of
individuals in households, health education, promotiaiding counselling and adherence support services. They
identify and refer those in need of preventive, curative or rehabilitative services to relevant PHC facilities for formal
access to health care service which then make them firstliaecessing health care services.

The services mostly provided by these groups are not limited to child health, such as Vitamin A administration, etc.
They are monitored as a proportion of the total number of households within the catchment areas. D&itat$rom [

SA GHS: 2033ndicates that Free State Province had 999 000 households with fageded households at 44.6%

above national average of 42.3% and average household size of 3.5. In 2023/24, the province had a total of 181
functional WBPHCOTSs with plans to increaseribmber formproved coverage. The challenges in maintaining the
adequate number of WBPHCOTSs range from budgetary constraints to regular unavoidable resignations of team
members.

As of end 08" quarter 2024/25, the province achieved OHH visit covera8.é% The department strives to
maintain higher household outreach coverage by increasing the number of trained community health care workers
and WBPHCOTSs to strengthen PHC outreach services. Below is the number of coibasaitiiousehold visits

by province ath by district in 2023/24.

Table2: Community-based Services Coverage

Org Unit ' Data Element Name 2023/2024

fs Free State Province COS headcountsum 2 207 633
COS household 1st visit 124 372
COS household followp visit 651 660

fs Fezile Dabi District Municipality COS headcountsum 462 515




Org Unit ' Data Element Name | 2023/2024

COS household 1st visit 18 094
COS household followp visit 135 233
fs Lejweleputswa District Municipality | COS headcourtsum 615472
COS household 1st visit 32 708
COS household followp visit 219 924
fs Mangaung Metropolitan Municipality COS headcountsum 223 587
COS household 1st visit 29 367
COS household followp visit 45 787
fs Thabo Mofutsanyana District COS headcountsum 579 424
Municipality COS household 1st visit 37 589
COS household followp visit 147 704
fs Xhariep District Municipality COS headcountsum 326 635
COS household 1st visit 6 614
COS household followp visit 103 012

Source: DHIS 2023/24

The table above shows community health services total headcount, housé&hwidsland followups in 2023/2024.

Data trends in the table above demonstrate an incline in both headcounts and service coverage in all districts an
province. The increase in commurtigysed services is well aligned with WBOTSs [181] during the sarod. [i2espite

the observed increase in headcount coverage, there havechalienges that affected the programme, such as high
vacancy rate of Outreach Team Leaders [OTLs] whaoh reported in different districtBhe province will continue to
strengthen community based service to access health care services in the communities.

PHC Utilisation

The Primary Health Care (PHC) utilisation rate indicator measures the average number of PHC visits per person pe
year to a PHC facility. The province is experiencing a decline in PHC utilisation rate for both the clients below 5 years
and above the agd 6. However, the situation has improved a bit amid the GO8/gandemic. Mangaung Metro
performed lowest on both indicators at 1.5 and 2.6. Xhariep and Thabo Mofutsanyana are the two districts which
perform best in both indicators. Mangaung Metro apgeleputswa districts performed lower than the provincial
average on both indicators.

Org Unit PHC headcount| PHC utilisation PHC headcount | PHC utilisation unde
total rate under 5 years 5 years rate
fs Free State Province 520 7094 1.8 761193 3
fs Fezile Dabi DM 915 770 1.8 125 582 3.1
fs Lejweleputswa DM 1124545 1.7 153 210 29
fs Mangaung MM 1 356 405 15 188 400 2.6
fs Thabo Mofutsanyana DM 1487 185 2 250 000 3.4
fs Xhariep DM 323189 25 44 001 34

Source: DHIS 2023/24

Thedecline in PHC utilisation rate occurs in conjunction with the implementation of decanting strategies such as
household visits by WBOTs and Central Chronic Medicine Dispensing and Distributions [CCMDDs]. Number of active
CCMDD beneficiaries indicates a aulative increase over time. With regards to Mangaung Metro, the use of private
health services also plays a role in achieving the set target. However, the reduction in the PHC utilisation rates for
children under the age of 5 poses a concern due to tlattargeted services they need to access at health
facilities, particularly vaccinations and growth monitoring. The department will however continue to intensify
community mobilization and education to ensure that children access all the service.




PHC Expenditure per Headcount

Health Financing is one of the crucial six building blocks in effective sustainable health systems so that there is equity
in accessing health serviceRYHO;2015].The country is gearing up for NHI implementation and proper health
financing is crucial in achieving Universal Health Coverage [UHC]. PHC expenditure per capita provides insight into
equity levels in resource distribution at this level. PHC remains #nefbe access to public health services for
improving life expectancy including all otherisioned health outcomes. The NHI bill outlines the need to strengthen
PHC services to improve quality and access for all citizens in an equitable aetfexiste manner. Over time PHC
expenditure per uninsured population has capita has been on ¢him rilse province. This also includes District

Health Services Expenditure per capita also with a focus on uninsured population.
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Despite the decrease in PHC headcounts observed in the province, the trend on health expenditure demonstrates
the opposite picture, it is on the increase. In the long run, this will negatively affect provision of efficient and quality
health services. Thidenotes that UHC will not be effective hence the need for NHI.

Expenditure per capita has also increased in the province, including the entire country, this is an indication of the
shrinking budget allocations vs expenditure in health care services. The deployed strategies such as decanting
patients could be contribintg to the decline in <5 PHC utilisation rate and affecting health costs. This needs further
review. This is particularly important to achieve the outcome in reducing maternal, neonatal, infant and child
mortalities in the province and ensuring that ai§esed children get to health facilities for their scheduled
immunisations and ultimately improving life expectancy in the province.

Hospital Care

The efficiency indicators in hospitals are a crucial proxy in measuring how well the hospitals operate. Few have been
discussed below. OPD new client not referred rate remained stable in different levels of care except for National
Central hospital wheréhere is a spike in the previous financial year. A noticeable decline has also been observed at
the tertiary hospital during the same period. In comparison to the previous final years, 2023/24 has seen a slight
increase in PHC utilisation rate, this cobl attributed to decrease in OPD not referred rate in some hospitals.
Poorly functioning or sufiptimal use of PHC facilities and improper implementation of a referral policy also
contributes to unstable referral pathways between levels of care. Aslg tieis creates an owdrurden at hospital

level as patients are hyassing PHC services directly accessing hospitals.




Treating patients at hospital level is costlier and this requires proper implementation of referral policy to ensure
sustainable health services in the long run. National Health Insurance policy bill outlines the need strengthen PHC to
attain universal hdth coverage and improve health sector financial sustainability.

On the other hand, the table below shows an increase in ALOS but decrease in IBUR. The slight decrease in ALO
can be observed in tertiary hospital, it is stable in regional hospitals but an increase is noticed on the remaining

hospitals.

Table4: Hospital Service
Free State Province

OPD new client not
referred rate

Average length of stay

total

Inpatient bed utilisation rate

Hospital Type 2021/22 | 2022/23 | 2023/24 | 2021/22 | 2022/23 | 2023/24 | 2021/22 | 2022/23 | 2023/24

District Hospitals 53% 56% 54.5% | 3.2days| 3days | 3.4days| 51.5% | 52.1% 42.2

Regional Hospitals 47.6% | 45.9% 46.6 6 days | 5.9days| 5.9days| 67.3% | 69.2% 61%

E'Los‘gsg'la' Tertiary 6.7% 7% 5.1% | 6.3days 6.3days| 6.2days| 77.5% | 76.9% | 57.8%

Eﬁggﬂ;’ CELE 53% | 56% | 14.6% | 8.2days| 7.8days| 7.9days| 65.1% | 67.1%  65.9%
Source: DHIS

Table5: Hospital Care Outputs

Free State Province Inpatient crude death rate Delivery by Caesarean section rate

Hospital Type 2021/22 2022/23 2023/24 2021/22 2022/23 2023/24
District Hospital 5. 4.8% 5% 1%% 14.9% 17.7%
Regional Hospital 6.2% 6% 6.6% 26.206 48.2% 50.3%
Provincial Tertiary Hospital 4.5% 4.3% 4.2% 48.7% 51.1% 53.4%
National Central Hospital 5.4% 3.7% 3.6% 75% 72.3% 66.9%

Source: DHIS

Table 5 abovalso demonstrates decline IBUR in all levels of care. The decreased in inpatient bed utilisation rate
across could be an indication of a decreased demand for hospitalization but costs continue to increaskesidre re

and reconfiguration of the healiervice platform should be considered by the department, especially regarding the
small and subkoptimally functional hospitals. The hospitalated fixed costs continue to rise in these types of
hospitals which challenges financial sustainability of heedire services.

Table5 depictsan increase in caesarean section rate in all levels of care except in central hospital where a decline
is observed in 2023/24, there is a downward trend observed. This high rate of C/S could imply-nskelistgiric

cases. On the other hand, this could be an implication that referral systems{fiaskigadses to higher levels of care

are well in place, and this will positively improve antenatal caomatal mortalities and reduction in maternal death.
Referral to higher level of care must be prioritized especially in smaller hospitals where capacity is inadequate.

Downward trend is observed in inpatient crude death rate but there is still fluctuation in some hospitals. Both district
and regional hospitals have recorded a slight increase but decrease is observed in both tertiary and national central
hospitals. Corret referral pathways to betteesourced level of care for higbk patients is key in avoiding
unavoidable deaths.

Table6: Efficiency indicators for Referral Hospitals
Type of Hospital OPD new client not referred rz
Referral Hospitals

Inpatient bed utilisation rate

Average Length of Stayotal

Regional | Boitumelo 46.6% 48.7% 38.2% | 5.1days| 5.7days| 6.3 days| 53.1% 62% 57.5%
Hospitals | Bongani 58% 57% 61.4% | 7.1days| 6.7 days| 6.5days| 72.5% 67.8% 63.8%
Dihlabeng 11.6% 8.7% 15.4% | 5.3 days| 5.1days| 4.6 days| 89.2% 92% 71.6%
Mofumahadi
Manapo 51.3% 44% 42.9% 6 days | 5.7days | 5.8 days| 65.3% 68.5% 55.3%
Mopeli




Type of Hospital OPD ne e ot referred r{  Average Length of Stayotal | Inpatient bed utilisation rate

2021/22 2022/23 20A/24 | 2021/22 2022/23 20A/24  2021/22 2022/23 20824
Provincial | Pelonomi
Tertiary 6.7% 7% 5.1% 6.3 days| 6.3 days| 6.2days| 77.5% 76.9% 57.8%
Hospital
National Universitas
Central 5.3% 5.6% 14.6% | 8.2 days| 7.8days | 7.9 days| 65.1% 67.1% 65.9%
Hospital

The table above shows an increase in OPD not referred rate in two of the regional hospitals while the remaining 2 sh
a decline. Dihlabeng has shown the most increase in 2023/24. As mentioned earlier, national central hospital ha:
shown a significant inease during the same period. The higher rate of OPD not referred could indicate inefficiency at
PHC level. Patients are treated at a much higher cost per patient per day in hospitals.

Increase in ALOS is also noticeable in Boitumelo and Manapo regional hospitals in the last FY while there is a decli
in other regional hospitals during the same period. On one hand, IBUR is on the decrease across all levels of care. Ag
the highest dcline in IBUR is observed in Dihlabeng hospital.

The massive decrease in IBUR could mean different things, inaccessible health care service or patients beir
discharged quickly or the health system that is able to manage burden of diseases. This could also imply the prop
functioning of the lower levetd care or effective outreach services to lower levels of care in the province. Improper
functioning and management of referral hospitals could have poor implications on both efficient management o
hospitals and performance. This will also affect exgaralper patient day equivalent, where costs of treating patients

in hospitals could be very high due to inefficiency within the referral hospitals.

Inpatient crude death rate Delivery byCaesarean section rate

Referral Hospitals 2021/22 | 2022//23 | 202A//24 2021/22 2022/23 208/24

Regional Hospital | Boitumelo Hospital 6.%06 6.8% 8.6% 36.26 39.1% 42.6%
Bongani Hospital 9.6/ 7.4% 7.5% 57.9%6 55.5% 59%
Dihlabeng Hospital 6.20 3.6% 3.7% 49.% 52.4% 50.1%

Mofumahadi Manapo

. . 5.26 5.1% 5.3% 39.2% 42.4% 43.1%
Mopeli Hospital
Egosvpl)ir;gllal Tertiary | Pelonomi Hospital 3.9% 4.5% 4.2% 48.7% 51.1% 53.4%
Natlo_nal Central Universitas (C) Hospital 5.4% 3.7% 3.6% 75% 72 3% 66.9%
Hospital
Source: DHIS

Provincial tertiary and National central hospitals are the only ones with slight decrease in inpatient crude death rate
in comparison to other hospitals as indicated in the table above. inpatient crude death rate has increase in all regional
hospitals withmore increase observed in Boitumelo hospital. On the other hand, the decrease in C/S rate is reported
Dihlabeng and Universitas Hospitals only in 23/24, all other hospitals have reported an increase.

Generally, in 2023/24, there is an observed fluctuation across hospitals as demonstrated on the above table on crude
death rates. The same pattern is observed in all hospitals during the period in comparison with the above for C/S rate.
According to [SavinMother Report: 2023], Free State wihigjhest province which conducted C/S after Kwazulu

Natal.




Expenditure per Patient Day Equivalent
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District Hospitals Regional Hospitals Tertiary Hospital Central Hospital

2020/21 3496 3633 5047 11425
2021/22 3404 3441 3928 8735
2022/23 3315 3284 4369 9425

e 2023/ 24 3569 3396 4630 10092

Source: District Health Barometer/DHIS

Above figure depicts a fairly steagyward trend in the expenditure per PDE across all hospitals over the period in
observance. This indicator combines financial data and service throughputs to measure efficiency. It is mostly affected
by the fixed costs and the different services rendénesbme district hospitals, there is less activity going on and this
resulted in low inpatient bed utilisation rate but driving the fixed costs of services high. Some of these hospitals are
resourceconstrained and tend to have limited demand for hosp#alices. However, with the decline in IBUR and
ALOS as presented earlier in the section, it is evident that demand for hospitalisation was also low. However, there i
an exponential increase in expenditure per PDE but stable in conjunction with theeaam@mic climate.

Referral hospitalon one hand have a high expenditure per PDE as depicted on the graphics above. However, some
district hospitals expenditure per PDE is much higher than that of the district hospitals. Central hospital Expenditure
per PDE remains high. This could be bseaf both costs of medical consumables and clinical specialization at

this level of care. OPD new clients not referred rate has also increased significantly at this level of care but decrease
is observed in both ALOS and IBUR respectfully. There igmnstrdngthen implementation of referral policy to
achieve financial sustainability of health care service, improve bothdh and outeach services and strengthen

PHC service for promotive and preventative care.




Patient Experience of Care (PEC) and Service Delivery Improvement Plan (SDIP)

The Department has implemented and monitored the Service Delivery Improvement Plan (SDIP) over the 2021/2024
period. The SDIP focused on queue management in PHC facilitiespecifin service areas in the hospitals, some

of the key focus areas inclutlhe provision and availability of medication in PHC facilities and values and attitudes.
Inter alia the key measures of the SDIP implementation included the PHC utilisation rates, patient waiting times,
availability of medicines and the patient satisfaction rates.

The level of satisfaction of the patients with the health care services was assessed through the patient experience of
care (PEC) survey, which is conducted duringtgu2rter of each financial year. Below are some of the results for
2023/24 from the survey per level of care and district.

| 2023/24 PEC survey cleanliness and waiting times
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Clinic Community  District Hospital Regional Provincial National Central  Specialised
Health Centre Hospital Tertiary Hospital Hospital Psychiatric
Hospital
Cleanliness Waiting time

Source: DHIJPEC Module]

The overall PEC survey results for 2023/24 show that patients were generally not satisfied with the waiting times and
cleanliness across most levels of care. This has a negative impact on the average provincial score to just 70.3% as
well. Overall resultshow that most patients were not satisfied with health services in Lejweleputswa district,
followed by Mangaung Metro, Xhariep performed above all other district with 76.8%. Above 80% satisfaction was
reported in Xhariep district with two other distriejgarting just above provincial average.

Based on the PEC survey outcomes, each health facility and district will develop, implement and monitor quality
improvement plans, with particular focus on the priority areas where low levels of satisfaction were achieved,
including the ones not displayed the graphics above, such as access to service and patient safety.

The SDIP has highlighted the need to improve waiting times in health facilities and this can improve PEC outcomes
PEC results of 2023/24 show patient satisfaction with waiting times at 60.2% average provincial score and the lowest
performance of 45% at the community health centres. National Central hospital recorded the highest at 67.9% and
it was also the highesteanliness at 84.5%. Department will train Frontline Stafftmencenteredservice delivery
approach to improve both service delivery and levels of patient satisfaction levels. All other categories of employees
will also be trained on excellent customer service with the same aim of improving service delivery.

The 2025/30 SDIP is being developed for implementation over the next 5 years. The three key focus areas identifiec
in the SDIP aim to improve quality of health services in the following areas:

A Hospital Services: Availability and Utilisation of operating theatres

A Laundries: Rendering of laundry services required by the department to realise its outcomes.




A Health Facilities Management: Refurbishment, upgrading and maintenance of existing facilities including health
technology.

Emergency Medical Services

In order for EMS to function effectively in the province, 290 rostered ambulances are required based on the population
size. The average ambulances rostered as at end of 2023/24 were 138 ambulances, which equates to 0.55 EMS
operational ambulance coverager 10 000 population in the Free State. The EMS rostering of ambulances is
affected by the shortage of EMS personnel to rooster more ambulances.

EMS OPERATIONALAMBULANCE COVERAGE
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The low EMS operational ambulance coverage impacts negatively on the ambulance response times, which has
consistently been less than the set targets, especially in the urban areas. EMS urban Priority 1 response under 30
minutes rate has ranged between 36.61 2021/22 to 49.1% in 2022/23. Despite the slight decline in the EMS rural
Priority 1 response under 60 minutes rate from 86.8% in 2021/22 to 80.7% in 2023/24, the performance remains
much better than the latter.

As at end of 2023/24, 2i&dicated obstetric ambulances were rostered against the target of 25. The output is mainly
affected by the lorgtanding shortage of requisite skills, i.e., Advanced Life Support and it also has a negative impact
on the efficacy of intdnospital transfeof maternal and neonatal patients. The number of rostered planned patient
transport vehicles has decreased from 70 in 2023/24 to 25 at end of previous financial year. The department is
expediating ways in which patients can be attended to where thejttaoatiravelling to where specialists are. The
department will continue to strive for bettessourced EMS to improve response times and coverage.




~cqlll Uc¢tHeUT HI YGUUKt HclJ¢claqb
Maternal death is defined as the death of a women prvbgeant or within 42 days of termination of pregnancy,
irrespective of the duration and the site of pregnancy (WHO definition). The maternal mortality in facility ratio is a prox

indicator for the population based maternal mortality ratio, aimed abrranirends in health facilities between
official surveys. The chart below demonstrates the primary obstetric causes of maternal deaths in the province.

Obstetric causes of Maternal deaths
Coincidental 5 /
Ectopic pregnancy 5 I
Unknown 8 )
Obstetric Haemorrhage 8 )
Non pregnancy related Infections 10 )
Hypertension 16 I
0 2 4 6 8 10 12 14 16

Source: Saving MothersiAnnual Report

Thegraphshows the primary obstetric causes of maternal deaths in Free State in 2023. Hypertension was the leading
cause of maternal deaths, accounting for 16 deaths (24.6%), followed {pregmancyrelated infections with 10

deaths (15.4%). Obstetric hemorrhag@ unknown causes accounted for 8 each which translates to 12%. The top

3 causes of death have not changed despite recommendations by National Committee in Confidential Enquiry into
Maternal Deaths (NCCEMD). Medical and surgical disorders igeraraongst the top cause$ primaryobstetric

maternal deaths in the province with 7 deaths (10.8%).

The new trend in the province is an increase in fatalities associateztigiic pregnancy as well as éacidental

causes and both account for 5 deaths each at 7%. The main contributing factor to coincidental causes is poor
accessibility to choose of termination of pregnancy leading to suicide. Anesthetic deaths are the leasticdimemon
province and only accounted for 1 death (1.5%) in 2023.

From the data above, the department must focus on prevention and managgpetension, with wellesourced

health institutions and skilled cliniciariBhe increasing number of deaths with unknown causes reflects the non
adherence to maternal death investigations protocol. To address this challenge, the department has delegated
maternal death assessors in the province to take responsibility of all mMateatias in the facilities to minimize loss

of records. Additionally, the department is strengthemingking relationship between the health facilities and the
forensic pathologists to ensure compliance with Act 41 of 2003, regulations regarding rendering forensic pathologies.
Community awareness on processes to follow in case of a maternal deathdantheunity and this involves
corporation from the private health practitioners.




Figurel8: Couple year protection rate 2021/222023/24
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sexual reproductive health decision. Over the years there has been a fluctuation in couple year protection rate both
provincially and at district lel Despite the fluctuation caused mainly by stock shortages on some items, the
province has been performing well. Department continuous to monitor the accessibility of reproductive health
services, compliance and stock availability of consumables to erisgreased access to basic services and
coverage.

Figurel9: Antenatal F'Visit Coverage 2023/24
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The picture above illustrates the provincial coverage of antenatal cateisit in the 2023/24 FY. The province's
performance has declined from 75.4% achieved in 2022/23, especially in the area of antenatal first visit coverage.
Nevertheless, the performance of ANEJsits before 20 weeks has marginally improved in comparison to the
2022/23 FY. Mangaung and Lejweleputswa exhibited a rate of antenatal first visits before 20 weeks that was lower
than the provincial average. Xhariep demonstrated the greatest perforraboge the provincial average.
Lejweleputswa demonstrated ¢éhhighest level of performance in the overall antenatal first coverage.

The performance of rural districts, such as Xhariep, is generally better due to the predominant reliance on public
health servicesHowever, it is different in areas such as Mangaung Metro, where there is use of private health care




services.The impediments to accessing early antenatal care, particularly in districts where the performance of ANC
visits before 20 weeks is below 60%, must be addressed. This indicator is also significant because it enables the
early identification of higtisk pegnancies, which can prevent avoidable deaths and enhance the quality of life for
both mothers and infantsSustainable Development Goals, Country Report South Africa: Ii§BBghted a
significant increase in the number of women attending raati@ clinic to at least 4 times during their pregnancy and

the 96% deliver in health facilities and are attended to by skilled health personnel.

Figure20: Deliveries 2023/24
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The graph above illustrates deliveries in the facility during 2023/24. The delivery in facility rate in Mangaung was the
highest at 86.8% exceeding the provincial average of 76.6%. The 3 districts, Fezile Dabi, Lejweleputswa and T
Mofutsanyana performed abe 70% on the same indicator and Xhariep was the lowest at 28.2% due to the fact that
most deliveries in district happen in Mangaung. An increase in delivery in facility rate is an indicative of enhanced
access to care that women have. Despite provimgigdtives to enhance youthiendly services in health facilities,
adolescent pregnancy remains marginally elevated. Nonetheless, we conduct ongoing visits to higher education
institutions and other community settings to ensure young people have aochksslth services and receive
valuable information on sexual and reproductive health. Xhariep district had a high percentage of adolescent
pregnancy, but the number of deliveries is limited. Each district develops interventions to address the identified
district-specific obstaclesThe provincial delivery by caesarean section rate was at 34.1%, with output higher than
the provincial average recorded in Mangaung at 40.8% due to referral hospital dominance in the area. According tc
[Saving mothers Report: 2028Jiee State province is the highest after Kwakiatal with caesarean section

delivery rate ihealthfacilities.

Figure21: Number of Maternal deaths in facility, Province & Districts
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The graph above displays performance on maternal death in facility across all 5 districts including the province in
2023/24. There is a slight increase in comparison to 2022/23 FY. In 2023/24, Thabo Mofutsanyana predominantly
contributed to a higher numbefr maternal deaths, on the contrary, Xhariep has contributed more in IMMR at 198.8
per live births with 2 maternal deaths. Ectopic pregnancy amttickental deaths seem to be also on the rise in the
province and this requires relevant attention.

The province is using the targeted approach in curbing maternal mortalities, i.e-skiflangeof clinicians on
Essential Steps in the Management of Obstetric Emergencies [ESMOE], accrediting facilities for safe deliveries,
targeting all facilities thaconduct deliveriesHowever, some of the noticeable challenges are because of low
standards in antenatal care and where mothers choose to deliver at [Bavig Mothers Report: 2Q28entions

that8.2% of deaths happened at homie5% happened in traitsand majority of maternal deaths happened in public
hospitals [84.9%] and 5.2% in private sector. Health education in communities is ongoing on the risks of delaying to
seek medical help for both mother and bathere is a significant decrease in the actual number of maternal deaths

in the province. However, there are still gaps that need to be addressed for the department to work towards SDG 3
target of 70 maternal deaths per 100 000 live births by 2030.
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Maternal mortality in facility ratio {per 100 000] 104.8
Maternal death in facility Impact 47 8 5 15 17 2
Born alive before arrival at facility 3748 592 913 1005 | 1012 | 226
Live birth in facility 41100 6516 | 8933 | 13692| 11179 780
Delivery 10-14 years in facility [No.] 22
Delivery in 10-19 years in facility rate [%] Outcome | 13.3 14.9 14.2
Delivery in facility - sum 41392 | 6683 | 8997 [ 13558]| 11360| 794
Antenatal client start on ART rate [%)] Outcome
Antenatal known HIV positive but NOT on ART at 1st isit 159 39 19 58 38 5
Mother postnatal visit within 6 days rate [%] Output 76.8 75
Mother postnatal visit within 6 days after delivery 34849 | 5133 [ 8529 [10172| 9711 | 1304
Antenatal 1stvisit before 20 weeks rate [%] 62.8 64.9 61.3 64.6
Antenatal 1st visit before 20 weeks Output | 24680 | 4212 | 5164 [ 6517 | 7256 | 1531
Antenatal 1st visit total 39288 | 6492 | 8842 | 10630 11 238 2 086
Couple year protection rate [%] Output
Contraceptive years dispensed 509 845| 87901 [ 110 153| 147 384{142 024 22 384
Cervical cancer screening coverage [%)] Output 42.8 44.5 42.8 404 444 44.2
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in facility ratio has increased from 95.1 in 2022/23 to 104.8 per 100K live births in 202i#4eputswa reported

the lowest maternal mortality in facility ratio, lower than the SDG 3 target of 70. Mangaung recorded lower than the
provincialaverage performance but still above 100 per 100 000 live births. On the contrary, Xhariep is the worst
performing district despite recording only 2 madémeaths due to very low denominator. Fezile Dabi and T
Mofutsanyana districts have also not performed well on this indicator. On one hand, Mangaung Metro and Thabo
Mofutsanyana including Lejweleputswa recorded the high number of babies born befaleatathie delivering

health facilities during the same period.




Lejweleputswa, Thabo Mofutsanyana and Xhariep districts performed well on Mother postnatal visit within 6 days
rate, above the provincial target of 80% and the remaining 2 districts are well above 70%. Teenage pregnancy is ¢
challenge countrwide. FezildDabi, Thabo Mofutsanyana and Xhariep were above the provincial average of 13.3%
on Delivery in 209 years in facility rate. Xhariep district recorded only one deliveryldnyg@rs during the same

period but other districts had quite a significant nemab deliveries of the same agjbere is generally limited sexual

health education and access to sexual reproductive health among youth. To improve the situation, the number of
functional youth friendly services are being increased in all districts and continuous strengthening of sexual
reproductive health education in schools and communities. Dialogues to empower youth on sexual reproductive
health, GBV and substance abuse have been conducted in collaboration with Higher Health Education, strategic
partners and institutions of higheatring. This also calls for strengthening the implementation of initiatives outlined
across the six Pillars of the National Strategic Plan on Géaded Violence and Femicide, including integrated
planning with other social sectors to improve health atioo, with specific focus on soeeronomic
circumstances and education wholistically.

All districts have performed well on couple year protection rate in 2023/24. Accordisiriot Health Barometer:
2022/23]Free State was the highest performing province on his inditaisris attributed to the increase in condom
distribution and ongoing community education on the use of contraceptives. This indicator endeavors towards the
empowerment of women and youth on sexual reproductive health and their rights.

The table above indicates an average provincial performance on key indicators to preventing maternal deaths in
facility. This calls for a comprehensive package of interventions that include the prevention of unplanned and teenage
pregnancies, involvement other stakeholders, early basic antenatal, perinatal and postnatal care, as well as the
prevention and screening for aggravating conditions such as HIV/AIDS and cervical cancer. However, there has beel
a decline on cervical cancer screening coveragegthauslight improvement has been observed beyond the EOVID

19 pandemic. Targeted interventions have been developed and are continuously being monitored to improve
performance in all districts andtensify campaigns to promote uptake in all districts.

The high delivery 1019 years in facility rate is a concern provincially, as well as nationally. Focused interventions
are also being implemented in specified areas within the districts to reduce the high rate of teenage pregnancy. For
instance, advocag sessions have been conducted within communities and schools on dangers of teenage
pregnancy. Other communibased and faittbased organisations have been involved to promote youth zones and
raise awareness on teenage pregnancy. The department haskdsoprimary health care services to different
communities to ensure access to basic service and promote health awareness.

Child Health

Both the neonatal facility rate and stillbirth rate continue to be a challenge in the province. The performance of
both indicators experienced a consistent decline in the previous financial year. In 2023/24, still birth in facility rate
remained above@per 1 000 live births in 4 of the districts. Xhariep was the only district that had 12.2 below the
provincial average of 13.4. Some of the factors contributing to poor performance on both neonatal and still birth
include among others late referral to thext level of care and some systematic challenges that result in unsafe
environment for neonates. The department is continuousdkiliing clinicians across all levels of care to ensure
prompt referral to the next level of care for high risk pregna@mesmunity awareness is also continuously done

to ensure early antenatal care attendance. This is crucial to detecting and managimgk ligggnancies for
preventable fatalities.




Figure22: Still birth and Neonatal facility rate2023/24
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The province endeavouxsreach the 90% mark in immunisation coverage to children <lyear. The average provincial
performance was 76.4% in the previous FY and it declined further durifigtizetér of the current FY, 71.7%. Only
Lejweleputswa district performed above the provincial average of 76.2% at 84.9% in 2023/24. Death in facility <1
year rate is higher than the provincial average in 2 of the districts and the mogeuiwdeting digict was Fezile

Dabi at 16.3%. Xhariep, Thabo Mofutsanyana and Mangaung districisnpdrwell on th same indicator.
Outreach services will be conducted to geographically hard to access areas, extend PHChworkifwhere
possible] and risk communication and community education on the importérateldhood immunisations and
general health in atlistricts. Immunizatiomonitoring charts with targ@bpulation for under 1 distributed adi

districts and data analysis was conducted and district with low performance were identified and QIPs were
developed to address areas gaps indgtem.

Figure23: Immunisation coverage <1 year 2023/24
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PHC<5 years utilization rate remained constant for a certain period in the pridsacé private health services in

and around Mangaung Metro could be contributing to the province not reaching the set target as the Metro is
continuously undeperforming of this indicator. This calls for scientific research. Other challenges whitlalaffec

areas are the mushrooming of informal settlements and poor ksstting behaviour on the part of parents and
caregivers of children which result in children <5 years not accessing health care services.
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The province has been successful in reducing three of the key drivers of childhood mortalities, i.e., diarrhoea,
pneumonia and severe acute malnutrition (SAM) case fatalities over the years but in some cases it still remained high
in comparison to othermrpvinces. According to Stats SA GHS, 2020: food inadequacy has been experienced in the
country. In Free State, 13.3% of population has experienced food inadequacy, and this is above the national average
of 11.7% and this could have a negative effect digheagainst SAM. This highlights the challenges of sustainable
food security in many households. Thabo Mofutsanyana and Lejweleputswa districts reported 10.6% and 14.8%
respectively.

The graphic above depicts fluctuation in both diarrhoea and pneumonia. Provincial average for both diarrhoea and
pneumonia fatalities to children <5 years was 1.3 and 4.4% respectively. Lejweleputswa and Thabo Mofutsanyana
reported higher than provincialemage on severe acute malnutrition (SAM), which correlates high food inadequacy.
Xhariep district did not have any diarrhoea fatalities. One of the major challenges could be attributed to delays in
seeking health care by cagévers and delay in implemntation of referral policy in some instances. Ongoing water
challenges in and around the districts are also a concern as this aggravates diarrheal diseases in the province.

The increase in SAM fatalities in children <5 years, could signify the magnitude and severity of poverty as
unemployment and poverty levels rise in the province. The effective tracking of crude fatality rates at all levels of care
is warranted and targetddterventions to reduce child mortalities should be developed collaboratively with other
sectors to address some social determinants of health. The department will continuously strive to improve access
to quality health care especially to vulnerable amaggimalized communities such as children.




Table9: Child Health performance Indicators per Province and District 2023/24

S Province District Name
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Death in facility under 1 year rate [%]
" Impact
Inpatient death under 1 year total
Death under 5 years against live birth rate [%)]
= Impact
Live birth in facility
Early neonatal death in facility rate [per 1 000] Impact
Neonatal death in facility rate [per 1 000] P 18.7 21.6
Child under 5 years diarrhoea case fatality rate [%)]
Diarrhoea death under 5 years Impact
Diarrhoea separation under 5 years 1955 324 575 378 556 122
Child under 5 years pneumonia case fatality rate [%)] d
Pneumonia death under 5 years Impact 98 45 14 5 34 0
Pneumonia separation under 5 years 2242 511 546 440 628 117
Child under 5 years severe acute malnutrition case fatality ra .
Severe acute malnutrition death under 5 years Impact 76 8 21 20 26 1
Severe acute malnutrition inpatient separation under 5 years 817 135 142 260 246 34
Infant PCR test positive around 10 weeks rate [%)]
Infant PCR test positive around 10 weeks Outcome 25 9 6 3 7 0
Infant PCR test around 10 weeks 7713 1219 1925 1972 2164 433
Immunisation under 1 year coverage [%] Outout 72.7 72.2 75.1
Immunised fully under 1 year new P 10 603 10 560 1979
Infant exclusively breastfed at DTaP-IPV-Hib-HBV 3rd dose rqte [@litput 45 46.2 61.7
Measles 2nd dose 1 year coverage [%] 70.7 67.7
Output
Measles 2nd dose 10 275 9817 2 044
Vitamin A dose 12-59 months coverage [%0] 54.7 58.4
Vitamin A dose 12-59 months Output 206 531 32 983 48 622 51 452 63 444 | 10030
COS Vitamin A dose 12-59 months 32 633 7 053 4 250 13 339 4 877 3114

Despite the slight decrease in deaths of children undezat, Perinatal Problem Identification Programme (PIPP)
AUDGY!l qallZMZOo=ZNWI ¢cqecllt 6 Yst Wabcqllgé JWae RUWHAE 2t 1t WYn W
immaturity related complicaihs, 21.4% caused by infection of which nosocomial infection is the highest cause 18%
are due to hypoxia and congenital abnormalities at 12.6%. There are also complications of prematurity intrapartum
related events which account for above 40%, with maitiguterine hypoxia and infections such as septicaemia,
pneumonia, etc. being the main contributors. This is eminent with the high neonatal death in facility rate at 18.7 per 1
000 live births in the previous FY. Fezile Dabi, Lejweleputswa and Mangaeimgdorded the highest neonatal

deaths above provincial average.

Figure25: FS Major causes of neonatal death®023/24

Immaturity related (43%)

M Infection (21.4%)
|®™ Congenital abnormalities (12.6%) W Miscellaneous (4.4%)

W Hypoxia (18%)

M Unknown cause of death (0.5%)




The chart above demonstrates that children die mostly in their first few days of life due to premature related
complications PIPP: 202B The report highlights few avoidable conditions that could have escalated deaths at this
age group; inappropriate response to poor fetal movements by mothers, delay in attending antenatal care, health
institutions acquired infections and inadequate cihresources such as doctors and nurses in delivering health
institutions to name a few. Efforts need to be strengitiémeducate mothers about the importance of early access

to antenatal care ensure, before 20 weeks gestation and strengthening of referral and linkage to PHC facilities post
delivery and betteresourced health facilities. However, Xhariep presents giympicture with most of the outputs

that can be attributed to the limited provision of maternity services in the district, with most of its obstetric
complications referred to the Mangaung Metro.

Vitamin A coverage has also decreased from 61.3% in 2022/23 FY to 58.9% in 2023/24. Fezile Dabi, Lejweleputswa
and Xhariep districts have performed above provincial average with Xhariep performing highest. Thabo Mofutsanyanzc
and Mangaung Metro performed lower than the provincial target, averaged 54%. The province will continue to
strengthen health education at coranity level to ensure all have access to care and improve coverage of health
care services. Data use and analyesisall outreach services wile cleanedup continuously to ensure accuracy on
reporting and informed decision making. Linking creches with PHC facilities and strengthening of outreach services
and provision of Vitamin A drops during outreach services will be done.

The inequities in the access and utilisation of primary health care services by the under 5 years population persist
across the province. This is demonstrated by below the target performance on indicators involving children under 5
years across all manyggrammes in previous financial years. Preventive services such as immunisation of children
are crucial in preventing childhood vaccine preventable illnesses and fatalities.

The province is trying to rebuild the health services after the devasting impact of the pandemic. It will continue to
improve accessibility of health services through different platforms, including school health programme and
implementation and monitoring of distrgpecific plans to improve access and coverage of health care services.
Provision of school health services not only responds to a need but also increases the efficacy of other investments
in child development.

HIV and AIDS

Thabo
Mofutsanyang
District

Indicator
Name

Progress a
atOctober
2024

Mangaung
Metro
Municipality
Target
95% 95%

Free State Fezile Dabi
Province District

Lejweleputswi
District

Xhariep
Population District

Group

95% 95% 95% 95%

Total 9%6% 98%

population [412814 [69031 [89 201 [15 363 [124 019 [15199

1st-95 Adult Female 97% 96% 98% 95% 97% 97%
PLHIV who % [270 98D [44 228 [59 658 [74 728 [82 51B [9862

know their Adult Males achieved 95% 95% 97% 93% 96% 95%
status [13B 620 [23 414 [27 737 [38358 [39 111 [4 997

Children (<15 87% 86% 88% 85% 88% 8%

7 [8 207 [1389 [1 809 [2278 [2 392 [34Q

2nd- 95
PLHIV on
ART

Population
Group
Total

population [305 76D | [66 107 [87 03 [88 570 [119 69D | [14599
Adult Fernale % 91% 9% 9% 84% 9% %
achieved | [26169p | [42 63B [58 566 [70 71 [80 23 [9 547
Adult Males 8% 9W% 9% 78% 8% 8%
[126 937 | [22 27P [26 876 [35 67b [37 361 [4749
Children (<12 8% 81% 80% 7% 86% 7%
5 [7 127 [1192 [1594 [1933 [2 108 86

8%




Thabo
Mofutsanyang
District

Indicator
Name

Mangaung

Metro
Municipality
Target

Progress a
atOctober
2024

Xhariep
District

Free State Fezile Dabi
Province District

Lejweleputswi
District

Population
Group

95%

Population
Group

Total
3d.95 population [198 51p [3 219 [39 66D [47 948 [72 898 [6 942
Wil lele[le=IlYA Adult Female % 95% 9% A% %% 95% 0%
Suppressed achieved | [134 94D [21863 [27 351 [ 447 [50 07p [467%
Adult Males 95% %% 94% 96% 95% 9%
[62 62D [11178 [12 067 [15 352 [2 522 [2195
Children (<15 78% 71% 86% 8 76% 73%
] [1 739 [263 (329 371 [686 (86

Narrative:

As ofOctober2024, provincial performance on HIV@595 was at 8-89-95 against the total population using data
available in public and private sectors. Results from each population group vary across districts and province. The
province including all districts, are not performing well on fAe® and viral load completion rate. Only
Lejweleputswa and Thabo Mofutsanyana districts have reached 90% achievement"88%rsuging the reporting

period. The same districts have also achiewmest90% on the 2 95 on adult females. The children <15 years
population group is notperforming well across all 9%65-95 cascade in the entire province.

The performance displayed on the table above indicates that the focus should not only be on initiating clients on ART
but retaining them on care is as important to ensure better qoflity and improved treatment outcomes. There

are gaps across the cascade for children under 15 years. Case finding, ART initiation and retention, they have al
underperformed and should be addressed through targeted interventions.

To achieve 995-95, there is a need to ensure that all eligible clients are initiated on treatment and are retained on
care. The ® 95 strategy requires attention across all population groups in the entire province. A tot8I86f 242

virally suppressed and eligible for Differentiated Model of Care (DMOC) strategy of wBibh &@3adult female,

76619 are adult male and lagt?2858 are children in total population.

TUBERCULOISIS

Provincial TB Treatment Outcomes Trends

The Free State province has sedinctuation in the total number of patients registered with-dusgeptible TB (All
DS TB) between 2019 and 2023. This ranged froB#Q,17960, 8007, 9 838 and decreased to 8 547 in 2023.

In 2022, the department successfully treated 7 013 (71.3%) of those registered. There was however, a slight
decrease in those who died (fron0d3 (13%) to 205 (12.3%)) and those that left the programme without
completing treatment from@09 (13.1%) td 140 (11.6%) in the previous year.

The department intends to improve TB screening rate to 92%, treatment success to 80%, and to retiice loss
follow-up (LTFU) rate to 9% by the end of 2025/26. Plans to assist in achieving the above targets are outlined below:

TB screening will be strengthened in all facilities by using comprehensive health screening tools.
The treatment success is highly reliant on reduced LTFU and death rates;
Provincial TB recovery plan version 3.0 with the following key objectives, will be implemented
Create demand for TB testing and treatment services through advocacy and communication
Increase the number of people identified with TB




Establish reliable linkage pathways

Improve retention in care,

Strengthen TB prevention,

Increase the use of data for monitoring and decision making

Advocacy ,Communication and Social Mobilisation (ACSM) activities aim to:

Improve case detection ; this will increase knowledge on TB symptoms and early presentation to health
facilities.

Improve treatmenadherence and prevent patients loss to follgwvthrough interviews on community and
national radio stations and promote new policies such as uptake of TPT, SMS notification, etc.

Awareness campaigns and community dialogues will be conducted in all districts to increase TB case detection
and prevent infection spread.

Stakeholder engagements will be held with civil society groups in all districts to combat stigma and
discrimination and empower people infected and affected with TB and HIV.

Strengthen counselling services to establish good patient relationship between clinicians and patients to
improve programme performance.

Drugresistant TB (DR B) treatment success rate increased from 59.4% in 2020 to 61.2% in 2021, with a LTFU rate
that increased from 12% in 2020 to 12.9% in 2021. The introduction cLB#ath is a 6 months regimen enables
more patients to qualify, thefiore, will improve treatment completion, LTFU and death rates.

Free State Norm 2023

PHC Head Count 4 409 643 %

Screen for TB symptoms 5 years and older 90% |4 179 42( 94.8 u_
Client 5 years and older eligible for TB test 2-10% | 48 202 1.2 B |
TB test 5 years nad older using TB NAAT 90% 46 151 o5.7 B |
DS-TB bacteriologically confirmed 5 years and older| 2-10% 5 239 11.4 -_
DS-TB clinically confirmed 5 years and older 2-10% 1478 31 B |
DS-TB start treatment 5 years and older 92-100% 8 216 92 U_
TB contacts 5 years and oder started on TPT 100% 1029 30.7 B |

The PHC headcount fluctuated between 2019 and 2023 a7 560 to 409 643 and at least 90% of that total

count should be screened for the presence of TB symptoms. TB screening for symptoms in 5 years and older
improved from 75.6% in 2019 to 94.8% @22, which was a great achievement. TB test done in those 5 years and
older was 95.7 %. Those who started on treatment following diagnosis is an important indicator and the province
achieved 92.8%.

The TB treatment outcomes fluctuated over time especially TB success rate between the province and all five
districts. Three of the districts are above 70% and Xhariep just below 80%. Mangaung Metro and Fezile Dabi districts
obtained the lowest treatmesuccess rate below 70% and the LTFU rate is also highest in Fezile Dabi district at
13.8%. However, there is a general decline in average TB treatment success rate at 71.3%, steady decline has beel
observed since 2019.

High LTFU rate was higher than provincial average in 3 of the districts excluding Thabo Mofutsanyana at 8%. Fezil
Dabi recorded the highest percentage of loss to follow up rate at 13.8%. This challenge is mainly attributed to people
movement and not beiradle to adhere to treatment, which then resulted in high TB death rate.




The provincial target for All DS-déath rate was 10.2%. Three of the districts recorded outcomes above provincial
average performance of 12.3%. On average, the two districts; Mangaung Metro and Xhariep reported lower death
rates of below 11% in the proge. There is an ongoing health education on treatment adherence in the province
across all the districts.

Period Number started Treatment Death Rate Loss to follow Treatment Not evaluated

on treatment Success up rate Failure Rate Rate
Rate
2017 407 61% 21% 15% 1% 0%
2018 349 65.9% 17.8% 14% 0.6% 0.3%
2019 296 61.5% 26.4% 10.5% 0.7% 0%
2020 251 59.4% 26.7% 12% 1.2% 0.4%
2021 224 61.2% 23.2% 12.9% 1.3% 0.9%

The number of patients initiated on-DR treatment fluctuated over thyears[Table 2], with the lowest recorded
in 2021. The highest number of patients initiated on treatment was 407, which was recorded in 2017. The highest
treatment success rate was recorded in 2018 at 65.9%, then decreased to 61.2% in 2021.

Table above also portrays fluctuation in death rate over a period of 5 years. The lowest death rate was recorded in
2018 at 17.8% with the highest seen in 2020 at 26.7%.

However, LTFU rate has hugely improved over the last fiv§hadaesP], the lowest was recorded in 2019 at 10.5%
compared to the 15% that was recorded in 2017. Treatment failure has also indeasgk and clients that are
not evaluated in 2021 was 0.9%.

Non-Communicable Diseases [NCDs]

Non-communicable diseases are some of the common causes of de&uth Africa, including the Free State.
According to theNational Strategic Plan for The Prevention and Control efChmmunicable Diseases 20@P

202716 L nddrnilinicable diseases (NCDs+), including mental health disorders and disability, pose some of the
greatest threats to health and development, particularly indoe middleR UH Y 0§ 1J WUH Y WidQdstikteéss O FOL
that deaths from NCDs+ are likely to increase globally by 17% over the next ten years, and that the African region wil
experience a 27% increaswhich amounts to about 28 million additional deaths. It is projected that by 2030, the
number of deaths from NCDs+ will exceed deaths due to communicable, maternal, perinatal and nutritional diseases
combined.

Non-communicable are some of the top 10 causes of death in the country, including the FreguStaiteable
Development Goals, Country Report South Africa: 8@28s that physical health and mental wedling determine

the quality of life we can live and influence the health and mentgbeied of those we come into contact with each

day. Promotion of healthy lifestyles within the communities is cruciatmasutes that communities take charge of

their own health. Early detection is important aiRtimary Health Care level to prevent complications due to NCDs

and ensure that those eligible have early access to treatment. In 2023/24 FY, over 1.8 millicagpdblgears

and older were screened for hypertension and about 0.9% were found to be eligible and were initiated on treatment.
Percentages of clients who were put on treatment varies across the districts in the province as demonstrated on the
table below.




Table13: Hypertension new client 18 years and older detection rate 2023/24

Free State Province 1257392 7859 566751 9413
Percentage initiated on treatment 0.6% 1.4%
Fezile Dabi District 204836 | 1327 75533 | 2407
Percentage initiated on treatment 0.6% 3.1%
Lejweleputswa District 248275 | 1878 102414 | 2407
Percentage put treatment 0.7% 2.3%
Mangaung Metropolitan 302435 | 2779 182504 | 2284
Percentage initiated on treatment 0.9% 1.2%
Thabo Mofutsanyana District 424165 | 1500 172946 | 1986
Percentage initiated on treatment 0.3% 1.1%
Xhariep District 77681 | 375 33354 | 329
Percentage initiated on treatment 0.4% 0.9%
Source: DHIS

Controlled blood glucose is very important in the reduction of potential riskstiufelifeening complicationkke
heart attack, stroke, etc. There has been a fluctuation with the trends of Normal Haemoglobin Alc (HbAlc) tests with
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Poor implementation of the programme protocols has been identified as a challenge in some PHC facilities, they were
not conducting HbA1c tests on diabetic clients. Compliance is being monitored throughout the province and some
facilities are conducting $¢s on side and this might help improve performance of the indicator and management of
diabetic clients.

Proper management of NCDs, including mental healthreduce related premature mortality by one third and
promote mental health and wellbeing as citedNational Strategic Plan for the Prevention and Control of Non
Communicable Diseases 2022027. This is not limited to prevention and treatment of substance abuse including
harmful use of alcohol. To improve management of mental health disorders at primary care, the department will
further contract psychologists and or registered counselors tndattemental health clients and eligible clients will

be initided on treatment. Mental health care boards will be maintained. The progress and functionality of the
HYzaUql ! kt WIRYUYGRAHWE UT W Y H R-beinglaf &l gitRéKR q RIJE We | W IGIUT |




MTEF Budgets

OVERVIEW OF THE FISCAL ENVIRONMENT AND ITS IMPACT ON THE FUNDING FOR HEALTH SERVICE

The global and domestic economic outlook

A

A

The economic outlook has worsened, fiscal revenues are weaker than expected and the financing of the
government borrowing requirement is under renewed pressure.

The prevailing weaker than expected economic performance, rising public debt and fiscal deficit as well as falling
revenue require a constant focus towards achieving fiscal sustainability. The national government has proposed
deep budget cuts over the MTjggFiod in pursuit of fiscal sustainability. The secondary budget is mainly driven
by the continuing fiscal consolidation stance and changes to provincial equitable share data.

Weak economic performance and residual problems in tax administration have resulted in large revenue
shortfalls again. The wage bill and the weak financial position ofostatl companies (SOCs) continue to
pose risk to the fiscus.

The country continues to grapple with a high unemployment rate, slow economic growth and persistent
structural challenges, including inefficiency in key sectors such as energy and transportation.

The 2025 MTEF Budget Framework

A

The Provincial Budget Framework continues to be under pressure as defined by the constrained fiscal space as
a result of orgoing fiscal consolidation stance by central government. The current MTEF period is guided by the
following principles:

o Fiscal Sustainability Achieving a balance between revenue and expenditure, debt level and other fiscal
aggregates in a manner that promotes economic stability over the economic cycle and ensures a
sustainable fiscal position in the medium to long term period.

o Allocative Efficiency. Achieving an allocation of resources that reflects the priorities of government on the
basis of evidence of programme effectiveness.

o Value for Money provision of public services through effective, efficient, economical and optimal
utilisation of limited resources.

The negative consequences of the projected below inflationary growth for our Provincial Fiscal Framework are
an indication that the departments will continue to face fiscal challenges. The departments are reminded that
new spending priorities will requttes identification of savings and reprioritization within the current baselines.
The fiscal consolidation position and data updates to the provincial equitable share formula continue to impact
on the provincial allocations and require prudent fiscal management by all.

ALIGNMENT OF BUDGET AND FUNDING FOR DEPARTMENTAL PRIORITIES

A
A

The department will have to vigorously evaluate its programmes and reprioritize funds towards core priorities.

In line with the principles of allocative efficiency and value for money, budgets must align with national and sub
national plans, which include the National Development Plan (NDP) Vision 2030;Yiar SNDP
Implementation Plan (Mediuferm Development Plan Budget Priorities Framework (Mandate Paper),
governmenG| RYI RqRIJt AWAI Y2RUHRRcGW] | Ysqd6WeUT W?20200YGaWUq
cycle.




Initial allocation for 2025 MTEF

A The economy of the country is not growing at the desired level and hence provincial budget framework continues
to be defined by the constrained fiscal space.
A The 2025 MTEF budget is set and guided by the following:
0 Budget must be aligned to national and provincial plans.
0 The 2025 budget composition asgknding must stimulate and support economic growth and achievement
of greater value for money.
0 Funds must be shifted from nassential items to priority items that support service delivery.
0 This must include proposals for apriority programmes and projects to be scaled down or closed, changing
service delivery models, and using technology more effectively.

TRANSFORMATION / REALIGNMENT OF BUDGETING PROCESSES TOWARDS NHI IMPLEMENTATION

Over the years, the Department has implemented the different elements of RHGirreering, including the
establishment and deployment of WBOTS, contracting of general medical practitioners in clinics and the
implementation of decanting strategies in fbem of CCMDDs and treatment adherence clubs. All the health
facilities are also subjected to the accreditation programme against the standards of the Ideal Health Facility
framework.

In preparation for the implementation tbe NHJ] the Department will progressively implement the following
interventions:

A Review andedesign of health service platform and the related packages and organograms in line with the NHI.

A All health facilities subjected to the IHF accreditation programme must be compliant on Ideal Health Facility
criteria.

A The implementation of quality improvement plans to ensure the compliance of the ambulances and EMS
stations with the new EMS regulations. To this end, the FSDoH has developed an automated online system for
the registration of both public and private EMS.
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The following measures are already in place in the department:

Effective cash flow management.

Adherence to cost containment measures is emphasized.
Budgefprocess that is open and transparent.

Procurement of Goods and Services in an economical way.

v > > D

The following areas need to be improved:

Budget management at facility level.

Managed procurement process, which impacts on accruals and payables.

Monthly cash management that is linked to the budget allocation and expenditure.

Prioritisation of the budget items and services in order of their sensitivity.

Enhanced measures on revenue collection for patient services rendered.

Increased controls on payment of services providers to minimize financial loss as a result of interest charged.
Encouragement of ethical environment will also ensure that the department achieve financial stability and
sustainability.

> > > D> D> D>




A Packaged services must be made available to the populattbhnpriority given to equity and casfective

Sservices.
Outcome apprr::ratlon aps(rjzi'.rj)?:t?on eRSi\:#saig Medium-term estimates
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Programmes
1. Administration 324 335 324 410 316 573 348 084 362 084 326 216 406 857 412 765 434 404
2. District Health Services 5833 705 6 005 464 5820 01 6 034 807 6 064 807 5975 10: 6 279 932 6 521 074 6 768 724
3. Emergency Medical Services 960 226 1004 356 977 237 974 852 1001 852 1103 96! 995 765 1021 557 1053 55,
4. Provincial Hospital Services 1664 711 1687 731 171195 1892 153 1892 153 1746 66 1997 391 2 059 667 2 137 34
5. Central Hospital Services 2 477 250 2892871 298772 3178 752 3223752 2977 44 3385 732 3586 808 3794 51
6. Health Science & Training 249 251 321 422 278 633 342 604 297 604 251 974 322 510 332126 347 977
7. Health Care Support Services 157 157 159 283 164 96! 174 747 174 747 168 01 175 655 180 890 187 454
8. Health Faciliies Management 534 251 790 957 759 21 771 510 744 310 744 311 623 662 652 113 679 659
Total 12200886 13186494 13 016 30 13 717 509 13761309 13293693 14187504 14767000 15403 63
Direct charge on the Provincial Revenue Fund
Members remuneration
Other (Specify)
Total payments and estimates 12200886 13186494 13016 30: 13 717 509 13761309 13293698 14187504 14767000 15403 63
LESS:
Departmental receipts not surrendered to Provinci
Revenue Fund
(Amount to be financed from revenue collected 146 378 213 487 77 598 143 863 187 753 307 866 150 681 157 461 164 544
of Section 13 (2) of the PFMA)
Adjusted total payments and estimates 12 054 508 12973007 1293871 13 573 646 13573556 12985827 14036823 14609539 15239 09.
Outcome Maif‘ . AdjusFeq Revised estimate Medium-term estimates
appropriation  appropriation
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 11,431,975 11,981,604 12,135,791 12,717,150 12,818,513 12,434,673 13,581,470 14,048,884 14,667,94
Compensation of employees 8,387,307 8,663,674 8,955,29 9,516,387 9,457,176 9,165,83. 9,928,324 10,335,874 10,727,31!
Goods and services 3,043,972 3,314,910 3,175,18 3,200,604 3,361,173 3,268,636 3,653,021 3,712,851 3,940,46
Interest and rent on land 696 3,020 5,310 159 164 205 125 159 166
Transfers and subsidies to: 156,506 205,317 114,647 140,059 128,165 122,169 147,603 137,443 147,249
Provinces and municipaliies 3 117 108
Departmental agencies and accounts 61,000 57,000 63,218 68,082 68,082 64,653 45,990 43,218 44,263
Higher education institutions
Foreign governments and international orgariisations
Public corporations and private enterprises 6,463 11,025 4,600; 10,000 24,000 22,214
Non-profit institutions 2,353 11,253 2,752 4,000 4,000 3,111 4,211 4,411 4,609
Households 86,687 126,039 43,955 57,977 32,083 32,083 97,402 89,814 98,368
Payments for capital assets 612,405 999,573 765,875 860,300 814,631 736,851 458,431 580,673 588,457
Buildings and other fixed structures 432,335 641,113 498,140 498,874 489,202 514,03¢ 212,197 282,956 329,411
Machinery and equipment 179,870 358,460 267,735 339,313 323,629 221,013 246,234 297,717 259,046
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 200 22,113 1,800 1,800
Payments for financial assets
Total economic classification 12,200,886 13,186,494 13,016,308 13,717,509 13,761,309 13,293,693 14,187,504 14,767,000 15,403,63:
LESS:
Departmental receipts not surrendered to Provir
Revenue Fuhd
(Amount to be financed from revenue collecte 146,378 213,487 77,598 143,863 187,753 307,86€ 150,681 157,461 164,544
of Section 13 (2) of the PFMA)
Adjusted total economic classification 12,054,508 12,973,007 12,938,71 13,573,646 13,573,556 12,985,827 14,036,823 14,609,539 15,239,09.

Audit Outcomes of FS DoH 2®22024

The department targeted an unqualified audit opinion on financial reporting as well as performance reporting for
2023/24 FY. However, due to control gaps the department received a qualified audit opinion on financial reporting
with regard to its Immovaldesset register and related classification of expenditure.

The Trading Entity of the department also received a qualified audit opinion for 2023/24 Financial Year with regard to
a system challenge to determine the weigkéwdrage cost of inventory and cost of sales.




The Department maintained an unqualified opinioitsquerformance information for the three programmes that
were audited by the Auditor General.

To address the qualification paragraphs:

A The department is reviewing the environment control processes for standardization of operating procedures, and
the implementation of remedial actions as recommended by the Auditor General will be monitored.

A Training of Finance officials will be emphasized,

A The department will also work closely with national department to ensure that there are standard operating
procedures on AFS compilation and that there is consistency in application of accounting standards,

A Skilled capacity has been requested from National to assist with immovable assets qualification paragraph.

Human Resources for Health

ORGANISATIONAL CULTURE
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behaviour. It encompasses the unwritten rules, norms and expectations that influence how employees interact with
each other, clients andtakeholders. The key components of the organisational culture are values which guide
behaviourand decision making and leadership style which significantly influences the culture. Understanding and
actively shaping organisational culture creates positive, productive and conducive work environment which has
impact on job satisfaction, motivation amdention of staff.

The department will strive to create a positive organisational culture through promotion and articulation of vision,
mission, values, fostering open communication and feedback, acknowledge and reward employzesi@dind
training and development opportunities.

HUMAN RESOURCE FOR HEALTH PLAN

The current Human Resource Plan 2@225 is coming to an end in 2025. A new HuResources Planning
Committee has been appointed for the purpose of determining priorities and targets for the Human Resource Plan
2025-2028. In the current HRP 202P25 the following priorities were identified, recruitment and selection, training

and devéopment as well as employment equity.

The progress made in different priority areas include approvals of the Retention Strategy, Employment Equity Plan,
Acting in Higher Post Policy, Working Time including Overtime, Payment of Resettlement Cost, Transfer and
Secondment of Employees. The faollog draft policies were submitted to multilateral committee for final
consultation; Recruitment & Selection Policy, Special leave and RWOPS.

Approximately 680 posts were approved for filling and 432 were filled in the 2024/2025 financial year. Out of 758
posts for doctors, there is 37% vacancy rate. Out ofig&t8calspecialists posts, the vacancy rate is 31%. These

are the scarce skill categories which the department will strive to retain and recruit. The departmental recruitment
strategy will be a corner stone for adverts, headhunting, deviation from the normiainesxtrprocesses and
implementation of the retention strategy to give preference to bursary holders and scarce skills categories such as
specialists. This is to ensure that there is adequate ratio of doctors, nurses, pharmacists and other categories per
uninsured population in the province.

The department continues to monitor the development and implementation of the employment equity plan by
designated members of the SMS. Departmental Employment Equity Forum was established. The department
continuous to promote gender equality, diversity aga@ment and representativity /transformation; out of the 50%
target on female SMS members, 37.5% was achieved as at end of March 2024. On one hand, the national target fo
disability representatives at workplace is 2%, and 0.3% was achieved as of end2@2tchVith the quest to




improve lives of women, youth and people with disabilities, the department will employ targeted recruitment to
ensure all categories are fulfilled. The department will apply the Technical Assistance Guidelines on employment of
persons with disabilities ar@ode of Good Practice for the employment of persons with disabilities.

Toimprove lives of women, 40% of public procurement in the department goes to wwamed businesses and

this is measured under budget programme 1. As of end of 1st quarter 2024/25, 36.9% was achieved of the 40%
quarterly target due to the insufficient numbéwomenrowned businesses for goods, services during the reporting
period.

The department strives to ensure effective HR functioning by implementing HR compliance policies. These
documents will enable compliance on binding policies and relevant processes that are aligned with directives and
other prescripts affecting efficienof Human Resources and Planning.

Staff establishment of the Department

As of January 2025, the department had a fixed staff establishment of 23 136 posts, 16 143 are active filled and
30.2% vacancy rate. The department works tirelessly to ensure synergy between the organisational structure,
departmental strategic plan, indivial performance agreements and job descriptions. Based on age analysis, age
group 4150 years carries more labour force of the department at 33% and the youth age gi@bipy¢ags]
combined is at 21%.

Staff turnover

The staff turnover of critical personnel in the department was 0[P&¥sal report 7.6.2 FSH appointment details
report and 7.6.4 service termination report, April 2024 to December ZB24lurnover of critical and scarce skills
negatively affects the quality and accessibility of health care services. This exposes the department to increased
negative staff morale. The figure below demonstrates the need for the department to make rdech nee
improvements in provision of quality health care services underpinned by evideeckclinical practice. Improved
operational efficiency and proper utilisation of human resources in the health sector including appropriate strategies
in recruitment, @tention and future human resources planning will strengthen health system.

Comparison on Appointments and Terminations April 2024- December 2024

A.00% 3.57%
2.03% 3.04%
3.00% , 2.38%
2.00% \
0.55%
ol 0.11%
0.00% - -
CLINICAL NON CLINICAL GRAND TOTAL
-1.00% -0.53%
-1.07%
-2.00%
APPOINTMENT PERCENTAGE I | TERMINATION PERCENTAGE DIFERENCE
Poly. (APPOINTMENT PERCENTAGE) ——— Poly. (TERMINATION PERCENTAGE) Linear (DIFERENCE)

Source: Persal Report: 7.6.2 FSappointment details report and 7.6.4 service termination report, from April 2024 to December 2024




PERFORMANCE MANAGEMENT DEVELOPMENT SYSTEM [PMDS]

In line with Pillar 3 of the Directive on Human Resource Management & Development for Public Service
Professionalization Framework, the Department will continue to improve Performance Management Systems and
Processes to ensure compliance with the policy, alignment of individual performance to organizational performance
and strengthen the development of@oyees in line with personal development plans

The department is behind with the payment of rewards for the period 2023/2024 for-L@vehd SMS for
2022/2023 and 2023/2024. 2023/24 will be paid in the new financial year and all outstanding payments will be made
within the MTEF period.

HUMAN RESOURCE DEVELOPMENT AND CAPACITY BUILDING

The objective of training and development is to facilitate the acquisition of new skills and the improvement of current
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development support the implemextion of administrative reform and modernisation, as well as improves the
professional/technical skills and qualifications of staff to increase the efficiency and effectiveness.

Higher Education and Training Programs are offered through the two colleges: Free State School of Nursing (FSSON
and Free State College of Emergency Medical Care (FSCoEC). The department strives to ensure accreditation of the
programmes offered at theselleges through Council for Higher Education, SAQA and Professional Bodies; SANC
and HPCSA. The Free State College of Emergency Medical Care is exploring new strategic partnership opportunit
with Central University of Technology on training for threeapregpreparatory program for the current emergency

care practitioners to prepare for enrolment into One Year Higher Certificate and later three years Diploma Program.
The Agreement with the University of Johannesburg will come to an end in 2025, Itberaavihtake in 2025

through the University of Johannesburg.
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competencies, performance on priority programmes and to keep abreast with the latest development in the clinical
protocols and treatment guidedis.

Human Resource Development and Capacity Building initiatives are aligned to the Human Resources Plan and
Directive of Professionalization of Public Service. Transversal training programmes are implemented to improve
performance, competency and career depehent as prioritized from the personal development plans and
workplace skills plan. Training platform is through National School of Government and Free State Training and
Development Institute

In line Professionalization Framework, Pillar 4 on Continuous Learning and Professional Development, the
department continues to award employees bursary opportunities through the identification of priority areas of study
as contained in the Annual Performoa Plan of the Department and Human Resource Plan. Bursaries are widely
advertised, and awareness raised throughout the department. An online bursary application system was introduced
to ease the application process and to make it accessible to all eeaslo¥his will improve the skills gaps and
ensure provision of skilled personnel.

Induction of new employees andagegentation to public service remains a priority for the department to ensure
professionalisation of public service. Implementation of Skills Audit according to the new methodology remains a
challenge due to old an orgaatienal structure not aligned to the current strategic plan of the department. This will
be addressed as soon as the structure is completed to align with the 2025/30 strategic plan.




LABOUR RELATIONS

The department strives for a harmonious workplace through functional structures such as Union management
Committees and the Provincial Sectoral Chamber to ensure that there is a continuous dialogue with organised labour
in pursuit of the democratisationtbe workplace. This assists in minimizing work stoppages and disruption of the
provision of health care to all citizens in the province.

A culture of zero tolerance to fraud, corruption and any acts of misconduct that seek to undermine the commitment
made on the provision of effective, efficient and transparent health care service shall be enforced in the realisation
of this objective.

Furthermore, the department will continue to capacitate employees on the Code of Conduct for the Public Service
to encourage them to think and behave ethically. The Code of Conduct sets out expectations about acceptable
behaviour and a benchmark for ethijgactices. It is structured to promote an ethos of dedication and service, evoke
commitment to high standards of professionalism, contribute to more efficient and effective service delivery and
eliminate corruption in the public service.

EMPLOYEE HEALTH & WELLNESS

Employee Health and Wellness Programme promotes and supports the physical, mental and emotidoeahgvell

of employees. The objective of the program is to improve employee health, enhance job satisfaction and improve
employee retention. The key comporemf the program are mental health support, health education and
awareness, fitness and exercise program. The programme is still not meeting the minimum mandate of its services
due to capacity challenges

The programme will respond to building a healthy workforce through conducting employee staff morale surveys,
establishing partnerships with relevant stakeholders, monitors and evaluate progress and communicate details of
the of program throughout the orgation.

Information & Communication Technology (ICT)

The Department has made great strides in leveraging on innovative Information and Communication Technology to
enhance patient care and improve administrative functions. The following initiatives were undertaken:

1 Automation of Key Functionswill implement electronic leave-{eave), hospital medical procedure booking
system and SCM filracking system for operational efficiency.

1 HMS2 Deployment willroll outto 6 new district hospitals, which will bring the total number of hospitals using
HMS to 16. This system is primarily aimed at improving clinical réeaping and revenue collection.

1 Telemedicine and Mobile Apps53 clinicians were trained across 15 clinical disciplines using ARMS; 3,200
downloads of the EMS Bophelo app, integrated with CAD system.

1 Digitization of Records 3 million patient files digitized, with a focus on maternal records, enhancing health
intelligence and data management.

1 Infrastructure and Procurement DelaysConnectivity challenges due to SITA delays in procuring essential
hardware like switches and cabling, affecting ICT systems rollout.

1 Funding GapsUrgent need for funding to purchase laptops, printers, scanners, and network infrastructure for
seamless system integration.

1 Cybersecurity Strengthening New enterprise antiirus is being deployed to 5,000 computers to protect
sensitive health data.

1 Data Management Enhanced use of platforms like CHIP and Miwnnect for improved healthcare data
analysis and decisiemaking.




1 Clinician Training Collaborating with CUT on digital literacy training for clinicians as part of HMS2 deployment.
1 Budget and Staffing ConstraintsOngoing budget pressures and unfilled ICT posts, impacting progress and
operational capacity.

Health Information Management

Health Information Management plays an essential role in collecting, storing, maintaining and analysing patient
information/data from health facilities (hospitals, PHC and community). This is all done following the characteriatics of dat

quality.

While there are still some challenges in data management in the department, there have also been some gains, such as
standardisation of data collection tools for hospitals and PHC facilities including daily data capturing in all heialttsinstit

The use of Tier.net in all facilities as the electronic register for PrEP, ART and TB services has also improvetithe continua
of care and eliminated multiple paggased registers. The department has implemented data decentralisation in 220 PHC
faciliies and 14 hospitals by end of financial year 2023/24. This has improved the data quality and alignment in health
facilities. The department benchmarked a patient information system from Eastern Cape Department of Health called
HMS2, which has currentlydreimplemented in some district hospitals and has improved availability of-featimtata

for clinicians to provide continuity of care.

The department continues to monitor implementation of HPRS in all our PHC facilities and this has improved the
collection of patient demographic information, generation of 1 unique patient record number and standardisation of

filing. Implementation of arppointment system that aims to reduce patient waiting tiroas, patient file, one

entrance and one exit have proven beneficial. The project is ongoing in hospitals and once completed, it will improve
continuity of care.

Relevant data quality control measures are being implemented, such as use of SharePoint for data management throughou
the department. This has allowed easy sharing and use of data across different stakeholders, includingfthedsidpH.

and monthly data sign off at all levels of care and monthly data reconciliations are also being implemented to improve data
guality and the usélthough data quality has not reached 100%, there has been a great improvement, as a result no
accuracy findings were made AGSA during the performance audit of 2022/23 and of 2023/24. Furthermore, there
were no material audit findings for Budget Programme 2, 4 & 5.

Despite the strides that have been made by the province in improving data manadetmeainpleteness and

validity continue to be a challenge due to inadequate recording and alignment of the services between the patient files anc
the service registers and vice versa. ICT infrastructure, which includes connectivity and fragmentedrirdpsteats, is

still a challenge within the department. Data collection tools are still{pbaged at points of collection, which affects the
integrity and quality of data recorded and reported. The official data collection system, WEBDHIS stpagdigsased

registers in health facilities, which leaves room for human error during capturing. Computer theft is one of the major
challenges that is contributing negatively to the timeliness and completeness of data in the province. The curtgnt electrici
supply disruptions are a huge challenge in data management, as health facilities are not able to capture data on time, etc.

However, the FSDoH is a-c®ator of the Electronic Medical Record (EMR) system, which the NDoH is currently
developing. Contributions from FSDoH take the form of hosting the environments for Alpha and Beta testing as well as
providing inputs to improvgstem functionality that is pertinent to the daily operations of PHC facilities. The system will be
piloted in a few facilities in Thabo Mofutsanyana district before being implemented in the rest of province and country later
in 20242025 under the guidae®f the National Department of Health. This will solve a lot of data management challenges
within the public health sector.

Lastly, ongoing efforts to ensure data quality, research remains a critical component within the Free State Department of
Health (FSDoH). Research initiatives within FSDoH facilities are strongly encouraged and supported by the research
community. Some dfie key components of research within the Free State Health Department is coordinating and enabling




research within the province. Significant research activities include the Free State Health Research Priority Setting, annua
research day, along with collaborative studies with other government departments, such as the Department of Public
Service and Admistration (DPSA) and the Department of Cooperative Governance and Traditional Affairs (COGTA).
Notably, a collaborative study with DPSA focused on service delivery, capturing insights from healthcare workers and
community representatives. This study ywaaminently highlighted during the national commemoration of Public Service
Month (PSM) 2023, held on SeptemberRuring the event, FSDoH showcased best practices, technological innovations
and key lessons learned, positioning the study as a key focus of PSM's national agenda.

Disaster Management

The Disaster Management Act (Act 57 of 2002) and Amendment Bill, along with the National Disaster Management
Framework (2005), provide guidelines and recommendations that aim to achieve more effective disaster prevention,
mitigation, and preparedness. Tepartment plays core role in the provincial disaster management planning and response,
as led and coordinated by the Department of Cooperative Governance and Traditional Affairs. Each health district
participates in the district disaster management arath émspital has institutional disaster response plans.

The department has participated in numerous multisectoral disaster responses, both provincially, nationally and
internationally. These includes the tailings dam disaster in Jagersfontein in 2022, various flooding incidents within the
province, snowfalls ithe Eastern Cape and the Drakensburg, and major international disasters, such as the tsunamis and
earthquakes.

The department played a leading role in the provirde COVIBL9 response in conjunction with the National Department
of health, the whole provincial government, development partners apdvi#iie sector. The response is linked to the
ongoing disease outbreak response readiness that is geared at the prevention, containment and management .of epidemics




Alignment of the Strategic Plan and Annual Performance Plan

In order talevelop thiDepartmentplan, PESTLE and Theory of Change teele usedo compile the foregoing

situation analysis and determine the set of appropriate impact statement and planned outcomes. Based on the
MediumTerm Development Plan, tseatement of intent provides a guide to the depart@eattsf U2 13t q RUN WF
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internal operations, which will in turn result in improved health outcomes. These elements are focused on
infrastructure, financial management,nhan resources and information management systems.

Internal operational excellence entails good leadership and governance and the provision of appropriate package of
services, which are jointly the two crucial requirements for the provision of quality health care services. The latter will
reduce the incideces of adverse events that invariably leaddoreasein contingent liability due to medidegal

cases.To achieve all the desiredtcomes, there is a need for adoptiomabvative ways to accelerate progress in

the sector and improveadership to dve the changes.

The provision of good quality health services and universal health coverage will improve the health outcomes that are
geared at reducing the morbidity and mortality related to mothers and children, communicable diseases and non
communicable diseases andahwill increase the life expectayof the Free State community

IMPACT STATEMEN OUTCOMES

Maternal, neonatal, infant and child mortality reduced
HIV/AIDS related deaths reduced

TB mortality reduced

Malaria related deaths reduced

Mortality due to noicommunicable diseases reduced
MentalHealth Care integrated into primary health care

Access, coverage and quality of public health services improved
Improved patient experience of care

Leadership and governance strengthened in healthcare

10 | Financial managemestrengthened in health sector

11 | Appropriate human resources for health

12 | Robust and effective health information systems for evidéased
management

13 | Health infrastructure optimised for delivery of care

Life expectancy of the
Free State community

improved to 65 years by
2030
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PART C: MEASURING OBERFORMANCE

Institutional Programme Performance Information

BUDGET PROGRAMME 1: ADMINISTRATION

Al YNI ¢ G0 1nhblaém of3hé iPridggattitik is to conduct the strategic management and overall
administration of the Department of Health.

BudgetProgramme 1 has the following sub programmes:

A Office of the MEC Rendering of advisory, secretarial and office support services.
A Management Policy formulation, overall management and administration support ddépartment and
the respective districts and institutions withihe Department in order to ensure service effectiveness.




SUBPROGRAMME: OFFICE OF THE MEC

Purpose Renderin@dvisory, secretarial and support services.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Leadership and governance strengthened in healthcare

Output Output Indicator Audited/Actual Performance | Estimated MTEF TARGETS
Performance
2021/22 2022/23 2023/24 2024/25 2025/26 | 2026/27 2027/28
1. Functional governancg 1.1 Number of districts with functional District
. 2 4 1 5 5 5 5
structures Health Councils
1._2 _Percentgge of PHC facilities with functional 68.5% 67.4% 82 2% 100% 100% 100% 100%
clinic committees
PHC facilities with functional clinic committees 150 147 161 220 220 220 220
All fixed PHC facilities 219 218 219 220 220 220 220
ébsaijircentage of hospitals with functional hospi 84 4% 100% 100% 100% 100% 100% 100%
Number of hospitals with functional hospital boardg 27 32 32 32 32 32 32
Total number of hospitals 32 32 32 32 32 32 32




SUBPROGRAMME: MANAGEMENT

Purpose Policy formulation, overall management adchinistration support of the department and the respective districts and institutions within the

department

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Financial management strengthened in health sector

Output Output Indicator . Estimated
P P Audited/Actual Performance MTF Targets
Performance
2021/22 \ 2022/23 2023/24 2024/25 2025/26 \ 2026/27 2027/28
2. Audit 2.1 Audit outcome for regulatory audit e e - . - . .
. Qualified Qualified Qualified Unqualified Unqualified Unqualified Unqualified
re?:qrglzrigi?ég)ns expressed by AGSA opinion opinion opinion opinion opinion opinion opinion
3. Own revenue | 3.1 Percentage owrevenue collected 117.2% 100.3% 55% 92% 95% 95% 95%
collection Amount of own revenue collected (R) 146 345296 | 214 161 000 75655 188 132 859 040 144 051 350 | 144 051350 | 144 051 350
improved Forecasted own revenue (R) 124 868 000 | 213 520 439 137536 000 144 412 000 151633 000 | 151633000 | 151 633 000
‘:’I'V:S]‘;g'ggs d':;f gygerce”tage of invoices paid within 30 | 25 o, 65.8% 58.4% 100% 100% 100% 100%
Number of invoices paid within 30 days of 21 760 12 786 13 588 28 856 28856 28 856 28 856
receipt by the institution
;‘;ﬁh:‘;‘:ber of invoices received by the 28 859 19 443 23 284 28 856 28 856 28 856 28 856
5. Accruals and | 5.1 Reduction in accruals and payables not New New New New . - -
payables reduced yet recognised indicator indicator indicator indicator R100 million | R100 million | R100 million
6. Women 6.1 Percentage of most procured goods, New
empowerment | services and works awarded to woraen indicator 32.9% 40% 40% 40% 40% 40%
through public | owned businesses
procurement | Rand value of 15 most procured items spent . 673321743 | 860000000 | 880000000 | 880000000 | 880000000 | 880000 000
improved women-owned businesses [R]
;?tf‘r:eR;S:r:’ear"[ﬁ]ls most procured items spe 2048 743 185| 2 150 000 000 | 2200 000 000 | 2 200 000 000| 2 200 000 000| 2 200 000 000




OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Robust and effective health information systems for evidenelbased management
Output

8. Information management
and systems improved for
departmental efficiency

Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2021/22 \ 2022/23 2023/24  2024/25 2025/26 2026/27 @ 2027/28
8.1 Number of business processes automated 4 7 4 4 4 4 4
8.2 Number of district hospitals implementing HM in(';liigvtor 1 10 16 19 29 o5

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output Indicator

Annual Target | Target: Q1

Target: Q2

Target: Q3

Target: Q4

1. Number of districts with functional District Health Coung 5 - - 5

2. Percentage of PHC facilities with functional clinic 100% ) ) ) 100%
committees

3. Percentage of hospitals with functional hospital boards 100% - - - 100%

4. Audit outcome for regulatory audit expressed by AGSA Unqualified i i i Unqualified

opinion opinion

5. Percentage own revenue collected 95% 25% 50% 75% 95%

6. Percentage of invoices paid within 30 days 100% 100% 100% 100% 100%

7. Reduction in accruals and payables not yet recognised| R100 million - - - R2100 million

8. Percentage of most procured.goods, services and work 40% 40% 40% 40% 40%
awarded to womerowned businesses

9. Number of business processes automated 4 - - - 4

10. Number of district hospitals implementing HMS2 19 - - - 19




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

Toachieve the planned performance, the department will implement the following interventions

StrengtheningGovernance Structures

A

Strengthening governance structures by enhancing compliance with policies, improving accountability and
ensuringeffective oversight in all districts

Medical litigation costs reduced

> > > > >

A

Strengtheningnplementation monitoring and corrective actions in clinical governance.

Implementation of the FSDOH Litigation Reduction Strategy;pbimieplan

Capacitation of clinical higiisk areas to reduce the incidences of adverse events

Establishment of court compliant / capacitated rehabilitation hubs.

Investigating the institutionalisation of mediation as alternative dispute resolution processes in the handling of
medicolegal cases.

Archivingdormant matters.

Risk Management and Audit Outcomes;

A

A

Conduct regular internal audits and risk assessments to identify and addressmpliance risks and
establish corrective actions to improve aumitcomes.
Develop a comprehensive Audit Action Plan aligned with departmental priorities and clear roles and deadlines.

Financial Management;

A

A

Develop and Review Compliance Framewdhksare digned withStandard Operating Procedures (SOPs) with
regulatory requirements and ensure staff training on compliance practices.
Strengtherfinancial management practicds/ nonitoring budget performance, reduce accruals and ensure
timely payment of invoices to improve financial governance.
Develop and implement an Accrual Reduction Plan that will align with monthly monitoring models and prioritise
highimpact payments.
Concluding and effectively monitoring the major S0OMracts to improve efficiency in the procurement of
goods and services
Performmonthly reconciliationsnd asset verificationgo ensure accurate BAS/LOGIS reconciliations and
conduct regular asset counts to maintain accountability.
Implement performance monitoring for suppliers and contracts; use compliance scorecards to assess supplier
performance and ensure value for money in procurement processes.
Applying preferential procurement effectively to respond to gender inclusion and empower women owned
businesses through public procurement.

Increase revenue collectadrough:

0 Developnentand implementation dRevenue Collection Plan

0 Integrateor upgradeBilling and Admigystems(HMS2, Meditech, Medikredit) improve patient

classification fobilling purposes antb accurately track and reconcile revenue from different sources.

o Conductregular Revenue Audits

o Intensify engagements with stakeholders

o0 Strengthening public education to make them understand the importance of paying for the services and to

be able tdistinguish services from different levels of care,RHE to hospitals.




Improve Debt Management and Recovery Strategies by addressing outstanding debts through structured

effectiverecovery plans.

Department willmprove payment of suppliers within 30 days to prevent losses and accruals thatompact

fundinghealth services;

o Implement Invoice Tracking Systesrensure reaitime monitoring and escalation of pending invoices to
meet the 36day target.

Information Systems

> >
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Identification and mapping of Business Processes for Prioritisation and Digitisation
The following business processes will be automated:
0 RevenuéMlanagement System to enhance revenue collection
o Batch Traceability System at the Medical Depot
0 SCM Folder Tracking System for the health facilities
0 e-Submission System to enhance efficiency and accountability
Implementation, Testing, and Training on Digital Systems fdJdemnsl
Deployment and Configuration of HMS2 in targeted hospitals to enhance clinical record keeping, continuity of
healthcare, improve health outcomes, revenue collection and management of feggithitigation.
Continuous EndJser training and support,
Implement of patient information system in hospitals
Digitizing the patient files, with emphasis on maternal patient records.
Continuous data verification and analysis to improve data quality and timeliness for use.
Implement and update cybersecurity protocols to protect facility data and systems.

Research

A Facilitate collaboration between the research unit and external research institutions (UFS, CUT) for evidence

translation and implementation planning.

A Convening the annusdsearch conference during th& Quarter of each financial year.

Human Resource Management

A

A
A
A

Thedepartment will improve recruitment and retention of Human ResouraEs/bloping andnplementinga
comprehensive muHlyear recruitment plan aligned with organisational priorities

Improve turnaround times in fillinfcritical vacancieso improve health outcomes.

Capacitated medium to large district hospitdisough assessment of human resource needs

Implement employment equity plan to enable accelerated targeted recruitmemprocessesfor

empowerment of womeryouthand people with disabilitien line with the DPSA directive of 50%
representivity of women in the SMS eched8a,for people with disability].

Partneringvith orgarsations of people with disabilities to progressively increase the number of people with
disabilities employed in the department.

Promote and support the physical, mental and emotional agithg of employees

Increasing the number of employees trained on code of conduct, grievance procedure and disciplinary code
and procedures.

Create awareness on fraud and corruption across the department.




Security Managemernnt

v

with armed response tearmend ensure regular maintenance

>

Budget Allocation

Summary of payments and estimates bgub-programme: Administraton

Deployment of security personnel and management inrtggthealth establishments.
Implementsecurity enhancements at health facilitiasluding installation of CCTV cameras and taotation

Conduct regular security assessments to identify vulnerabilitiepramritiseinterventions.
Render comprehensive security services

Outcome Maip . AdjusFeq Re{vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Office of the MEC 8596 9126 9 141 16 690 16 690 9398 13929 14 283 14 924
2. Management 315 739 315284 307 43z 331394 345394 316 81 392 928 398 482 419 48d
Total payments and estimates 324 335 324 410 316 57 348 084 362 084 326 21 406 857 412 765 434 404
Summary of payments and estimates by economic classification: Administration
Outcome Main . Adjusj[e(.i Re.vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 306 311 312043 304 345 331858 332767 296 36! 355 283 362 305 377 99(
Compensation of employees 231521 244 586 244 464 268 783 253 783 237 786 279 348 288 458 301 44
Goods and services 74 789 67 418 59 820 62 957 78 866 58 458 75 817 73729 76 427
Interest and rent on land 1 39 61 118 118 116 118 118 123
Transfers and subsidies to: 8968 2674 7345 11 000 25000 23685 45 706 45712 51412
Provinces and municipalites 3
Departmental agencies and accounts:
Higher education institutions
Foreign governments and internation;
organisations
Public corporations and private enterprises 6463 1405 4282 10 000 24000 22194
Non-profit instituions
Households 2502 1269 3063 1000 1000 1491 45 706 45712 51 412
Payments for capital assets 9 056 9693 4883 5226 4317 6171 5868 4748 5004
Buildings and other fixed structures
Machinery and equipment 9 056 9693 4 883 5226 4317 6171 5868 4748 5 004;
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets
Total economic classification 324 335 324 410 316 57: 348 084 362 084 326 216 406 857 412 765 434 409




BUDGET PROGRAMME 2: DISTRICT HEALTH SERVICES (DHS)

Programme PurposeTo render Primary Health Care Services and District Hospital Services.
Programme 2 has the following sptmgrammes:

District Management

Community Health Clinics

Community Health Centres

Community Based Services

A

A

A

A

A District Hospitals
A HIVIAIDS

A Tuberculosis

A ~cqUl Ucddaw WYUEqédAWISRAT AWoYe q6 WA Ya WUk We 3¢
A Coroner Services

A

Disease Prevention and Control




SUBPROGRAMME: DISTRICT MANAGEMENT

Purpose:Management of all district health services includasgurces.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1.1deal health facility | 1.1 Ideal clinic status obtained rate 65.6% 70.8% 91% 95% 95% 96.8% 96.8%
status obtained Fixed PHC health facilities have obtained Ideq
Clinic status, as determined by PPTICRM (PH 144 155 200 209 209 213 213
or PeeReviews Updates (PRUS)
2.Quality improvement | Fixed PHC clinics or fixed CHCs and or CDCy 219 219 219 220 220 220 220
plans implemented 21 Ffergentage of PHC facilities implementi 88.5% 95.9% 60.4% 100% 100% 100% 100%
quality improvement programme
Percentage of PHC facilities implementing
Quality improvement programme after 194 210 133 220 220 220 220
assessment
Fixed PHClIinics or fixed CHCs and or CDCs 219 219 220 220 220 220 220
3. Availability of 3.1 Percentage availability of medication 88.9% 90.5% 92.3% 90% 90% 90% 90%
medication in health | Number of items of tracer medication availabls 103 105 120 72 72 72 72
facilities improved The Fota_l number of items of approved tracer 116 116 130 80 80 80 80
medication
4. OHH visit coverage | 4.1 OHH visit coverage 50.7% 68% 66.8% 42% 45% 48% 50%
improved Sp?\fs?touseh"'dsw's“COS household follow | 455664 | 663000 | 667332 429 450 470700 | 513360 | 546500
OHH households in population [Stats SA] 952 000 975 000 999 000 1 022 500 1046 000 | 1069500 | 1093000
OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Improved patient experience otare
Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Patientsatisfaction | 1.1 Patienexperience of care survey rate New New New New
improved (PHC) indicator indicator indicator indicator 100% 100% 100%
Facility PEC survey done - - 220 220 220
Fixed PHC clinics or fixed CHCs and or CDCs - - - - 220 220 220




Outcome: Improved patient experience otare

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2021/22

2022/23

2023/24

2024/25

2025/26

2026/27

2027/28

(1I.32HI(33z;1t|ent experience of care satisfactionr{ . o0 67.9% 3.8% 0% 85% 90% 90%
feast;)%r:see);pe”ence of care survey satisfied 176227 | 173360 | 216115 210735 223906 | 237077 | 237077
Patient experience of care survey total respon| 263 419 255 316 292 730 263 419 263 419 263 419 263 419

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Maternal, neonatal, infant and child mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23 2023/24 2024/25 \ 2025/26 2026/27 \ 2027/28
1. PHC utilisation under 5| 1.1 PHC utilisation under 5 years rate 2.8 3 3 3.2 3.2 3.2 3.2
yearsimproved PHC headcount under 5 years 733 199 798 367 761 185 804 119 800 954 800 490 800 490
Population under 5 years 259 445 266 089 252 989 251 287 250 298 250 153 250 153

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target | Target: Q1  Target: Q2 | Target: Q3  Target: Q4
1. Ideal clinic status obtained rate 95% - - - 95%

2. Percentage of PHC facilitisaplementing quality improvemer 100% i i i 100%

programme

3. Percentage availability of medication 90% 90% 90% 90% 90%

4. OHH visit coverage 45% 15% 25% 35% 45%

5. Patientexperience of care survey rgfeHC) 100% - - - 100%

6. Patient experience of care satisfaction rate (PHC) 85% - - - 85%

7. PHC utilisation under 5 years rate 3.2 3.2 3.2 3.2 3.2




PLANNED PERFORMANCE OVER THE MEOIHRM PERIOD

Theplanned interventions below will be implemented to realise the set targets;

Health facility readinessfor NHlaccreditation;

A

> D> >

>

> > > >

The department will ensure progressivglementation of universal health coverage through the NHI, all the

PHC facilities will be assessed for compliance with the Ideal Clinic Realisation and Maintenance (ICRM)

framework.

Strengthen dcanting strategies, including PHC outreach through mobile clinics and WBOTs as well as the

CCMDDs wilcontinuouslybe monitoredo improve acces$o health services and reduce long queues, thus

improving patient waiting times and patient satisfaction levels afdtiliies.

Expansion of PHC servicéwough extended clinic opening hofmsimprovel health outcomes.

Strengtherand capacitateschool health services across all 5 distrifcisimproved coverage

Improving the outreach household coverage by WBOTSs and ensuring that peripheral areas have coverage:

o Capacitation of CHWs and improving linkage and supervision at facility levahaaimgd) of OTL#r
improved and efficient services

Private medical general practitioners will be contracted to provide services in PHC facilities to improve the

accessibility of skills and quality of services at PHC.level

Implementation andnhonitoring of the Ideal Clinic Realization & Maintenance (ICRM) programme:

o Implementation of progressive reprioritisation of funding towstréagthening®HC services and ICRM
compliance.

o Implementation of booking system at all facilitiesXpedite service delivery.

o Implementation, monitoring qbiality improvement plan®IPs) per health facility.

Conductingpatient experience of car@PEC) surveys in all the PHC faciliteesd implementingQuality

Improvement Plans (QIPs) per facility.

Prioritise critical posts in PHC facilities to improve service delivery.

Implementation of clinical outreach from district hospitals to PHC facilities.

Strengthening pharmaceutical inventory management to improve availability of medicines &dilktadth

Monitor ational ordering of medicines and medical consumables

Establish and functionalise PTCs at different levels of care




SUBPROGRAMME: DISTRICT HOSPITALS

Purpose:Rendering of a hospital service at district level.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome:Access, coverage and quality gfublic health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1.1deal health facility | 1.1 Ideal hospital status obtained rate 44% 8% 20% 20% 52% 72% 80%
status obtained Hospitals that obtained Ideal Hospital status 11 2 5 5 13 18 20
Total number of hospitals (Public Hospitals) 25 25 25 25 25 25 25
2.Quaht_y improvement _2.1 Percentage of hospitals implementing qua 7204 100% 80% 100% 100% 100% 100%
plans implemented | improvement programme
Number of hospitals implementing quality 18 o5 20 o5 o5 o5 o5
improvement programme after assessment
Total Number of hospitals at each level of care 25 25 25 25 25 25 25
2.2 Patient Safety Incident case closure withink  New New New New
60 days rate indicator | indicator | indicator indicator 99% 100% 100%
Z:;;ent safety incident (PSI) case closed within § i 495 450 400
Patient safety incident (PSI) casported - - - - 500 450 400
OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Improved patient experience of care
Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
3. Pat'lensatlsfactlon 3.1 Patienexperience of care survey rate _ N_ew _ New _ New _ N_ew 100% 100% 100%
improved indicator | indicator | indicator indicator
Facility PEC survey done - 25 25 25
Total number of hospita(®ublic Hospitals) - - - - 25 25 25
3.2 Patient experience of care satisfaction rat{ 70.6% 70.7% 78.1% 80% 85% 90% 90%
Patient experience of care survey satisfied 18 331 23 138 20 467 20 772 22 070 23 368 23 368
responses
Patient experience chre survey total responses | 25 964 32721 26 206 25964 25964 25964 25964




OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target | Target: Q1 Target: Q2 Target: Q3 Target: Q4

1. Ideal hospital status obtained rate 52% - - - 52%

2. _Percentage of hospitals implementing quality 100% i i i 100%
improvement programme

3. Patient Safety Incident case closure within 60 days ré 99% 99% 99% 99% 99%

4. Patientexperience of care survey rate 100% - - - 100%

5. Patient experience of casatisfaction rate 85% - - - 85%




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

Key Interventions for the District Hospital Serviceare outlined below;

Infant and child mortality reduced,;

A

p)

Intersectoral collaboration on social determinants of health that predispose children to diarrhoeal
diseases, pneumonia and malnutrition and other childhood illneBseas on reducinchild mortality will

lead to the desired increased life expectancy.

Implementation of IMCI programme at all levels of health care.

Establishment opaediatric emergenaynits for emergency triaging, assessment and treatment (ETAT) of
children.

Establish paediatribubs at strategically located hospitals with MDT approach on monthly basis
Establishment and capacitation of District Clinical Governance Response Team per Health District.
Improving accessibility and quality of PHC services for improved child health outcomes.

Quiality of care;

A

Implementation of the Ideal Health Facility framework in all health facilities to improve compliance, quality
of health care and ultimately attain accreditation for NHI implementation.
Implementation of a booking system at all faciltilesxpedite service delivery.
Conducting patient experience of care (PEC) surveys in all the 25 District Hospitals and implementing
Quality Improvement Plans (QIPSs).
Implementation of clinical governance policy and conducting monthly morbidity and mortality (M&M)
reviews per hospital;

Strengthening of Clinical Governance committees at all levels of care.
Continuous monitoring of patient safety, reportingedfettivemanagement of adverse events.
Root cause analyses (RCASs) to be clossbyitored to improve quality of health care services and reduce
adverse events.
Implementation andustenanceof clinical outreach programme from level 2 and 3 hospitals to district
hospitals and the same will happen from district hospitals to PHC facilities.
Strengthening of the implementation and monitoring of referral fmdiggtain health services




SUBPROGRAMME: HIV & AIDS, STl & TB CONTROL (HAST)

Purpose:Rendering of primary health care services in respect of HIVEANEAigns and Special Projects including reduction of TB related deaths.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS
Outcome: HIV/AIDSrelated deathsreduced

Audited/Actual Performance

Output

Output Indicator

2021/22 ‘ 2022/23 | 2023/24

Estimated

Performance
2024/25

MTEFTargets

2025/26 2026/27 2027/28

1. HIV positive-84 1.1 HIV positive-84 years (excl ANC) rate 1.2% 1.0% 0.8% 0.5% 0.7% 0.5% 0.4%
years (exl ANC) rate| HIV positive 8.4 years (excl ANC) 356 415 336 214 289 214 172
HIV test 514 years (excl ANC) 30 808 41 307 42 802 42 802 42 802 42 802 42 802
2 HIV positive 124 | 2.1HIV positive 124 years (excl ANC) rate 2.6% 2.1% 1.7% 4.5% 4% 3.5% 3%
years (exI ANC) rate| HIV positive 124 years (excl ANC) 4 877 4 068 3755 8 559 7 608 6 657 5706
HIV test 1524 years (excl ANC) 187 569 190 681 220 879 190 200 190 200 190 200 190 200
3.ART adult remain i 3.1 ART adult remain in care rate [12 months] 67.3% 62.5% 65.7% 95% 95% 95% 95%
care total ART adult remain in caréotal 19 281 19571 14 514 20 863 20 863 20 863 20 863
ART adult start minus cumulative transfer out 28 650 31314 22 047 21961 21961 21961 21961
4.ART child remain in 4.1 ART child remain in care rate [12 months]| 76.2% 58.3% 70.2% 95% 95% 95% 95%
care total ART child remain in caréotal 1029 787 688 469 469 469 469
ART child start minus cumulative transfer out 1350 1350 980 494 494 494 494
5. ART adult viral load 5.1 ART adult viral load suppressed rdielow 92.20 91.8% 73.8% 95% 95% 95% 95%
under 50 50 [12 months]
ART adult viral load under 50 6 454 6 426 16 038 28 261 28 261 28 261 28 261
ART adult viral load done 7 000 7 000 21714 29 748 29 748 29748 29 748
6. ART child viral load 6.1 ART child viral load suppressed ralelow 68.5% 61.9% 47 8% 95% 95% 95% 95%
under 50 50 [12 months]
ART child viral load under 50 137 124 214 285 285 285 285
ART child viral load done 200 200 448 300 300 300 300
7. ART death rate | 7.1 ART death rate 2.4% 2% 2.3% <3% <2.8% <2.6% <2.4%
reduced ART cumulative deathotal 720 653 510 673 629 584 539
ART start minus cumulative transfer out 30 000 32 664 22 598 22 455 22 455 22 455 22 455




OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: TB mortality reduced

Output

Output Indicator

Audited/Actual Performance

2021/22

2022/23

2023/24

Estimated
Performance

2024/25

MTEF Targets

2025/26 | 2026/27 2027/28

1. DS-TBnatifications | 1.1 Number of DS B treatment start under 5 New New New New 331 331 331
years indicator | indicator | indicator indicator
1.2 Number of DSTB treatment start 5 years an~ New New New New
older indicator | indicator | indicator indicator 7306 7306 7306
2.RRTBnotifications | 2.1 TB Rifampicin resistant /muitiug clients New New New New 296 220 215
started on treatment indicator | indicator | indicator indicator
3. All DSTB client 3.1 All DSTB client treatment success rate 74.4% 73% 71.1% 80% 80% 80% 80%
successfully All TB client successfully completed treatment 5725 4526 6 989 6110 6110 6110 6110
completed treatment | All DS TB treatment start 7 695 6 200 9830 7 637 7 637 7 637 7 637
4. TB RR/MDR 4.1 TB Rifampicin resistant/muttrug- resistant 43.6% 59 4% 61.2% 61.5% 62.4% 63.3% 64.2%
successfully treatment success rate
completed treatment | TB Rifampicin resistant /mutirug resistant 129 208 137 139 141 143 145
successfully completed treatment
TB Rifampicin Resistant /mudtrug resistant client 206 350 204 296 226 226 226
started on treatment
5.TBclientsdeaths | 5.1 All DSTB client death rate 11.4% 12.9% 12.3% 10% 10% 9.9% 9.5%
decreased All DSTB client death 658 800 1209 764 764 756 726
All DS TB treatment start 5770 6 200 9 830 7 637 7 637 7 637 7 637

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Malaria related deaths reduced

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2021/22 \ 2022/23 \ 2023/24 2024/25 2025/26 2026/27 2027/28
1. Malaria deaths | 1.1 Malaria case fatality rate 0% 11.8% 2.6% 0% 0% 0% 0%
reported Malaria deaths reported 0 2 1 0 0 0 0
Malaria case reported 38 17 38 15 15 15 15




OUTPUTNDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3  Target: Q4
1. HIV positive 814 years (excl ANC) rate 0.7% 0.7% 0.7% 0.7% 0.7%
2. HIV positive 124 years (excl ANC) rate 4% 4% 4% 4% 4%
3. ART adult remain in care rate [12 months] 95% 95% 95% 95% 95%
4. ART child remain in care rate [12 months] 95% 95% 95% 95% 95%
5. ART adult viral load suppressed ratelow 50 [12 months] 95% 95% 95% 95% 95%
6. ART child viral load suppressed rabelow 50[12 months] 95% 95% 95% 95% 95%
7. ART death rate <2.8% - - - <2.8%
8. Number of DSIB treatment start under 5 years 331 83 83 83 82
9. Number of DSIB treatment start 5 years and older 7 306 1827 1827 18% 1826
10. TB Rifampicin resistafmulti-drug clients started on treatment 226 57 57 56 56
11. All DSTB client treatment success rate 80% 80% 80% 80% 80%
12. TB Rifampicin resistant/mulirug- resistant treatment success rate 62.4% 62.4% 62.4% 62.4% 62.4%
13. All DSTB client death rate 10% - - - 10%
14. Malaria case fatality rate 0% 0% 0% 0% 0%




PLANNED PERFORMANCE OVER THE MEBPIERM PERIOD

Theplanned performanceverthe medium ternis aimed atreducingmorbidityand premature mortality due to
communicable diseases. The outcome focuses on HIV, TB and Malaria, notwithstanding the fact that the latter
is not endemic to the Free State Province.

Key Interventions for the Management of Communicable Diseasestlined below;
HIV/AIDS

Over the MTEF period, the department will deploy enhanced implementation of treatment adherence strategies
that will lead to improved viral load suppression to more clients. This will contribute to the reduction in new HIV
infections and AlD&elated deatk. The following interventions will ibgplemented;
A Improve HIV case finding through targeted intervention for hard to reach popaafiaavocacy

NI YeGtoGIYUkt WnVYl 20

A Appointment of roving teams to provitdenprehensive/targeted outreach services.
A Implement innovative measures to improve coverage within the catchment area.
A Initiate all newly diagnosed patients on treatment and link all positive clients to CHWs and family members
A Strengthening management of patient on ART to improve retentiontimeagh differentiated models of
care.
A f0GuNGWUqWeUT WaYURqY! Waqdé IWmi WOGHRYGIIW? ¢ A W9 ¢ 0 Ge RNULWE
A Implement the decanting strategy for stable patight®ugh nalti-month dispensingand household

deliveries.
A Community engagement and empowerment
A Upscale provision PrExposure Prophylaxis (PrEP) and fbgiosure Prophylaxis (PEP).

TB Management;

TB case findings will result in early diagnosis of TB clients and early initiation of eligible patients on TB treatment.

The reduction in TB clients that become lost to felipwill increase the number of TB clients that successfully

complete their treatent. It will also reduce the incidence of dragistant TB and Tilated deaths. The

department wilimplement the following interventions;

A Improve TB treatment initiation for adults and children

A StrengtheninglTB disease managemerthrough continuous skilling of clinicians 8 management
guidelines

A Implement Social anébehavioural change communication (SBO@Yolving stakeholder engagements
including private sect@ndcommunity awareness campaigns and health education.

Malaria;

A Strengthen Malaria disease managenigntraining clinicians on guidelines
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Purpose: To reduce maternal, neonatal and child mortality.
The focus will be on accelerating the implementation of key interventions to save mothers, newborns and children, ealtarcingworker
trainingand strengthening health systems and to improve quality of care.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS
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Outcome: Maternal neonatal, infant ancthild mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 \ 2023/24 2024/25 2025/26  2026/27 2027/28
1.Couple yeaprotection 1.1 Couple year protection rate 84.8% 83.8% 90.2% 80% 80% 80% 80%
Couple year protection 657 406 545 890 707 543 631 482 635 637 639 996 647 172
Population 1549 years females 775 243 779 843 784 416 789 352 794 546 799 995 808 965
2. Adolescent pregnancy | 2.1 Nu_mber_qf dliveiies in10-14 147 139 106 130 125 120 110
prevented years in facility
5 —
3. Increase percentage (80% 3.1 Antenatal %visit before 20 weeks 60.5% 62.1% 62.8% 66.6% 70% 75% 80%
of pregnant women who atten rate
ANC before 20 weeks Antenatal ¥ visit before 20 weeks 27 669 27 099 24 680 26 773 28 000 30000 32 00
Antenatal 1st visitotal 45 733 43 656 39 288 40200 40000 40000 40000
5 —
4. Increasepercentage (80%)| 4.1 Mother postnatal visit within 6 da 76.6% 84.3% 90% 82% 83% 84% 84%
of mothers who attend rate
antenatal care between6 Mo_ther postnatal visit within 6 days aftg 38 291 38 842 37 253 40 836 41334 41 832 41 832
days delivery
Delivery in facilitytotal 49 977 46 076 41 392 49 800 49 800 49 800 49 800
5. Neonatal deaths in facility| 5.1 Nepnatgl death in facility rate (pe| 159 173 19.7 18 16 15 14
decreased 1 000 live births)
;iﬁ;jta' deaths (under 28 days) in 794 801 810 864 768 720 672
Live birth in facility 49 972 46 291 41 100 48 000 48 000 48 000 48 000
6. Birth infant PCR positive ral 6.1 Infant ¥ PCR test positive at birth ' N_ew ' N_ew _ New _ N_ew 0.4% 0.4% 0.4%
<0.4% rate indicator | indicator | indicator indicator
Infant B'PCR test positive at birth - - 52 52 52
Infant B'PCR test at birth - - - - 12 800 12 800 12 800
3 . —
_ 7. 90@ of children are fully | 7.1 Immunisation under 1 year 83.7% 79 7% 76.4% 85% 90% 90% 90%
immunised by one year of ag coverage
Immunised fully under 1 year new 42 161 40 118 38514 42 956 45 679 45 939 45 939
Population under 1 year 50371 50 358 50 381 50 512 50 755 51043 51043
8.1 MR ¥ dosel year coverage 77.5% 80% 73.6% 95% 95% 95% 95%




Outcome: Maternal neonatal, infant ancthild mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 | 2023/24 2024/25 2025/26  2026/27 2027/28
8. 95% of children receive tw{ MR 2¢dose 39 455 40 152 37 091 47 487 47 463 47 665 47 665
doses of Tae::i'ne; containing 1. yet population 1 year 50910 | 50177 | 50381 49 986 49961 | 50173 | 50173
9. Deaths in children under fl_\ 9.1 (_Dhlld under 5 years diarrhoea ca 1.8% 206 1.3% 1.8% 0.5% 05% 0.5%
years of age from pneumonig fatality rate
diarrhoea and malnutrition ar| Diarrhoea death under 5 years 23 40 25 35 10 9 9
reduced 5% annually Diarrhoea separation under 5 years 1271 1979 1955 1943 1917 1894 1894
9.2 Child under 5 years pneumonia | 5 5o, 1.7% 4.4% 2.2% 1.5% 1% 0.5%
case fatality rate
Pneumonia death under 5 years 44 46 94 63 44 31 15
Pneumonia separation under 5 years 1 355 2 670 2242 2 873 2 959 3039 3039
9.3 Child under 5 years severe acute, g g,/ 9.7% 9.3% 10.5% 10% 9.7% 9.5%
malnutrition case fatality rate
Severe acute malnutrition death under 86 098 76 117 111 98 9
years
Severe _acute malnutrition inpatient 1004 1011 817 1117 1112 1011 1011
separation under 5 years
9.4 Death under 5 years againstlive | - 5, 2.5% 2.8% 2.4% 23% 2.2% 21%
birth rate
Death in facility under 5 years total 1097 1157 1131 1152 1104 1 056 1008
Live births in facility 49 972 46 291 41 100 48 000 48 000 48 000 48 000
1Q. Vitamin A dose coveragg 10.1 Vitamin A dose 129 months 558% 61.9% 58.9% 5706 65% 65% 70%
improvedfor growth and coverage
development Vitamin A dose E39months + COS | 37 057 | 256397 | 241938 230 978 261007 | 271372 | 278753
Vitamin A dose 89 months
Target population 139 months * 2 424 890 418 152 410 760 405 224 401 548 399076 398 218
11. Maternal mortality in €dity | 11.1 Maternal mortality in facility ratig
decreased (per 100 000 live births) 156.5 1242 107.37 154.8 1405 119 100
Maternal death in facility 85 66 48 65 59 50 41
Live births known to facility 54 301 53117 44 848 42 000 42 000 42 000 41 000




OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. Couple year protection rate 80% 80% 80% 80% 80%
2. Number of deliveries in 1D4 years in facility 125 32 31 31 31
3. Antenatal ¥ visit before 20 weeks rate 70% 70% 70% 70% 70%
4. Mother postnatal visit within 6 days rate 83% 83% 83% 83% 83%
5. Neonatal death in facility rate (per 1 000 live births) 16 16 16 16 16
6. Infant F'PCR test positive at birth rate 0.4% 0.4% 0.4% 0.4% 0.4%
7. Immunisation under 1 year coverage 90% 90% 90% 90% 90%
8. MR2"dose 1 year coverage 95% 95% 95% 95% 95%
9. Child under 5 years diarrhoea case fatality rate 0.5% 0.5% 0.5% 0.5% 0.5%
10. Child under years pneumonia case fatality rate 1.5% 1.5% 1.5% 1.5% 1.5%
11. Child under 5 years severe acute malnutrition case fatality | 10% 10% 10% 10% 10%
12. Death under 5 years against live birth rate 2.3% 2.3% 2.3% 2.3% 2.3%
13. Vitamin A dose 189 monthscoverage 65% 65% 65% 65% 65%
14. Maternal mortality in facility ratio 140.5 - - - 140.5




PLANNED PERFORMANCE OVER THE MEBIBERM PERIOD

Over thanedium term period the department is planningif@ement the below outlined strategies and
interventions to combanaternal and child mortalities.

Maternal Mortalities Reduced

The questo reduce maternal mortalities involves the effective clinical management of woman and maternal
health throughout all levels of caféhe early attendance of antenatal care by pregnant mothers will improve
early diagnosis and management of pregnae@ted complications, including initiation of eligible pregnant
women on ART, screening and management of TB, which will improve healthesutnd reduce unavoidable
maternal mortalitiesThe planned interventions below will be implemented:

A Strengthen Community engagement and education to improve access for better pregnancy outcomes.

A Reduce the number of unplanned pregnancies by promotion of sexual reproductive health for quality and
safer reproductive health services and practices by women,ameéryouth through informed choice and
with a rights based approachhis will be done inollaboration with other departments such @oE,
SASSA, Soc Dev, SARE) and other stakeholders.

A Strengthen youth services mgiieasngnumber of youth zones in clinics to 195 and this will also assist in
reduction oteenagepreghancy

A Enhance capacity for safe maternity, neonatal and child health services by resourcing ifatifiéiesith
norms and standards,

A Implementation ofampaign for the accelerated Reduction of Maternal Mortality (CARMMA) siradegy
revival of highrisk postnatatlinics.

A Review and scale up the advanced ANC practitioner to improve the referral to the next level of expertise
within a reasonable time.

A Prioritise all EMS obstetric calls for dispatch.

Neonatal Mortalities Reduced

Assessment of @onates and mothers lappropriate health professionals withir63layspost-deliverycreates
opportunities for earlyetection of complicatios. This will help to reduceeonatal deaths and below
interventions will be implemented

Key Interventions

Prioritise resources to prevent and improve management of neonatal health conditions.

Revised guidelines on management of premature babies

Strengthen implementation of Infection Prevention and Control standard protocols.

Improve resourcing of health care facilities to ensure quality, safe and effective Maternal, Perinatal and
Neonatal Health (MPNH) service delivery through trained, skilleghetent practitioners and availability

of basic equipment.

A Continuous taining of clinicians aelevant programmes to improkiealthoutcomes.

I > D D

Reduce deaths in children under five

A Collaboration with other departments to address the sakitdrminants of health that impact on the health
of children ¢.g Malnutrition Diarrhoed

Implementation of Reaching Every District (RED) strategy,

Increase immunization coverage and surveillance system to prevent childhood illnesses.
Increasenutritional supplementation to improve growth and development in children.

Reduce burden of diseabg strengthening Integrated School Health Services.

> B> >




SUB-PROGRAMME: COMMUNITY BASED SERVICES [DISEASE PREVENTION AND CONTROL (DPC)]

Purpose:To render preventive, promotive and management of Glmnmunicable Diseases including Palliative Care and upscale screening for early
detection and initiation on treatment.
Provision of a communityased health service at nohealth facilities in respect of hortmsed care, victims of abuse, mentahd chronic care,

school health, etc.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Mortality due tonon-communicable diseases reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23  2023/24 2024/25 2025/26  2026/27 2027/28
1. Cervical 1.1 Cervical cancer screening coverage . New . New 42 8% 47% 50% 60% 60%
cancer indicator indicator
prevention Cervical cancer screening done - - 32 815 36 269 38 874 47 087 47 087
[(80% women aged 3B80yrs/10)+(20% women i i 76 670 77 168 77 748 78 477 78 477
aged 20 years and above /3)
2. NCDs 2:1 Client 18ears and older screened for . New . New . New 69 111 69 111 69 111 69 111
management | diabetes indicator indicator indicator
improved 2.2 Normal Hemoglobin Alc (HbAlc) test with 0 0 o 0 0 o 0
(diabetes & |1 10t 2 GaqWAYE LW ¢ qld 48.1% 52.1% 53.1% 55% 56% 57% 60%
Hypertension) ih:]e %JLT?'(G;'(O]( diabetic clients with HbAésults 21181 26 050 35 281 35 750 36 400 37 050 39 000
Total diabetic clients with HbA1C test done 44 018 50 000 66 422 65 000 65 000 65 000 65 000
2.3 Client _18 years and older screened for _ N_ew _ N_ew _ N_ew 408 794 408794 | 408794 | 408 794
hypertension indicator indicator indicator
OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Mental Health Care integrated into primary health care
Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23 2023/24 2024/25 2025/26  2026/27 2027/28
3. P.HCmentaI 3.1 PHC mental disorders treatment rate new _ N_ew _ N_ew _ N_ew 0.01% 0.01% 0.01% 0.01%
disorders indicator indicator indicator
treated PHC client treated for mental disordersew - - - 360 400 500 500
PHC headcountTotal - - - 5 058 936 506000 | 5080000| 5080000




SUBPROGRAMME: FORENSIC PATHOLOGY SERVICES (CORONER)

Purpose:The performance of medidegal autopsies. Strengthening Forensic Pathology Services.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23  2023/24 2024/25 2025/26 = 2026/27 | 2027/28
1. Efflcacy of 1.1 Percentage medielegal cases attended 13.5% 2 1% 2 1% 10% 10% 10% 10%
Forensic Pathology to where cause of deatemained unknown
Services improved Number of medicdegal cases where the cause 408 57 82 279 272 272 272
of death was not established after an autopsy
Total number of medielegal autopsies 3020 2720 3835 2720 2720 2720 2720
performed
1.2 Percentage of autopsies performed with 97.5% 99.2% 98.6% 99% 99% 99% 99%
5 working days
Autopsiesperformedwithin 5 working days 2233 2945 3835 2 668 2693 2 693 2693
Number of all autopsies performed 2419 3020 3891 2720 2720 2720 2720

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

Annual Target

Target: Q1

Target: Q2

Target: Q3

Target: Q4

1. Cervical cancer screening coverage 50% 50% 50% 50% 50%
2. Client 18 years and oldscreened for diabetes 69 111 17273 17278 17278 1727
3. VYl Gc¢lWcHaYNaYHRUW NHLWbcH N 56% 56% 56% 56% 56%
4. Client 18 years and older screened for hypertension 408 794 102 199 102 199 102 1B 102 198
5. PHC mentatlisorders treatment rate new 0.01% 0.01% 0.01% 0.01% 0.01%
6. Percentage_ medictegal cases attended to where cause of 10% 10% 10% 10% 10%
death remained unknown
7. Percentage of autopsies performed within 5 working days 99% 99% 99% 99% 99%




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

This planned outcome is impacted by the extentvhich the departmeris ableto reduce morbidiies and
mortalities related to three priority raommunicable diseases

Theinterventions below will be implementedréalise the planned oputs;

Non-Communicable Diseases

A Advance health promotion and disease prevention in health faciliiegpleynenting 9660-50 strategy for
control of hypertension and diabetes

A Health education to promote healthy lifestyles and preventoammunicable diseases (NCDs).

A Increase access to pontf-care diagnostic equipment for prompt identification and subsequent
management.

A Coordinate orsite trainingon implementation of the available guidelinasd intensify adherence to
guidelines and protocals

Mental Health Care

A Intensify the universal Mental Health capacity of health care professionalealsliof care;
o0 Train 100 health care professionals on mental health and prevention strategies

0 Improve access to mental health services at PHC level by screening.
o Conductawareness campaigns to prevent stigmatisadiod ensure that all eligible mental health users
have access to treatment.
A Expansion of the mental health care services through phased implementation of the Mental Health grant.
0 Recruit healthcare personnil line with théusiness plan.

A Maintairfunctionality of the Mental Health Review Boards (MHRBSs) for management and provision of mental
health care services according to the Mental Health Act, 2002

Forensic Pathology (Coroner) Services (FPS)

All the unnatural deaths are subjected to medagal autopsies and the decrease in cases attended to where
the cause of death remained unknown will lead to better interventions to prevent recurrence. The turnaround
time of 5 working days for autopsied improve client satisfaction levels.

A Critical postswill be filledfor efficient and effective forensic services
A Bloemfontein Forensic mortuary to be integrated as tertiary facility




Budget Allocation

Summary of payments and estimates Isyib-programme: District Health Services

Outcome Mailn ) Adjus.le(.‘ Re.ViSEd Medium-term estimates
appropriation  appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28

1. District Management 152 242 160 828 145 78 130 378 134 085 158 054 166 938 141 370 129 491
2. Community Health Clinics 1065 120 1116 498 1067 35 1232569 1229823 122891 1317 196 1337 268 1385 93]
3. Community Health Centre 149 807 164 529 178 20 188 810 188 355 199 661 192 605 215933 203 344
4. Community Based Services 531 022 704 574 710 656 759 673 759 260 751 325 750 908 851 666 926 29§
5. HIV/IAIDS 2228 399 1995 969 192170 1804 552 1834552 179825 1818 992 1889 226 1961 46
6. Nutrition 12 403 14 784 17 20G 19 140 17 675 14 730G 28 683 17 146 20 867
7. Coroner Services 40 631 47 927 50 89C 54 818 54 945 53 649 56 933 59 883 61 370
8. District Hospitals 1654 081 1706 729 172818 1844 867 1846112 177052 1947 677 2008 582 2 079 96(
9. Other Community Services 93 626 41

Total payments and estimates 5833 705 6 005 464 5820 01 6 034 807 6 064 807 5975 10: 6279 932 6521 074 6 768 724

Summary of payments and estimates by classification: District Health Services

Outcome Maip . Adjus.te‘.j Re.vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 5 759 875 5939 670 5 760 06! 5954 801 6 006 963 5919 06 6215916 6477 767 6 725 59
Compensation of employees 4101 440 4171387 4 232 50: 4 446 809 4 397 598 4 292 65. 4 558 796 4677729 4 889 00!
Goods and services 1658 178 1766 009 1522 36 1507 958 1609 356 1626 41 1657 120 1800 004 1836 54
Interest and rent on land 257 2274 5200 34 9 34 36
Transfers and subsidies to: 17 158 15529 12 889 14 429 18 640 13014 18 742 8576 8 963
Provinces and municipalies 32 7
Departmental agencies and accounts 4 864 4 864 1 435 2772
Higher education institutions
Foreign governments and international organisations
Public corporations and private enterprises 1290
Non-profit institutions 653 1480 1111 2000 2000 1152 2000 2200 2 299
Households 16 505 12759 11 746 7 565 11776 10 420 13970 6 376 6 664
Payments for capital assets 56 672 50 265 47 057 65577 39 204 43 025 45274 34731 34 171
Buildings and other fixed structures 185 57
Machinery and equipment 56 289 50 265 47 000 43 464 37 404 41 225 45274 34731 34 1717]
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 198 22113 1800 1800
Payments for financial assets
Total economic classification 5833705 6 005 464 582001 6 034 807 6 064 807 597510 6279 932 6521074 6768 724




BUDGET PROGRAMME 3: EMERGENCY MEDICAL SERVICES (EMS)

Programme PurposeTo render prénospital Emergency Medica@érvices including intdacility-

transfers, Planned Patient Transport and emergency communications.

Sub-Programmes of EMS are:

A Emergency Transport
A Planned Patient Transport




SUBPROGRAMME: EMERGENCY TRANSPORT

Purpose:Rendering Emergency Medical Services including Ambulance Servieksdpital and intehospital], Special Operations and Communications and
Air Ambulance services.

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Access,coverage and quality of public health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2021/22 2022/23 2023/24 2024/25 2025/26  2026/27 2027/28
1.EMS P1 | 1.1 EMS Pfirban response under 30 minutes ratf  56.6% 49.1% 46.9% 49% 50% 55% 60%
response EMS P1 urban response under 30 minutes 7771 6 440 5732 6 370 6500 7 150 7 800
times EMS P1 urban responses 13 730 13109 12 212 13 000 13000 13000 13000
improved | 1.2 EMS P1 ruraésponse under 60 minutes rate| 86.8% 80.3% 80.7% 80% 82% 84% 85%
EMS P1 rural response under 60 minutes 24 156 23713 22 895 22862 23434 24005 24291

EMS P1 rural responses 27 830 29 530 28 370 28 577 28 577 28 577 28 577

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Maternal, neonatal, infant anahild mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2021/22 | 2022/23  2023/24 |  2024/25 | 2025/26 | 2026/27 2027/28

2. Operational dedicated 2.1 Number of rostered
obstetric ambulances increase( obstetric ambulances

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators \ Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. EMS P1 urban response under 30 minutes rate 50% 50% 50% 50% 50%
2. EMS P1 rural response under 60 minutes rate 82% 82% 82% 82% 82%

3.  Number of rostered obstetric ambulances 25 25 25 25 25




PLANNEDPERFORMANCE OVER THE MEDITBMRM PERIOD

The key interventiomelow will beémplemented to realise the planned outputs

A

The department will work towards increasing the number of rostered ambulances to improve ambulance

coverage and respongames. To achieve this, more skilled EMS officials will be appointed to increase the
number of rostered ambulances to cover the population according to the norms and standards (1:10 000).

Bophelo APP and CAD Solution to all districts

increase the average number of rostered ambulances

Procurement of medical rescue equipment.
Improving the response times for P1 obstetrics emergencies:

Adequatdy resources fomdvanced life support for EMS P1 responses
Resourcing the EMS with the requisite purpomeverted ambulance fleeappropriate skillend expertise to

Improving the triage of incoming emergency calls, ambulance dispatch and fleet tsgaliligg out the

0 Sustaining the rostering of 25 dedicated obstetric ambulances at idemtdtednity sites in all districts
to reduce maternal and neonatal mortalities.
o Prioritising all obstetric calls for dispatch

specialised services in some districts

Budget Allocation

Summary of payments ane@stimates by subprogramme: Emergency Medical Services

Increasing the number of EMS statiangreducing the number of towns without ambulances
Reduction in the number of planned patient transport vehicles intwiemplement clinical outreach and

Main Adjusted Revised . .
Outcome L . . Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Emergency Transport 946 026 990 229 961 407 954 023 981 200 1087 24 974 604 999 726 1030 721
2. Planned Patient Transport 14 200 14127 15 830 20829 20 652 16 727 21161 21831 22 832
Total payments and estimates 960 226 1004 356 977 23% 974 852 1001 852 1103 96 995 765 1021557 1 053 557

Summary of payments and estimates by economic classification: Emergency Medical Services

Outcome Mai!n . Adjusltetli Re.vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 932 201 977 217 968 757 947 471 990 758 1093 01 975 024 995 816 1 026 984
Compensation of employees 604 758 619 043 646 87! 684 624 684 624 694 29 751 697 796 902 778 32!
Goods and services 327 443 358 174 321 87 262 847 306 134 398 72. 223327 198 914 248 66:
Interest and rent on land
Transfers and subsidies to: 643 1678 1124 640 1535 1209 1000 1000 621
Provinces and municipalies 85 101
Departmental agencies and accounts
Higher education institutions
Foreign governments and international organisations
Public corporations and private enterprises 60 318 20
Non-profit institutions
Households 643 1618 721 640 1535 1088 1000 1000 621
Payments for capital assets 27 382 25 461 7 356 26 741 9 559 9740 19 741 24741 25 944
Buildings and other fixed structures 4720
Machinery and equipment 27 382 20741 7 356 26 741 9 559 9740 19741 24741 25944
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets
Total economic classification 960 226 1 004 356 977 237 974 852 1001 852 1 103 96: 995 765 1021 557 1 053 559




BUDGET PROGRAMME 4: PROVINCIAL HOSPITAL SERVICES

Programme PurposeDelivery ohospital services, which are accessible, appropriate, effective
and provide general specialist services, including a specialized rehabilitation service, as well as a
platform for training health professionals and research.

Programme 4 has the following sufrogrammes:
A General Hospitals (Regional Hospitals)

A Psychiatric/Mental Hospitals (FSPC)




SUBPROGRAMME: GENERAL (REGIONAL) HOSPITALS

Purpose:Rendering of general specialist hospital services as well as platform figitiveg of health professionals and research

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Access, coverage and quality of public health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEFTargets
Performance
2021/22 \ 2022/23  2023/24 2024/25 2025/26  2026/27 = 2027/28
1. Ideal health facility 1.1 Ideal hospital status obtained rate 75% 0% 0% 50% 75% 100% 100%
status obtained Hospitals that obtained Ideal Hospital status 3 0 0 2 3 4 4
Totalnumber of hospitals (Public Hospitals) 4 4 4 4 4 4 4
2. Quality 2.1 Percentage of hospitals implementing quality
. : 75% 100% 50% 100% 100% 100% 100%
improvement plans | Improvement programme
implemented Number of hospitals implementing Quality improveme 3 4 5 4 4 4 4
programme after assessment
Total number of hospitals at each level of care 4 4 4 4 4 4 4
2.2 Patient Safety Incident case closure within 60 di  New New New New
rate ! indicator indicator indicator indicator 98% 99% 99%
Patient safety incident (PSI) case closed within 60 dayf - - - - 735 713 693
Patient safety incident (PSI) casported - - - - 750 720 700

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Improvedpatient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23  2023/24 2024/25 2025/26  2026/27 @ 2027/28
3. Pat.ienSatisfaction 3.1 Patienexperience of care survey rate _ N_ew _ New _ N_ew _ N_ew 100% 100% 100%
improved indicator indicator indicator indicator
Facility PEC survey done - - - - 4 4 4
Total number of hospitals (Pubtospitals) - - - - 4 4 4
3.2 Patient experience of care satisfaction rate 61.4% 68.8% 75.6% 80% 85% 90% 90%
Patient experience of care survey satisfied responses 7 216 7 733 8 646 9 402 9990 10 577 10 577
Patient experience of care survey togsponses 11 752 11 242 11 440 11 752 11752 11 752 11752




OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators \ Annual Target Target: Q1 \ Target: Q2 Target: Q3  Target: Q4

1. ldeal hospital status obtained rate 75% - - - 75%

2. Percentage of hospitals implementing quality improvement 100% i i i 100%
programme

3. Patient Safety Incident case closure within 60 days rate 98% 98% 98% 98% 98%

4. Patientexperience of care survey rate 100% - - - 100%

5. Patient experience of casatisfaction rate 85% - - - 85%

SUBPROGRAMME: SPECIALISED PSYCHIATRIC HOSPITAL SERVICES (FSPC)

Purpose:Renderingpecialized acute and rehabilitation health services as well as a platform for the training of health professionalsand resea

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 \ 2023/24 2024/25 2025/26 | 2026/27 2027/28

1. Quah?ymprwement 1.1 Percentage of hospitals implementing quali 100% 100% 100% 100% 100% 100% 100%
plans implemented improvement programme
Number of hospitals implementing Quality

. 1 1 1 1 1 1 1
improvement programme after assessment

Total Number of hospitals at each level of care 1 1 1 1 1 1 1
1.2 Patient Safety Incident caslesure within 60 New New New New 0 0 0
days rate indicator | indicator | indicator indicator 92% 95% 98.1%
Patient safety incider{fPSI) case closed within 60 i i i i 184 171 157

days
Patientsafety incident (PSI) case reported - - - - 200 180 160




OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS
Outcome: Improved patient experience of care
Audited/Actual Performance Estimated MTEF Targets

Output Output Indicator
Performance
2021/22 2022/23 \ 2023/24 2024/25 2025/26 @ 2026/27 2027/28
2. Pat!entsatisfaction 2.1 Patienexperience of care survey rate . New . New . New . l\!ew 100% 100% 100%
improved indicator | indicator | indicator indicator

Facility PEC survey done - - - - 1 1 1
Total number of hospitals (Public Hospitals) - - - - 1 1 1
2.2 Patient experience of care satisfaction rate | 87.6% 82.4% 63.1% 80% 85% 90% 90%
Patient Experience of Care survey satisfied 2086 2019 1975 2 260 2 402 2543 2543
responses
Patient Experience of Care survey total responsej 2 382 2 450 3132 2 825 2825 2 825 2 825

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

1. Percentage of hospitals implementing quality improvement 100% i i i 100%
programme

2. Patient Safetyncident case closure within 60 days rate 92% 92% 92% 92% 92%

3. Patientexperience of care survey rate 100% - - - 100%

4. Patient experience of care satisfaction rate 85% - - - 85%




PLANNED PERFORMANCE OVER THE MESIBRM PERIOD

The department will implement the following interventions towards realisation of getsavter mediurn
term period

Infant and child mortality reduced

A

A

p)

v > > >

Strengthen maternity, neonatal and cli@hlth servicesfill critical vacant posts and procure necessary
equipment such as cooling machines.

Intersectoral collaboration on social determinants of health that predispose children to diarrhoeal
diseases, pneumonia and malnutrition and other childhood illnesses.

Implementation of IMCI programme at all levels of healthfoaim@aproved child health outcomesill lead

to the reduction of child mortality and the desired impact of increased life expectancy.

Completion ofall projects for expansion of maternity and neonatal units in all regional hospitals.
Capacitation of all regional & tertiary hospitals to congiatach andut-reach.

Strengthen poshatal down referral.

Capacitation of EMS and expedite ways of attracting skilled perdonmluce maternal and neonatal
mortalities

Quiality of care improved

A
A
A

Appointment of clinical consultants in all the basic clinical specialties of regional hospitals.
Implementation of booking system at all facilities in order to expedite service delivery
ConductingPatientExperience of Care (PEC) surveys in all the four Regimtfe&PsychiatricHospitals

and develop and monitor implementation@fality Improvement Plans (QIPS)

Strengthen implementation of clinical governance; finalise review of the provincial clinical governance
policy, revive provincial specialist offased conduct monthly morbidity and mortality reviews per hospital.
Strengthening dhe central andertiary clinical outreach services to level 2 hadpit

Implementation and sustenance of clinical outreach programme from level 2 and 3 hospitals to district
hospitals.

Strengthening the implementation and monitoring of current referraltpadicgure equitablaccess to
healthcare services

Prioritise patient safety througfectivemonitoring, reporting and management of adverse events.

Increase number of beds for-hBur observation to accommodate the increasing burden of mental health
care users.




Budget Allocation

Summary of payments ad estimate by subprogramme Provincial Hospital Services

Main Adjusted Revised . .
Outcome - L . Medium-term estimates
appropriation  appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28

1. General Hospitals 1299 829 1312 002 133237 1480 954 1480 954 136003 1553 598 1598 458 165292
2. Public-Private Partnerships

3. Psychiatric/Mental Hospital 364 882 375729 379 57 411 199 411 199 386 63 443 793 461 209 484 429
Total payments and estimates 1664 711 1687 731 171195 1892 153 1892 153 1746 66 1997 391 2059 667 2137 34

Summary of payments and estimates by economic classification: Provincial Hospital Services

Outcome Mairu . Adjus.teql Re_ViSEd Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 1648 417 1 660 265 1697 46 1876 699 1878 223 1731 45 1980 184 2 042 459 2119 314
Compensation of employees 1363514 1327 233 1362 12! 1485 658 1445 658 1386 73: 1524568 1587 250 1656 61
Goods and services 284 755 332790 335 32 391 040 432 534 344 633 455 615 455 208 462 707
Interest and renton land 148 242 14 1 31 89 1 1 1
Transfers and subsidies to: 8292 15 248 6572 5604 5604 7875 6576 6576 6871
Provinces and municipalies
Departmental agencies and accounts
Higher education institutions
Foreign governments and international organisations
Public corporations and private enterprises 8270
Non-profitinstitutions 1700 2179 1641 2000 2 000 1959 2211 2211 2310
Households 6 592 4799 4931 3604 3604 5916 4 365 4 365 4 561
Payments for capital assets 8 002 12 218 7914 9 850 8 326 7332 10 631 10 632 11 162
Buildings and other fixed structures 110
Machinery and equipment 8 000 12108 7914 9 850 8 326 7332 10 631 10 632 11 162
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Sofiware and other intangible assets 2
Payments for financial assets
Total economic classification 1664711 1687731 171195 1892153 1892 153 1746 66: 1997 391 2 059 667 2 137 344




BUDGET PROGRAMMEGENTRAL HOSPITAL SERVICES

Al YNNI ¢ &G A aitn GfYProgramme 5 is to provide tertiary health services and to
create a platform for the training of health workers.

Programme 5 has the following sufrogrammes:
A Central Hospital Services

A Provincial Tertiary Services




SUBPROGRAMME: PROVINCIAL TERTIARY HOSPITAL SERVICES

Purpose:Rendering tertiary health services and providing the platform for the training of health workers.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome:Access, coverage and quality of public health services improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1.1deal health facility | 1.1 Ideal hospital status obtained rate 100% 0% 0% 0% 100% 100% 100%
status obtained Hospitals that obtained Ideal Hospital status 1 0 0 0 1 1 1
Total number of hospitals (Public Hospitals) 1 1 1 1 1 1 1
2. Quahfcymprovement _2.1 Percentage of hospitals implementing qual 100% 100% 100% 100% 100% 100% 100%
plans implemented improvement programme
Number of hospitals implementing Quality
. 1 1 1 1 1 1 1
improvement programme after assessment
Total number of hospitals at each level of care 1 1 1 1 1 1 1
2.2Patient Safety Incident case closure within New New New New
60 days rate indicator | indicator | indicator indicator 95.5% 97% 100%
g:)t/fnt safety incident (PSI) case closed within € i i i i 105 97 90
Patient safety incident (PSI) casported - - - - 110 100 90

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Improved patient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
3. Pati_ent satisfaction | 3.1 Patienexperience of care survey rate . N_ew _ New _ New _ ’\!ew 100% 100% 100%
improved indicator | indicator | indicator indicator

Facility PEC survey done - - - - 1 1 1
Total number of hospitals (Pubtiospitals) - - - - 1 1 1
3.2 Patient experience of care satisfaction ratq 70.7% 62.7% 70.7% 80% 85% 90% 90%
Patient experience of care survey satisfied 2782 5116 4329 5597 5947 6 297 6 297
responses
Patient experience of care survey to&sponses 3935 8 166 6 125 6 996 6 996 6 996 6 996




OUTPUT INDICATORS' ANNUAL AND QUARTERLY TARGETS

Target: Q2

Target: Q3

Target: Q4

Ideal hospital status obtained rate

100%

100%

Percentage dfiospitals implementing quality improveme 100% i i i 100%
programme
3. Patient Safety Incident case closure within 60 days rate 95.5% 95.5% 95.5% 95.5% 95.5%
4. Patientexperience of care survey rate 100% - - - 100%
5. Patient experience of casatisfaction rate 85% - - - 85%




SUBPROGRAMME: CENTRAL HOSPITAL SERVICES

Purpose:Providing tertiary and quaternary health services, as well as the platform for the training of health workers.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services in improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23  2023/24 2024/25 2025/26  2026/27 2027/28
1.1deal health facility | 1.1 Ideal hospital status obtained rate 100% 0% 100% 100% 100% 100% 100%
status obtained Hospitals that obtained Ideal Hospital status 1 0 1 1 1 1 1
Total number of hospitals (Public Hospitals) 1 1 1 1 1 1 1
_ 2. Quality 2.1 Ffer(_:entage of hospitals implementing 100% 100% 100% 100% 100% 100% 100%
improvement plans | quality improvement programme
implemented Number of hospitals implementing Quality 1 1 1 1 1 1 1
improvement programme after assessment
Total number of hospitals at each level of care 1 1 1 1 1 1 1
2.2Patient Safety Incident case closure withir New New New New
60 days rate indicator | indicator | indicator indicator 90% 94% 98%
Ss;sent safety incident (PSI) case closed within i i 162 150 147
Patient safety incident (PSI) casported - - - - 180 160 150

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Improved patient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 ‘ 2022/23  2023/24 2024/25 2025/26  2026/27 2027/28
3. Pat.ienSatisfaction 3.1 Patienexperience of care survey rate _ N_ew _ New _ N_ew _ N_ew 100% 100% 100%
improved indicator indicator indicator indicator
Facility PEC survey done - - - - 1 1 1
Total number of hospitals (Pubtospitals) - - - - 1 1 1
3.2 Patient experience of care satisfactionraf 71.3% 78.6% 83.6% 80% 85% 90% 90%
Patient experience of care survey satisfied 4148 5945 5 654 5597 5947 6 297 6 297
responses
Patient experience of care survey to&sponses 5819 7 560 6 766 6 996 6 996 6 996 6 996




OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4

1. Ideal hospital status obtained rate 100% - - - 100%

2. Percentage dfiospitals implementing Quality 100% i i i 100%
Improvement Programme

3. Zilgent Safety Incident case closure within 60 days 90% 90% 90% 90% 90%

4. Patientexperience of care survey rate 100% - - - 100%

5. Patient experience of care satisfaction rate 85% - - - 85%




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

The department will implement the following interventions at both tertiary and central hospitals towards
realisation of set oputs over mediunterm period,;

Quiality of care

A The Ideal Health Facility framework is implemented in all health facilities with a view to ensure compliance,
improve the quality of health care and ultimately attain accreditation for NHI implementation.

A Intensifying the utilisation of telemedicine to enhance efficiency of access to tertiary health services and

related skills.

A Implementation of booking system at all facilities in order to expedite service delivery

A ConductingPatientExperience of Care (PEC) surveys in the Tertiary and Central Hesplddselopand
implement Quality Improvement Plans (QIPs).

A Implementation of clinical governance policy and conducting monthly morbidity and mortality (M&M) reviews
per hospital.

A Resuscitation level 2 and 3 meetings

A Develop a retention strategy foained doctors to increase capacity at lower levels of care.

A Strengthening of the Central and Tertiary clinical outreach setwitmser levels of care to redusargical
backlogs

A Strengthen implementation of referral and diversicensure equitable access to healthcare services.

Infant and child mortality reduced

A Intersectoral collaboration on social determinants of health that predispose children to diarrhoeal diseases,
pneumonia, malnutrition and other childhood illnesses and this wiltdethé reduction of child mortality and
impact positively increased life expectancy.

A Implementation of IMCI programme at all levels of health care for improved child health outcomes.

A Improving accessibility and quality of PHC services for improved child health outcomes.




Budget Allocation

Summary of payments and estimates by suprogramme:

Central Hospital Services

Main Adjusted Revised " .
Outcome . . . Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Central Hospital Services 1646 308 1869 760 1999 03 2013586 2 058 586 1991 15, 2 146 396 2292908 2423 71
2. Public-Private Partnership 21987 12715 12 86¢ 12783 12783 10 258 17 783 17 783 17 783
3. Provincial Tertiary Hospital Services 808 955 1010 396 975 824 1152383 1152383 976 03 1221553 1276 117 135301
Total payments and estimates 2477 250 2892871 298772 3178 752 3223752 2977 44 3385732 3586 808 3794 51

Summary of payments and estimates by economic classification: Programme 5: Central Hospitals

Outcome Maip . Adjuslteq Re.vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 2405 708 2694 400 2869 73 3005 255 3050 255 2906 25 3239848 3433 846 3 645 403
Compensation of employees 1818 185 2024 449 2154 335 2 306 905 2351 905 2265 08 2478998 2630 349 273201
Goods and services 587 237 669 486 715 364 698 350 698 350 641 171 760 850 803 497 913 384
Interest and rent on land 286 465 35
Transfers and subsidies to: 10 766 8828 5705 7 497 7 497 7 595 8 780 8 780 9117
Provinces and municipalites
Departmental agencies and a
Higher education institutions
Foreign governments and int
Public corporations and priva:
Non-profit institutions
Households 10 766 8828 5705 7497 7497 7 595 8 780 8780 9117
Payments for capital assets 60 776 189 643 112 28 166 000 166 000 63 58¢ 137 104 144 182 140 004
Buildings and other fixed stru¢tures
Machinery and equipment 60 776 189 643 112 288 166 000 166 000 63 58¢ 137 104 144 182 140 00
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible
Payments for financial assets
Total economic classification 2 477 250 2892871 298772 3178 752 3223752 297744 3385732 3586 808 3794 51!




Programme PurposeTo provide Education, Training and Development Programmes towards skilled
workforce that is responsive to the needs of the Free State Department of Health.

The programme haollowing Sub-Programmes:

A SubProgramme: Nurse Training College
Increase thenumber oprofessional nurses throughput from the Nursing Colleges.

A SubProgramme®Primary Health Care Training
Provision, Cerdination and Management of @linical Training Programs for Health Care
Professionals to improve skills, knowledge and competency for better health outcomes.

A SubProgramme: Training Other
Provision, Ceordination and Management of all Transversal Training Programs for Health Care
Workers, in line with the Department of Health Workplace Skills Plan.

A SubProgramme: EMS Training Colleges
To provide EMS education and training in line with National Health Act and National Education and
training Policy 2017, to ensure higinality standards which is demand driven and cost effective
through partnerships and coperation with relevant stakeliers using world class best training
practices.




SUBPROGRAMME: NURSE TRAINING COLLEGES

Purpose:Increase the number professional nurses throughput from the Nursing Colleges.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22  2022/23 2023/24 2024/25 2025/26  2026/27 | 2027/28

1. Nurse througiput | 1.1 Number ofiurse studentsuccessfully New New New New

increased E((;Tepl)ls';mgAdvanced Diploma in Midwifery (NC indicator | Indicator | Indicator Indicator 57 62 65

SUBPROGRAMME: PRIMARY HEALTH CARE TRAINING

Purpose:Provision, Ceprdination, and Management of all Clinitiaining Programes forhealth care professionals line with Regional Training Gent
Mandate on training of health professionals

OUTCOMES, OUTPUTSUTPUTNDICATORS AND TARGETS
Outcome: Appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 \ 2022/23  2023/24 2024/25 2025/26  2026/27 | 2027/28
2. Skills and 2.1 Number of clinicians trained on ESMOE 117 207 141 250 250 250 250
competence level of
clinicians improved | 2.2 Number of nurses trained on Basic HIV New New New New
- - - - 100 200 300
management indicator indicator indicator indicator

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators \ Annual Target Target: Q1  Target: Q2 @ Target: Q3 \ Target: Q4
1. Number of Nursing Students Successfully Completing 57 i i i 57
Advanced Diploma in Midwifery (NQF Level 7)
2. Number of clinicians trained on ESMOE 250 100 50 50 50
3. Number of nurses trained on Basic HIV management 100 - 50 25 25




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

The department will continue train,recruitand capacitate health professionatsimprovehuman resources
for health and build competent healtlorkforce.

The following interventions will be implemented to realise the envisolmds;

A
A

A

Strengthen students support services, teaching and learning at training colleges (FSSQNIRdeds

Design customised training content focused on citizemtered service delivery and customer service
excellence.

Monitor and evaluate clinical training programs implemeintezbllaborationwith institutions of higher
learning ESMOE, BANC Plus, IMCI, Clinical Practice Guidelines, CIP and ROP.

Continue to work towards accreditation and registration of training programs at the colleges by the relevant
bodies such as; CHE, SAQA, HPCSA, SANC.

Ensure adherence to DHET and SANC standards through continuous evaluation and program
improvement.

Conduct training needs assessment agdehtifyingemployees that require management development and
prioritise in accordance with departmental negalgnsure quality, safe and effective service delivery.

Source relevant management development content, incorporating leadership, strategic planning and
operational management skills.

Implement comprehensive theoretical and practical training aligned with NQF standards and clinical
competencies.

Improve Skills, Knowledge and Competency of Emergency Medical Officers to regoacyencies

Facilitation of AHA&ertified courses (e.g., Basic Life Support, Advanced Cardiac Life Support) for EMS
personnel.




Budget Allocation

Summary of payments and estimates by suprogramme: Health Science & Training

Main Adjusted Revised . .
Outcome - L . Medium-term estimates
appropriation appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28

1. Nurse Training Colleges 129 799 143 447 141 37% 150 668 150 668 136 171 136 347 142 223 148 894
2. EMS Training Colleges 22 409 23712 22 456 35442 35442 22 560 24 507 25 661 26 907]
3. Bursaries

4. Primary Health Care Training 16 543 21319 19 837 34 895 35 007 23 423 44 090 45919 48 347
5. Training Other 80 500 132944 94 96¢ 121 599 76 487 69 822 117 566 118323 123 824
Total payments and estimates 249 251 321422 278 63 342 604 297 604 251 974 322510 332126 347 971

Summary of payments and estimates by economic classification: Health Sciences & Training

Outcome Maip . Adjuslteq Reyised Medium-term estimates
appropriation  appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 175 433 198 132 234 655 275599 261 289 219 20 254 389 264 005 276 314

Compensation of employees 151 630 161 600 194 476 187 050 187 050 163 364 191 378 200 994 210 49

Goods and services 23802 36 532 40 17¢ 88 543 74 233 55 845 63 005 63 005 65 822

Interest and rent on land 1 6 6 6 6 6
Transfers and subsidies to: 69 614 118 265 40 788 60 705 29 705 28 533 66 321 66 321 69 756

Provinces and municipalities

Departmental agencies and a 21 000 22 000 23 218 23218 23218 23 2184 43 218 43 218 44 263

Higher education institutions

Foreign governments and int¢

Public corporations and priva;

Non-profit institutions

Households 48 614 96 265 17 57C 37 487 6 487 5315 23103 23103 25 493
Payments for capital assets 4204 5025 3190 6 300 6 610 4232 1800 1800 1903

Buildings and other fixed stru¢tures

Machinery and equipment 4204 5025 3190 6 300 6610 4232 1800 1800 1 903]

Heritage Assets

Specialised military assets

Biological assets

Land and sub-soil assets

Software and other intangible:

Payments for financial assets

Total economic classification 249 251 321422 278 633 342 604 297 604 251974 322 510 332 126 347 977




BUDGET PROGRAMME 7: HEALTH CABEPORT SERVICES (HCSS)

Programme PurposeTo render support services required by the Department to realise its outcomes.

SUBPROGRAMME: LAUNDRIES

Purpose:Ensure continuous supply of clean linen in health facilities and implementation oNwealtlegotiables

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services in improved

Output

in establishments
improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Availability of linen| 1.1 Percentage of healffacilities (hospitals New New New New
, and CHCs) with 80% linen avail(abilig/ indicator | indicator | indicator indicator 78.6% 83.3% 88.1%
Number of health facilities with 80% linen - - 33 35 37
Number of hospitals and CHCs - - - - 42 42 42

SUBPROGRAMME: ORTHOTICS AND PROSTHETICS

Purpose:Improved accessibilitgf O&P by the Free State community and Provisioning of O&P services integrated according to Framework and Strategy for

Disability & Rehabilitation

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome: Access, coverage and quality of public healfervices in improved

Output

1.Increasa O&P
medical devices
issued

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1.1 Medical orthotic devices issued rate 72.2% 78.5% 76.3% 78% 79% 79% 79%
Number of medical orthotic devices issued 9 359 10 187 10 629 10111 10 241 10 241 10 241
Number of medical orthotic devices requested 12 963 12 978 13 935 12 963 12 963 12 963 12 963
1.2 Medical prosthetidevices issued rate 63.4% 65.4% 77.3% 68% 70% 70% 70%
Number of medical prosthetic devices issued 455 460 713 476 490 490 490
Number of medical prosthetic devices requeste 718 703 922 700 700 700 700




SUB-PROGRAMME: MED PAS (MEDICINE TRAANGOUNT)

Purpose:Improve governance of Pharmaceutical Services and availability of medicines.

OUTCOMES, OUTPUTGUTPUTNDICATORS AND TARGETS

Outcome:Access, coverage and quality of public health services in improved
Output

1. Availability of

medication in health

facilities improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 2023/24 \ 2024/25 2025/26 2026/27 2027/28
1.1 Service level for normal orders 74.5% 70.7% 55% 60% 65% 70% 75%
Number of orders fulfilled 87 900 86 469 77 134 73383 79 498 85 613 91728
Number of orders placed 117 986 122 304 139 322 122 304 122 304 122 304 122 304

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

' Annual Target | Target: Q1

Target: Q2

Target: Q3

Target: Q4

1. Perce.ntage of.hea.\I'th facilities (hospitals and CHCs) wit 78.6% 78.6% 78.6% 78.6% 78.6%
80% linen availability

2. Medical orthotic devices issued rate 79% 79% 79% 79% 79%

3. Medical prosthetic devices issued rate 70% 70% 70% 70% 70%

4. Service level for normal orders 65% 65% 65% 65% 65%




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

The department will implement the following interventions towards realisation of getsautermediumterm
period;

Laundry services

Laundry service is one of the ministerial-negotiables and from the NHI policy perspective laundry service should
be provided ihouse in a continuous aminterruptednanner.

Key interventionlaundries;

A Oversee implementatioof the following laundry services for continuous and uninterrupted sugaofinen
to health facilities:
0 Rehabilitation, renovation and refurbishment of laundries in Kroonstad and Bloemfontein which will be
completed in 2027. FSHaundrywill be completed in 2026.

Key interventions forO&P,

A Increase the supply of orthosis and prosthesis devises to reduce the current medical devises backlog.
A Increase the capacity of Orthotics & Prosthetic centresanufacturgadjust andepairsurgical boots/shoes
and to design, manufacture splints, braces, surgical appliances and artificial limbs or prosthetists.

MEDPAS

A Monitorconsistent procurement and availability of medicatiomatlical depot tamprove its capacity to fulfil
the demand and orders for medication from the different health facilities. This will improve the availability of
medication at health facilities, which will contribute to the quality of health care services, higher patient
satisfaction levels, health outcomes and ultimately contributectoevinguiniversal health coverage.

Key interventions forMEDPAS

A Improving the efficiency pfocurement, warehousing and distribution of medicines.
Strengthening governance in the management of pharmaceutical services.
Ensure uninterrupted medicines availahility

Improve pharmaceutical management framework

> > >



Budget Allocation

Summary of payments and estimates by suprogramme: Health Care Support Services

Main Adjusted Revised . .
Outcome . . R Medium-term estimates
appropriation  appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1. Laundry Services 95 162 100 123 97 70€ 105 692 105 692 98 793 106 477 110 324 115 514
2. Orthotic and Prosthetic Services 21995 24 160 27 257 29 055 29 055 29 22€ 29178 30 566 31 942
3. Medicine (Medpas) Trading / 40 000 35 000 40 00C 40 000 40 000 40 00G 40 000 40 000 40 009
Total payments and estimates 157 157 159 283 164 96 174 747 174 747 168 01! 175 655 180 890 187 454

Summary of payments and estimates by Economic Classification: Health Care Support Services

Outcome Mailn . AdjusFeq Reyised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
Current payments 115575 121 694 124 208 133 217 133 208 127 137 173 961 179 196 185 759
Compensation of employees 90 929 90 650 94 983 98 658 98 658 99 108 109 639 116 292 121 52
Goods and services 24 643 31044 29 225 34 559 34 550 28 029 64 322 62 904 64 233
Interest and rent on land 3
Transfers and subsidies to: 41 039 35501 40 218& 40 184 40 184 40 258 478 478 500
Provinces and municipaliies
Departmental agencies and & 40 000 35 000 40 00G 40 000 40 000 40 000¢
Higher education institutions
Foreign governments and int
Public corporations and priva;
Non-profit institutions
Households 1039 501 218 184 184 258 478 478 500
Payments for capital assets 543 2088 537 1346 1355 624 1216 1216 1197
Buildings and other fixed struetures
Machinery and equipment 543 2088 537 1346 1355 624 1216 1216 1197
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Sofiware and other intangible
Payments for financial assets
Total economic classification 157 157 159 283 164 963 174747 174 747 168 01 175 655 180 890 187 45¢




BUDGETPROGRAMME 8: HEALTH FACILITIES MANAGEMENT (HFM)

Programme PurposeProvision of new health facilities and the refurbishment, upgrading and

maintenance of existing facilities including health technology.

The Programme is funded from the following sources:
A Health facility Revitalisation Grg@onditional Grant)
A Infrastructure Enhancement Allocati(fquitable Share)

A EPWP Allocatio(EPWP)



BUDGET PROGRAMME 8: HEALTH FACILITIES MANAGEMENT

OUTCOMES, OUTPUTS, OUTPUT INDICATORSTARGETS

Outcome: Health infrastructure optimised for delivery of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2021/22 2022/23 2023/24 2024/25 2025/26 2026/27  2027/28

1. Health facilitieadequately 1.1 Number of health facilities tha
maintained for effective service | have undergone maintenance 76 90 70 56 56 56 56
delivery

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Targe ~Target: Q1 Target: Q2 | Target: Q3 Target: Q4

1. Number of health facilities that have undergone maintenance 14 14 14 14




PLANNED PERFORMANCE OVER THE MEBIBRM PERIOD

The improved outputs in the maintenanedurbishment and rebuilding of health infrastructure will contribute to
compliance with infrastructure norms and standards. Most importantly it will enhance the accessibility and quality of
health care service to realise the projected outputs. Efficietitedfective engineering services for proper care of

patients.

o Efficient and effective patient health care compliant to health standards and NationalSteadtérds.

o Facilities fit for implementation of the NHI programme.

o Facilities that are compliant to ideal clinic and hospital standards, addressing issues of women, children and

people with disabilities.

The following interventions will be implemented to realise the outputs;

A

Compilation of a User Asset Management Plan (UANMIB)will be done through prioritization of construction of
new health facilities in consultation with clinical services and alignment with the IDP for new and existing
settlements.
Conducting health establishment assessments to determine the required interventions such as upgrades,
refurbishment and replacements over the MTEF period in consultation with the relevant stakeholders.
EUt el RUNDWnNnEHRIOIRQRIY K WAYUGGUOIRECUAHWVWROWqU! Gt WYnWscEW qe¢ U
0 maintenance and regular servicing of fire extinguishers,
o electrical installations for Certificate of Compliance [CoC],
0 implementation of statutory maintenance of lifts in all applicable health institutions and
0 repairs and installations of Heat Ventilation Air Conditioner [HVAC].
EUt 2l RUNWneHRIRQRIY K WHYAGGIRecUHNDWs R Wt q¢c¢UT ¢ T+ WnY! W
o Develop architectural drawings and specifications for new facilities which comply with standards for both
access to people with disabilities and mental health.
o ldentify existing facilities that lack access for the disabled and mental health, and in accordance with health
care service demands.
Prioritising the maintenance projects within the allocated budget by conducting conditional assessments of all
infrastructure assets anallocatingbudgets for maintenance appropriately.
Appropriate execution of project management by conducting regular site meetings and quarterly performance
reviews to monitor progress.
The department will provide baak for both electricity and water supply in health facilities by;
o installation of generators, inverters and digging of boreholes with purification systems.
0 Regular maintenance of generators to ensure uninterrupted delivery of health services,
o Promote water harvesting and installation of water tanks,
0 Recruitment of artisans.
Implementation of improved security measures at health establishments by installation of perimeter fencing.



Budget Allocation

Summary of payments and estimates by suprogramme: Health Facilities Management

Outcome Maip . Adjus.te(.i Re_vised Medium-term estimates
appropriation  appropriation estimate

R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28

1. Community Health Facilites 100 024 121 962 165 10 174771 161 891 132 30 85501 150 327 188 321
2. District Hospital Services 187 206 336 941 309 44 249 561 280 564 247 19 99 526 138 442 85 609
3. Provincial Hospital Services 103 851 190 065 157 57 127 840 166 014 204 037 61 645 79 005 29 100
4. Emergency Medical Rescue ! 4438 7056 5952 4552 8 862

5. Central Hospital Services 89 684 105 090 61 974 88 280 83331 84 62¢ 93 859 50 655 49 107
6. Other Faciliies 53 486 32 461 58 055 125 106 47 958 67 297 283 131 233 684 327514
Total payments and estimates 534 251 790 957 759 21 771510 744 310 744 31 623 662 652 113 679 653

Summary of payments and estimates by Economic Classification: Health Facilities Management

Outcome Maip . AdjusFet:j Re_vised Medium-term estimates
appropriation  appropriation estimate
R thousand 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27 2027128
Current payments 88 455 78 183 176 562 192 250 165 050 142 177 386 865 293 490 310577
Compensation of employees 25 330 24 726 25533 37 900 37 900 26 803 33900 37 900 37 90C
Goods and services 63 125 53 457 151 02 154 350 127 150 115 36 352 965 255 590 272 677
Interest and rent on land
Transfers and subsidies to: 26 7594 1
Provinces and municipaliies
Departmental agencies and a;
Higher education institutions
Foreign governments and int
Public corporations and privai
Non-profit institutions 7594
Households 26 1
Payments for capital assets 445 770 705 180 582 65 579 260 579 260 602 13 236 797 358 623 369 074
Buildings and other fixed strugtures 432 150 636 283 498 08 498 874 489 202 514 03 212 197 282 956 329 4173
Machinery and equipment 13 620 68 897 84 567 80 386 90 058 88 10G 24 600 75 667 39 665
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Sofiware and other intangible;
Payments for financial assets
Total economic classification 534 251 790 957 759 21 771510 744 310 744 31 623 662 652 113 679 653




Updated Key Risks
Outcomes

| Key Risks

| Risk Mitigations

1. Maternal, Neonatal, Infant and| §  Inability to reduce maternal, child | § Adequate resourcing (Staffing and

Child Mortality reduced and infant mortalities. equipment) for maternaheonatal and
o - . paediatric services

1 Inefficient interfacility transportatior| 1 Community and whole sector involvemen
in reducing preventable mother and child
mortalities.

1 Strengthen leadership and governance.

1 Strengthen primary health care services t
prevent potential complications.

1 Improve efficiency of interfacility transpor

2. HIV/AIDS related deaths Inability to curb new incidences of HIV |  Implement the 995-95 strategy for
reduced and implement UTT HIV/AIDS programme.

Decreased funding from Developmentg § Reallocation of conditional grant budget ti

Partners leading to inability poovide ensure sustainability of quality services.

quality services 1 Realign targets to be in line with available
budget.

3. TB mortality reduced Failure to reduce TB incidence rate T Community healteducation on treatment

— - adherence and early presentation at the

Inability to improve TB treatment facilities.

success rate and reduce lost to follow 1 Implementation of the Dot strategy.

4. Mortality due to non Inability to reduce NCDs 1 Improve community awareness and healt
communicable diseases promotion and education in collaboration
reduced with other departments and stakeholders,

etc. to fight NCDs.

5. Mental Health Care integrated| Violation of Mental HealtBare Users 1 Prioritize the refurbishment of mental
into primary health care Rights in terms of safety and protectior| health infrastructure projects to improve

and access to appropriate level of care access to care, safety and protection.

Delays in contracting mental health 1 Expedite use of mental health services fr(

practitioners in primary health care other healthcare providers.

6. Malaria related deaths reduce( Failure to implement Malaria guideline§ § Review malaria clinical records and ensui

adherence tguidelines by health facilities

7. Access, coverage and quality ¢ Inability to achieve Ideal Facility 1 Conduct annual selassessment, develop,
public health services improve( Certification implement and monitor quality

improvement plans.
1 Strengthen implementation of clinical
governance policy.

High medicines cost 1 Participate in the NDOH contracts for
pooled procurement for neawarded
items.

Increased contingent liability 1 Capacitate priority areas (Staffing and
equipment) and safguard medical records
where there are potential liabilities.

Shortages of key personnel and 1  Prioritise recruitment of key personnel to

negatively affecting access and quality
care

improve access and quality of care.




Outcomes Key Risks Risk Mitigations

8. Improved patient experience o| Inability patience to improve experienc( § Conduct quarterly patient experience of
care of care care survey.

1 Strengthen consultative processes with tf
community to address their needs.

1 Conduct staff indaba to improve values al
attitude of personnel.

1 Implement booking system to reduce
waiting time

9. Leadership and governance | Inability to enhance leadership and 1 Strengthen leadership and governance fc
strengthened in healthcare governance for accountability for effective health system performance and

effective functioning of health system accountability.

10. Financial management Non-Implementation of Audit 1 Monitor implementation of audit
strengthened in health sector | Recommendations recommendations and hold responsible

managers accountable for addressing
findings.

Insufficient Budget to Address Accruals 1 Conduct Regular Risk Assessments

May delay reduction efforts and Identify vulnerabilities in financial and

negatively affect service delivery procurement processes to prevent future
accruals and mitigate potential risks.

Inability to curb irregular, fruitless, and | Strengthen Internal ContratDevelop and

wasteful expenditure enforce Standard Operating Procedures
(SOPs) for kefjnancial processes such as
procurement, asset management and
expenditure monitoring.

11. Appropriate human resources | Poor implementation of muljiear 1 Conduct regular workforce planning and
for health recruitment plan and other critical forecasting to address future staffing nee

Human Resources for Health policies and strengthen adherence to HRH policie
for effective functioning of human
resources for health.

Budget cuts lead to poor capacity 9 Prioritize critical training needs and where

building initiatives possible outsource inhouse capacity
building and training,

12. Robust and effective health Systemintegration (interoperability) 1 Comprehensive System Integration
information systems for challengesr Incompatibility with existing Planningr Ensure strategic ICT
evidencebased management | systems may be costly to integrate and infrastructure purchasing and compatibilit

cause delays to implement and phased implementation approach wit
thorough testing.

13. Health infrastructure optimised Budget reduction 1 Proper market research for accurate
for delivery of care pricing.

Infrastructure that is not fit for purpose | 1 Implement infrastructure plaaccordingly
to have weHmaintained health facilities fit
for purpose.

Infrastructure projects completion 1 Continuous project evaluation, monitoring

delays negatively affect health care

service delivery

and reporting to facilitate timetpmpletion
of projects as per agreed deliverables.




Public Entities[Not applicable to the department]

Current Annual Budget

Mandate (R thousand)

Name of Public Entity

Key Outputs

Infrastructure Projects

No. Project £ Project g Project Project Total Currentyea  Longitude Latitude
name % description % start date| Completion Estimated, Expenditure (East/West/+X (North/South/Y
§’ o date cost (000)
a
1. Construction ofanew | 2 | Construction o 09/07/21 31/07/24 | R 41117 R28 991 26 A49 N 27.918777°S
Thandanani Clinic a new clinic
2. Dinaane ClinitNew 2 | Construction o 26/07/24| 25/07/26 | R67®49 R2 328 26A49" 29A13"
Clinic a new
replacement )
clinic _g
3. Rheederpark Clinic 2 | Constructiona 8| 13/01/22 31/07/24 R38 156 R28 243 | 26°43'14.75"E 27°57'37.56"S
Construction of New a new Q
Replacement Clinic replacement | 'S
clinic Q
4. Boitumelo Hosp. Contre 4 | Upgrading anc o 01/06/23| 31/06/25 | R131676| R30 346 27° 12'51"E | 27° 38'34"S
12: Upgrade of H Block Additions g
Kitchen & Ablutions L
5. Fezi Ngubentombi 2 | Upgrading anc & | 15/10/23| 31/05/24 R7940 27°49'37"e| 26°48'2"s
Hospital : Installation of Additions L
Clearview fencing B
6. Leratong ClinitJjpgrades 2 | Upgrading anc -% 26/10/21| 31/06/24 R13 452 R 11 697 27.8061° E 26.1724° S
and Additions Additions k=
7. Pelonomi Hosp_Mentall 5 | Upgrading anc g 13/10/23| 31/05/24 R3264 26.2447° E 29.1397° S
Health 72H Observatior Additions °
Rooms Upgrade @
8. Pelonomi Hospital 5 | Upgradingand g | 03/04/24| 30/03/25 R22 452 26.2447° E 29.1397° S
Additions of the Additions 5
Commuters Waiting Are )
9. Clinics and CHC's: Refy 2 | Maintenance % 01/12/22| 31/12/25 | R22100 All districts All districts
and Replacement Mech and Repairs | g
Equip (Boilers,Autoclav 3
etc. Con 44 23/24 S
10. | Dr. JS Moroka Hospital 2 | Maintenance | % | 25/05/23 24/04/25 R55 350 26.8347° E 29.2044° S
Rehabilitation, Renovat and Repairs .f_E
and Refurbishments of £
District Hospital Tg
11. | Eva Mota Clinic 2 | Maintenance | T | 18/11/22 30/09/24 R10027 R7 335 Eva Mota Clinic, Tsheseng
Refurbishment and Repairs VillageMotaRoad,
12. | Manapo Hospital Renal 4 | Maintenance 18/04/24| 30/08/24 R4 374 28.804015 -28.536753
and Repairs
13. | Masilo Clinic 2 | Maintenance 8/11/21 25/03/24 R11178 Masilo Clinic in Theunisser
Refurbishment of Clinic and Repairs
14. | National Hospital: Repa 2 | Maintenance 01/04/22| 31/07/24 R28000 26.2064° E 29.1269° S
and renovation of Dentze and Repairs
clinic, stepdown, matert
and Auditorium
15. | Pelonomi Maternity 5 | Maintenance 01/04/22| 31/07/24 R28 999 R10613 26°14'43"E 29°08'32"S
and Repairs
16. | Nelson Mandela Clinic | 2 | Maintenance 11/03/24| 11/02/25 R8 309 R609 Nelson Mandela Clinic (Edent
(EdenburgRehabilitatior and Repairs
Renovation &
Refurbishment




No. Project £ Project g Project Project Total Currentyea  Longitude Latitude
name % description % start date| Completion Estimated| Expenditure (East/West/+X (North/South/Y
gn o date cost (000)
a

17. | OR Tambo Clini¢irginia 2 | Maintenance 26/10/21| 31/06/24 R11 410 longitude, latitude;
Refurbishment and Repairs 26.88734300, 28.14977300

18. | Parys Hospital 2 | Maintenance 15/11/23| 31/05/24 R4 027 27.4718° E 26.8958° S
Installation of Clearview and Repairs
Fence

19. | Pelonomi Hospital: 5 | Maintenance 04/06/24| 30/06/26 R 5716 R10802 26.2447° E 29.1397° S
Refurbishment of all Ro and Repairs
Phase 2

20. | Refurbishment of 2 | Maintenance 13/11/23| 23/12/24 R16 184 R8 713 Bophelong ClinRefrusburg)
Bophelong Clinic and Repairs
(Petrusburg)

21. | Stoffel Coetzee Hosp 2 | Maintenance 23/10/23| 31/05/24 R3 353 26°31'21"E| 30°13'27"S
Installation of Clearview and Repairs >
Fencing o

22. | Tshepong Clinic in 2 | Maintenance | 5| 26/10/21| 31/06/24 R 13315 R 10 336 26 46 59.99 E| 28 49 59.9¢
Verkeerdevlei and Repairs | © S
Refurbishment 3

23. | Boitumelo Hospital: 4 | Maintenance % 01/10/23| 31/05/24 R1 000 27°12'51"E| 27°38'34"S
Installation of Clearview and Repairs g
Fencing 2

24. | Bongani Hos_Maternity 4 | Maintenance | §| 26/10/21| 31/06/24 R19 286 26°47'15"e| 27°57'6"s
Wing and other Wards andRepairs 5
Refurb 5

25. | Central & Specialised | 5,4 | Maintenance S| 01/12/22] 31/12/25 R13 000 Central and Central and
Hosp Planned Mech Eq and Repairs _g Specialised Specialised
(Boilers, Autoclaves g Hospital Hospital
Cont44/23/24 'S

26. | Central & Specialised | 5,4 | Maintenance E| 01/12/22| 31/12/25 R27 000 Central and Central and
Hosp Refurb and and Repairs | © Specialised Specialised
Replacement Mechan .g Hospital Hospital
Equip (Boilers, Autoclay Q2
etc) 44 of 2324 2

27. | Central & Specialised | 5,4 | Maintenance 5 01/12/22 31/12/25 R15 000 Central and Central and
Hospital Planned and Repairs 8 Specialised Specialised
Mechanical Equipment g Hospital Hospital
(HVAC Cont 46/23/24 2

28. | Central & Specialised | 5,4 | Maintenance | & 01/12/22| 31/12/25 R3 000 Centraland | Central and
Hospitals Planned and Repairs | £ Specialised Specialised
Mechanical Equipment = Hospital Hospital
Medical Gas CON45/22 8

29. | Central & Specialized | 5,4 | Maintenance T 0112/22] 31/12/25 R4 000 Central and Central and
Hospitals Refurbishmer and Repairs Specialised Specialised
and Replacement (Med Hospital Hospital
Gas)45 23/24

30. | Central and Specialisec¢ 5,4 | Maintenance 01/12/22 31/12/25 R30 000 Central and Central and
Hospital Refurbish and and Repairs Specialised Specialised
Replacement Mechanic Hospital Hospital
Equipment (HVAC) Cor
46/23/24

31. | Central amgpecialised 5,4 | Maintenance 01/07/21 15/11/24 R24 661 Central and Central and
hospitals and replacem: and Repairs Specialised Specialised
of generators Hospital Hospital

32. | Central and Specialize¢ 5,4 | Maintenance 01/07/21| 15/11/24 R30 000 Central and Central and
Hosp Refurbishment and Repairs Specialised Specialised
Electrical Installation Hospital Hospital

33. | Central HospitBlectrical 5,4 | Maintenance 01/07/21| 15/11/24 R2 000 Central and Central and
Refurbishment and Repairs Specialised Specialised
Planned/Maintenance Hospital Hospital




No. Project £ Project g Project Project Total Currentyea  Longitude Latitude
name % description % start date| Completion Estimated| Expenditure (East/West/+X (North/South/Y
gn o date cost (000)
a

34. | Clinic & CHC's: Electric/ 2 | Maintenance 01/07/21| 15/11/24 R4 000 All districts All districts
Installation and Repairs

35. | Clinic & CHCs: 2 | Maintenance 01/12/22| 31/12/25 R26 000 All districts All districts
Refurbishment and and Repairs
Replacement Mech Equ
(HVAC Etc.) Contr
46/21/22

36. | Clinic & CHCs: 2 | Maintenance 01/07/21| 15/11/24 R15 000 All districts All districts
Refurbishment and andRepairs >
Replacement of g
Generators g

37. | Clinics & CHC Planned| 2 | Maintenance | ¢ | 01/07/21| 15/11/24 R35 000 Alldistricts All districts
Maintenance (Electrical and Repairs §

38. | Clinics and CHE's 2 | Maintenance | ©| 01/07/21| 15/11/24 R20 000 All districts All districts
Refurbishment of Electr and Repairs o
Installation %

39. | Clinics and CHC's: 2 | Maintenance | & | 01/12/22| 31/12/25 R14 153 All districts All districts
Planned Maintenance © and Repairs | 2
Mechanical Equipment =)
(HVAC) Contr 46/23/24 3

40. | District Hospital Maint. | 2 | Maintenance -% 01/12/22| 31/12/25 R38 000 All districts All districts
Refurb, and Upgr of Me andRepairs c
Air Gas g

41. | District Hospital 2 | Maintenance | | 01/12/22| 31/12/25 R50 000 All districts All districts
Refurbishment and and Repairs S
Replacement Mechanic =
Equipment (HVAC) Cor 5
46/23/24 8

42. | District Hospital 2 | Maintenance »g 01/07/21| 15/11/24 R2 000 All districts All districts
Refurbishment Electrice and Repairs °
Planned/ Maintenance 5

43. | District Hospital 2 | Maintenance | S| 01/07/21| 15/11/24 | R38200 All districts All districts
Refurbishment of Electr and Repairs | £
Installation S

44. | District Hospital: Planne 2 | Maintenance | 5| 01/12/22| 31/12/25 R5 999 All districts All districts
Maintenance Mechanic: and Repairs | =
Equipment B

45. | District Hospital 2 | Maintenance | T | 01/07/21| 15/11/24 R300 All districts All districts
Refurbishment Generat and Repairs
Maintenance

46. | District Hospitals Planni 2 | Maintenance 01/12/22| 31/12/25 R22 894 All districts All districts
Maintenance Mechanic: and Repairs
Equip HVAC Cont
46/23/24

47. | District Hospitals Plann{ 2 | Maintenance 01/12/22| 31/12/25 R9 000 All districts All districts
Maintenance Mechanic: and Repairs
Equipment (Medical Ga
Contr 45/23/24

48. | District Hospitals 2 | Maintenance 01/12/22| 31/12/25 R70 000 All districts All districts
Refurbish and and Repairs
replacement Mechanice
Equipment ( Boilers,
Autoclaves, etc) Contr

49. | District Hospitals 2 | Maintenance 01/07/21| 15/11/24 R8 035 All districts All districts
refurbishment and and Repairs
replacement of generat

50. | District Hospitals: Planr, 2 | Maintenance 01/12/22| 31/12/25 R15 000 All districts Alldistricts

Maintenance Mechanic:

and Repairs




No. Project £ Project g Project Project Total Currentyea  Longitude Latitude
name % description % start date| Completion Estimated| Expenditure (East/West/+X (North/South/Y
gn o date cost (000)
a

Equip (Boilers, Autoclay
Etc) Contr 44/23/24

51. | Embekweni District 2 | Maintenance 01/10/23| 31/05/24 R3394 27° 04" 49.41) 30° 18  01.74
Hospital: Installation of and Repairs E S
Clearview fencing

52. | FSSON Refurbishment| 6 | Maintenance 31/01/22| 30t/01/24 | R19595| R 14951 27e57' 26¢e¢e47"
Bongani Campus in and Repairs
Welkom

53. | John Daniel Newberry | 2 | Maintenance - 01/06/23| 31/09/24 R18300
Hospital Rehabilitation, andRepairs @
Renovation and =
RefurbishmerPhase 1 ©

54. | Maintenance of District| 2 | Maintenance | & 01/04/25 31/03/26 R10 368 Fezile Dabi Fezile Dabi
HospitalsFezile Dabi and Repairs g District District

55. | Maintenance of District| 2 | Maintenance | | 01/04/25| 31/03/26 R8 900 Lejweleputswi Lejweleputsw
HospitalsLejweleputswe and Repairs _2 District District
District S

56. | Maintenance of District, 2 | Maintenance | % | 01/04/25| 31/03/26 R9 397 Mangaung Mangaung
HospitalsMangaung and Repairs 5 Metro District MetrdDistrict
Metro s

57. | Maintenance of District, 2 | Maintenance | 2| 01/04/25| 31/03/26 R19 197 Xhariep Distri¢ Xhariep Distri
Hospitals: Xhariep Distr and Repairs | 8

58. | Other Facilities: Refurbi 2 | Maintenance % 01/12/22| 31/12/25 R24 000 All districts All districts
and Replacement and Repairs 1S
Mechanical Equipment 2
(HVAC) Contr 46/23/24 s

59. | Other Facilities; Refurbi Maintenance | & | 01/12/22| 31/12/25 R23 000 All districts All districts
and Replacement Mect and Repairs | -2
Equip, Boilers, Autoclay 5
Contr 44/23/24 ©

60. | Pelonomi Hospital: CS§ 5 | Maintenance | © | 3/04/024| 02/12/24 R8 248 R2 726 26.2447° E 29.1397° S
Refurbishment and Repairs | 2

61. | Pelonomi Hospital: EM{ 5 | Maintenance | 2| 19/02/24| 14/10/24 R15 749 26.2447° E 29.1397° S
and Disaster Managem and Repairs 2

62. | Provincial HosRefurb ol 4 | Maintenance | €| 01/07/21| 15/11/24 R18 000 All districts All districts

63. | Electrical Installation andRepairs | =

64. | Provincial Hospital 4 | Maintenance | & 01/12/22] 31/12/25 R35 000 All districts All districts
Refurbish and and Repairs =
Replacement Mechanic
Equipment (HVAC) Cor
46/23/24

65. | Provincial Hospitals 4 | Maintenance 01/12/22| 31/12/25 R23 000 All districts All districts
Planned Maintenance and Repairs
Mechanical Equipment
(Boilers AutoClaves Etc
Con 44/23/24

66. | Provincial Hospitals 4 | Maintenance 01/12/22| 31/12/25 R12 000 All districts All districts
Planned Mech Equip(M and Repairs
Gas Cont 45/23/24

67. | Provincial Hospitals 4 | Maintenance 01/12/22| 31/12/25 R18 000 All districts All districts
Planned Mechanical and Repairs
Equipment HVYAC CON
46/23/24

68. | Provincial Hospitals 4 | Maintenance 01/12/22| 31/12/25 R41 000 All districts All districts

Refurbish and
replacement Mechanice
Equipment ( Boilers,

Autoclaves, etc) Con

and Repairs




No. Project £ Project g Project Project Total Currentyea  Longitude Latitude
name % description % start datel Completion Estimated, Expenditure (East/West/+X (North/South/Y
gn o date cost (000)
a
69. | Provincial Hospitals 4 | Maintenance 01/12/22| 31/12/25 R26 000 All districts All districts
Refurbish and and Repairs
replacement Mechanice
Equipment (Medical Ga
Contr 45 of 23/24
70. | Provincial Hospitals 4 | Maintenance 01/07/21| 15/11/24 R27 020 All districts All districts
refurbishment and and Repairs
replacement @énerators




Public-Private Partnerships (PPPs)

Pelonomi and INFRASTRUCTURE Refurbishment of the Estimated Value 24 months
Universitas DEVELOPMENT: building at both facilities; R265ml. extension has
hospitals Public | Private sector invested funds Pelonomi and Universitas . been granted by
Private in the improvement and hospitals and immovable | The facilities National
Partnerships maintenance (Infrastructure | assets at the end of the (Universitas & Treasury (end
development) of existing agreement will be Pelonomi) value only 1 4 00 per
public facilities (Pelonomi an| transferred back to FSDOH De quantified in the exit 2025)
Universitas). / closure verification
process.

With the shrinking fiscus, the department is challenged to do more with less to sustain economic and social development needs
of the province. it has entered into Pulitiivate Partnerships arrangements in order to keep service delivery going. The PPPs
arrangements are meant to leverage capital, transfer skills, risk sharing, innovation, improve service delivery and access to
financing angbrovision of qualitinfrastructure projects for the department.

The department has tHellowing PPPgrojects:

A Universitas and Pelonomi Hospital-eation PPP (old)
A Co-located specialised medical facilitieBelonomi and Universitas Tertiary Hospital (new)
A Parys Hospital Public Private Partnership Project.

Universitas and Pelonomi Hospital-@eaation PPP (old)

A The PPP expired on 30 November 2023; a 24 months extension was granted by the Nationa(30dsdeugmber 2025)
The department has to enter into a new PPP before the expiry of the current one.

Over the period under reviewpagterm infrastructure PPP arrangement between the Department and Netcare was elected as
the preferred option to address infrastructure challenges; procurement of infrastructure development at the two tertiary and
academic hospitals, namely, Pelonomi ddiiversitas. This partnership has enhanced the capability and reputation of these
two hospitals in the province.

Although these benefits will ordinarily not be afforded through traditional government procurement and service delivery, it i
imperative that the Department ensures the following when entering into PPP arrangements:

V  Equitable transfer of risk to the private sector,
The poor are not excluded from services that they would ordinarily not receive from the private sector,
B-BBEEE and other transformation plans are adhered to,
Build internal capacity to manage the PPP arrangement vis a vis,
Develop a clear and comprehensive PPP Framework,
Establish a dedicated PPP unit,
Conduct feasibility studies before entering into PPP arrangements,
Ensureransparency and accountability,
Monitor and evaluate PPP projects,
o Provide training and capacity building.
By taking these steps, the Department can ensure that PPP arrangements are properly managed and that they deliver the
expected benefits to the community.
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ANNEXURES TO THE ANNUAL PERFORMANCE PLAN

ANNEXURE A: AMENDMENTS TO THE STRATEGIC PLAN

The department does not have any amendments to the Strategic Plan



ANNEXURE B: CONDITIONAL GRANTS

Purpose

Outputs

Current Annual| Period of

Comprehensive
HIV AIDS Grant
Component

A To enable the health sector to deve
an effective response to HIV and Al
including universal access to HIV
Counselling and Testing.

A To support timplementation of the
National operational plan for
comprehensive HIV and AIDS treat
and care.

A To subsidize{mart funding for the
antiretroviral treatment plan.

People living with HIV are tested, initiated
treatment, and retained on care:

> >> > > > P

255 public health facilities offering ART
Services maintained.

25 026 ART client naive started ART du
month

Number of patients on ART remaining i
increased to 353 770

1 700 Antenatal Care (ANC) clientsto b
initiated on lifeng ART.

17 133 HIV positive patients started on
932 professional nurses trained on HIV
STIs, TB and chronic diseases.

17 244 treated for Male Urethritis Syndr
New episode.

HIV incidences reduced:

> > > > > > > D> D>

48 975 450 male conddissibuted.

490 000 female condoms distributed.
Maintain number of High Transmission
(HTA) intervention sites at 100.

7 200 babies Polymerase Chain Reacti
(PCR) tested at around 10 weeks.

646 918 clients iest counselled on HIV
testing (including Antenatal).

646 918 HIV tests done.

16 639 Clients started ori Exgosure
Prophylaxis.

1 740 sexual assault cases offered AR\,
prophylaxis.

35 health facilities maintaimefffier MMC
services.

20 000 Medical Male Circumcisions
performed.

530 active Lay Counsellors on stipends
150 doctors to be trained on HIV/AIDS,
TB and chronic diseases.

1 172 noprofessionals trained on HIV &
AIDS, TB and STIs and other chronic
diseases.

150 professional nurses trained on IMC

1493 710

2025/2026

Community
Outreach
Services Gran
Component

A To enable the health sector to deve
and implement an effective respons
HIV and AIDS and Tuberculosis; to
Community Outreach Services;
prevention and protection of health
workers of exposure to hazards in t
workplace.

> > > > > > >N

Number of functional WBPHCOTS incre
to 185.

Number of active Community Health W
receiving stipends increased &5 2
Increased number of COS under 5 year
seen.

Increased number of COS 5 years and
seen.

An increased number of pregnant womg
traced by CHWs.

Number of ART defaulters traced by
Community Health Workers increased,
Number of TB defaulters traced by
Community Health Workers increased,

156 569

2025/2026




Expanded Publig
Works
Programme
(EPWP)
Integrated Grant
for Province

Purpose

A To incentivise provincial departmen
with Integrated Grant identified in E
Integrated Grant Plan to increase w
opportunities by focusing on the
strengthening and providing facilitie
infrastructure cleaning services
programme that have emgoym
potential.

Outputs

155full time equivalents (FTEs) funded
through this grant.

A minimum ©¥ 7people employed and
receiving income through the EPWP gré
A minimum averafjgation of 2@@rson
days for work opportunities created.

A minimum d97facilities to whaervices
willbe rendered.

Current Annual| Period of

2025/2026

TB Grant A To combat HIV & AIDS and reduce Number of TB contéacisated on TB 33136 2025/2026
Component burden of disease due to TB. preventative treatment (Under 5 years g
years and older combined) increased.
A Number of patients tested for TB using
Nucleic Acid Amplification TeNARS)
increased to 84 000
A DSTB treatment start 5 years and older
increased to 92%.
A DS-TB treatment start under 5 years raf
increased to 92%.
A Conduct 3000 uLAM tests for eligible cl
A Rifampicin resistant/roultg resistant TB
confirmed treatment start rate increasec
80%.
Mental Health | A To expand the mental health care s A Health care professionals contracted. 8 803 2025/2026
Grant benefits through the strategic purchl A Reduction of the backlog for Forensic M
of services from healthcare provide evaluations and endueatment for State
patients waiting in correctional centres.
A Number of users seen by the contractec
mental health care providers
Final Human ATo enable the health sector to prev| A 90 percent of eligible girls are vaccinat 15 290 2025/2026
Papillomavirus cervical cancer by making available at least one dose of HPV waitsohools.
(HPV) Grant vaccinations for eligibleigisishools 90 percent of schools reached by the
and progressive integration of HPV vaccination teams.
into the integrated school health
programme (ISHP).
A Social mobilization of community of
benefits of HPV for prevention of ce
cancer.
National Tertiary| A To enable provinces to plan, model A Number of National Central and T 1348 085 2025/2026
Services Grant rationalize and transform the tertiar, hospitals providing components of T
hospital service delivery platform. services maintained.
A Ensure provision of tertiary health
services in South Africa.
A To compensate tertiary facilities for
additional costs associated with
provision of these services.
Statutory HR A To appoint statutory positions in the A 70 Medical Officers [interns] of statutor: 126 155 2025/2026
Component health sector for systematiization o will be funded from this grant.
human resources for health strateg)
phasedn of National Health Insuran
A Support provinces to fund service ¢
associated with clinical training and
supervision of health science traine
the public service platform.
Training A To appoint statutory positions in the A Increased number of registrars appointe 165 136 2025/2026
Component health sector for systematic realizat

human resources for health strateg)
_ phasedn ofNational Health Insuranc
A Support provinces to fund service ¢

associated with clinical training and




Purpose

Outputs

Current Annual| Period of

supervision of health science traine
the public service platform.
HealthFacility | A Infrastructure funding for upgrades, A Increased number of health facilities co 599 815 2025/2026
Revitalisation refurbishment, maintenance and ~ with standards and regulations.
Grant construction of new facilities. A Improved health facilities fiufpose as pe
the infrastructure plan.
ANNEXURE C: CONSOLIDATED INDICATORS
[The department does not currently have any consolidated indicators]
Institution Output indicator Annual target Data source




ANNEXURE DISDF & District Delivery Model

[Due to budget constraints there are no intgrr@etitplamed for 2025/2026 financialiy¢ae departmgnt

Area of
intervention in
NSDF & DDM

Annual commitments

Project
Name

Project
Description

Budget
Allocation

District
Municipality

Specific
Location

Project
Leader

Social
Partners

Longitude
(East/westiX)

Latitude
(North/South£Y)

Area of interventiomclude water, electricitysanitation, roads, stormater, environmental management, etc.




