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Executive Authority Statement  
 

hǳǊ Ǿƛǎƛƻƴ ƻŦ άIŜŀƭǘƘȅ ŀƴŘ ƭƻƴƎ ƭƛŦŜ ŦƻǊ CǊŜŜ {ǘŀǘŜ 

ŎƻƳƳǳƴƛǘȅέ ƛǎ ǘƘŜ ǎǘǊŀǘŜƎƛŎ Ǝuideline ushering us to 

our envisaged destination. The vehicle to arrive at our 

destination will be through implementing the 

ŘŜǇŀǊǘƳŜƴǘΩǎ Ƴƛǎǎƛƻƴ ƻŦ ǇǊƻǾƛǎƛƻƴ ƻŦ ŀŎŎŜǎǎƛōƭŜΣ 

efficient and quality health care service to the Free 

State Community. Integrity, accountability, 

responsiveness, respect and empathy shall remain our 

key values in our endeavours. Our Annual Performance 

Plan (APP) for the 2022/2023 financial year for the 

Department of Health, is presented in the context of a 

trajectory of improved performance over the few 

years; last year in particular. As the Member of the 

Executive Council responsible for health, it is with 

great pleasure that I unveil the Annual Performance 

Plan (APP) for the upcoming financial year 2022/2023. 

Amid the global economic melt-down we are bracing 

ourselves for stringent, prudent and purposeful use of 

public resources. The fiscus continues to shrink and 

government has to find alternative ways of doing more 

with less. The patient-centred and focused approach 

are at the pinnacle of a responsible and caring 

government.  

The pressure that the health sector endures is 

aggravated by the burden of disease and sometimes 

the sporadic outbreaks. The case in point is the recent 

outbreak of global pandemic of corona virus (COVID -

19). The situation is ravaging the global society and 

ruining the limited resources that the countries have.     

In May 2019, the country held its 6th Democratic 

General Elections and renewed its social compact with 

the South Africans. The Free State is faced with 

numerous challenges, amongst others shortage of 

Financial Resources, Human Resource for Health, 

dilapidated and aging Health Infrastructure. 

The department measures its performance through 

the impact statements of increasing life expectancy of 

the Free State community, aspiring it to improve to 65 

years by the year 2030. This is in line with the National 

Development Plan (NDP). Simultaneously the universal 

health coverage through the implementation of the 

National Health Insurance will be progressively 

achieved with the intended outcomes of reducing 

maternal, neonatal, infant and child mortality rates. 

The escalating morbidity and premature mortality due 

to communicable and non-communicable diseases will 

be reduced. The quality of healthcare in our public 

health facilities has to improve. Prevention of diseases, 

Health Promotion and Healthy Lifestyles shall be some 

of the strategies for the implementation of our APP in 

the upcoming financial year. 

Primary Health Care is a vehicle for delivery of district 

health services as a responsive healthcare intervention. 

It is also the backbone of any health care system that 

will enable us to meet the health care needs and the 

aspirations of our people.  As the targets in this APP 

show, we continue to invest in providing health-care for 

the people of the Province, whilst striving towards 

universal health care coverage for South Africans. 

The universally acceptable norm is that health is a 

fundamental human right and is a public good. The first 

President of the democratic South Africa, his Excellency 

Nelson Rolihlahla Mandela set the tone for universal 

health coverage by providing free health care to 

children, pregnant women, elderly and the disabled 

citizens. We are committed in delivering health care 

services to the people of the Free State with limited 

resources and aim at maximum output. We did it before 

and we shall do it again as captured in the APP. 

Therefore, the Annual Performance Plan of the 

Department of Health sets out what this Department 

intends doing in the 2022/2023 financial year, with a 

view to making the lives of our People better. 

As the Executive Authority I therefore commit to the 

strict implementation, monitoring and evaluation of the 

Free State Department of Health Annual Performance 

Plan for the financial year 2022/2023.  

Kind Regards 

 

                                                  
MS MONTSENG MARGARET TSIU (MPL) 

MEMBER OF EXCUTIVE COUNCIL 
FREE STATE DEPARTMENT OF HEALTH  
DATE: 08/03/2022 
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Accounting Officer Statement 

 

The key mandate of the Free State Department of Health (FSDoH) is to provide comprehensive quality health 

care services to the Free State community. This derives from the National Health Act, (Act 61 of 2003), the 

Medium-Term Strategic Framework (MTSF) 2019/2024 and the NDP Implementation Plan (NDP). The department 

has set itself a vision of άIŜŀƭǘƘȅ ŀƴŘ ƭƻƴƎ ƭƛŦŜ ŦƻǊ CǊŜŜ {ǘŀǘŜ /ƻƳƳǳƴƛǘȅέΣ ǿƘƛŎƘ ƛǎ ōŀǎŜŘ ƻƴ ǘƘŜ ƛƳǇŜǊŀǘƛǾŜ ƻŦ 

achieving the impact of universal health coverage and reducing morbidity and mortality incidences, thus 

increasing life expectancy in the province. 

Our vision, Strategic Plan and Annual Performance Plan (APP) are aligned with the Free State Growth and 

Development Strategy, the injunctions drawn from the Cabinet Lekgotla Resolutions, State of the Nation and 

{ǘŀǘŜ ƻŦ ǘƘŜ tǊƻǾƛƴŎŜ !ŘŘǊŜǎǎŜǎ ŀƴŘ ǘƘŜ CǊŜŜ {ǘŀǘŜ IŜŀƭǘƘ a9/Ωǎ .ǳŘƎŜǘ ±ƻǘŜ р ǳƴŘŜǊǘŀƪƛƴƎǎΦ ¢ƘŜǎŜ ƛƴƧǳƴŎǘƛƻƴǎ 

are therefore integrated into the APP 2022/2023. 

The department has adopted a clear set of priorities that are based on health system strengthening and achieving 

improved health outcomes for the 2022/2025 MTEF period. These were reviewed for the 2022/23 financial year. 

They include intensifying the implementation of the Ideal Health Facility framework, reprioritisation of resources 

towards high-risk clinical areas and integration of our COVID-19 response, including vaccination programme, into 

the mainstream health care services. The department will also intensify its operational efficiency through the 

alignment of the operations with budget and cash availability, right-sizing of human resources, creating service 

hubs for increased synergy and the integration of information systems, thus improving financial prudence and 

sustainability.    

The provision of patient-centred health care services to the citizens of the Free State Province will always remain 

our priority. These we provide through 32 hospitals, 10 community health centres, 209 clinics, which are 

interlinked through the referral system. Our PHC outreach services are provided through 64 mobile clinics and 

175 Ward Based Outreach Teams, which are essential in ensuring access to effective health promotion, disease 

prevention and the equitable utilisation of a variety of comprehensive health care services.  

In line with the set priorities, in this 3rd ȅŜŀǊ ƻŦ ǘƘŜ ŘŜǇŀǊǘƳŜƴǘΩǎ ŦƻŎǳǎ ƻƴ ǘƘŜ ŜƭŜǾŜƴ ƻǳǘŎƻƳŜǎ ǎŜǘ ƻǳǘ ƛƴ ǘƘŜ 

5ŜǇŀǊǘƳŜƴǘΩǎ р-ȅŜŀǊ {ǘǊŀǘŜƎƛŎ tƭŀƴ нлнлκнм π нлнпκнр, key emphasis will be placed the crucial outcomes that 

include improving the quality of health services, reducing the morbidity and mortalities related to maternal, 

neonatal and childhood conditions, communicable diseases and non-communicable diseases. In this APP, the 

FSDoH outlines the key outputs to be achieved and the indicators, with relevant targets for the 2022/23 financial 

year and the MTEF period. The Department has further outlined the strategic interventions to be implemented 

towards achieving the planned outputs and the desired outcomes. The detailed activities in implementing the 

interventions are set out in the Annual updated Operational Plan (AOP) for the 2022/23 financial year.  

We shall continue to engage the communities through the hospital and mental health review boards and clinic 

committees. We shall also implement a Service Delivery Improvement Plan (SDIP) 2022/2025 and Service Delivery 

Charter 2022/2023 that are being consulted with the health governance structures. The patient satisfaction will 

be assessed through the patient experience of care survey during the 2nd quarter of the financial year. 

Considering the limited health resources, the department will endeavour to ensure effective implementation, 

monitoring and evaluation of the APP to achieve the set targets. 
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Official Sign Off 
 
It is hereby certified that this Annual Performance Plan: 
 

¶ Was developed by the management of the Department of Health under the guidance of Honorable  

M TSIU (MPL); 

¶ 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 2022/23 ς 2024/25.  
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Approved by: 

Signature:   

Hon Montseng Tsiu (MPL) Executive Authority 

08/03/2022 

 

 

 

 

 

 

 

 

 

 

 

 



 3 

PART A: OUR MANDATE 
 

1. 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 Africa, 1996, places obligations on the state to progressively realise socio-
economic rights, including access to (affordable and quality) health care. 

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

 
Section 9 of the Constitution states 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.  

 

¶ People also have the right to access information if it is required for the exercise or protection of a right; 

¶ This Ƴŀȅ ŀǊƛǎŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŀŎŎŜǎǎƛƴƎ ƻƴŜΩǎ ƻǿƴ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘǎ ŦǊƻƳ ŀ ƘŜŀƭǘƘ ŦŀŎƛƭƛǘȅ ŦƻǊ ǘƘŜ ǇǳǊǇƻǎŜǎ ƻŦ 
lodging a complaint or for giving consent for medical treatment; and 

¶ 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 follows: with regards to Health care, food, water, and social security: 

 
1. Everyone has the right to have access to: 

¶ Health care services, including reproductive health care; 

¶ Sufficient food and water; and 

¶ 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 Constitution provƛŘŜǎ ǘƘŀǘ ŜǾŜǊȅ ŎƘƛƭŘ Ƙŀǎ ǘƘŜ ǊƛƎƘǘ ǘƻ ΨōŀǎƛŎ ƴǳǘǊƛǘƛƻƴΣ ǎƘŜƭǘŜǊΣ ōŀǎƛŎ ƘŜŀƭǘƘ ŎŀǊŜ 
services and social services. 

 

2. Legislative and Policy Mandates  
 

2.1 [ŜƎƛǎƭŀǘƛƻƴ ŦŀƭƭƛƴƎ ǳƴŘŜǊ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ tƻǊǘŦƻƭƛƻ  
 

Å 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 

objectives of the National Health Act (NHA) are to: 

o 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 co-operative 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; 

o 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;  

o promote a spirit of co-operation 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 
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o create the foundation of the health care system, 

and understood alongside other laws and policies 

which relate to health in South Africa.  

Å 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. 

Å Hazardous Substances Act, 1973 (Act No. 15 of 

1973) - Provides for the control of hazardous 

substances, in particular those emitting radiation. 

Å 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. 

Å Pharmacy Act, 1974 (Act No. 53 of 1974) - Provides 

for the regulation of the pharmacy profession, 

including community service by pharmacists. 

Å 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. 

Å Dental Technicians Act, 1979 (Act No.19 of 1979) 

- Provides for the regulation of dental technicians 

and for the establishment of a council to regulate 

the profession. 

Å 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. 

Å 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. 

Å Academic Health Centres Act, 86 of 1993 - 

Provides for the establishment, management and 

operation of academic health centres. 

Å 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. 

Å Sterilisation Act, 1998 (Act No. 44 of 1998) - 

Provides a legal framework for sterilisations, 

including for persons with mental health 

challenges. 

Å Medical Schemes Act, 1998 (Act No.131 of 1998) - 

Provides for the regulation of the medical schemes 

industry to ensure consonance with national 

health objectives. 

Å Council for Medical Schemes Levy Act, 2000 (Act 

58 of 2000) - Provides a legal framework for the 

Council to charge medical schemes certain fees. 

Å 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. 

Å 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. 

Å 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. 

Å Nursing Act, 2005 (Act No. 33 of 2005) - Provides 

for the regulation of the nursing profession. 

Å 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. 

Å 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. 

 

2.2 Other legislation applicable to the Department  

Å Criminal Procedure Act, 1977 (Act No.51 of 1977), 

Sections 212 4(a) and 212 8(a) - Provides for 

establishing the cause of non-natural deaths. 

Å 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. 

Å Occupational Health and Safety Act, 1993 (Act 

No.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. 
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Å Compensation for Occupational Injuries and 

Diseases Act, 1993 (Act No.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. 

Å National Roads Traffic Act, 1996 (Act No.93 of 

1996) - Provides for the testing and analysis of 

drunk drivers. 

Å 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. 

Å State Information Technology Act, 1998 (Act 

No.88 of 1998) - Provides for the creation and 

administration of an institution responsible for the 

ǎǘŀǘŜΩǎ ƛƴŦƻǊƳation technology system. 

Å Skills Development Act, 1998 (Act No 97of 1998) - 

Provides for the measures that employers are 

required to take to improve the levels of skills of 

employees in workplaces. 

Å Public Finance Management Act, 1999 (Act No. 1 

of 1999) - Provides for the administration of state 

funds by functionaries, their responsibilities and 

incidental matters. 

Å 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. 

Å Promotion of Administrative Justice Act, 2000 

(Act No.3 of 2000) - Amplifies the constitutional 

provisions pertaining to administrative law by 

codifying it. 

Å Promotion of Equality and the Prevention of 

Unfair Discrimination Act, 2000 (Act No.4 of 2000) 

Å Provides for the further amplification of the 

constitutional principles of equality and 

elimination of unfair discrimination. 

Å Division of Revenue Act, (Act No 7 of 2003) - 

Provides for the manner in which revenue 

generated may be disbursed. 

Å 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. 

Å 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. 

Å Basic Conditions of Employment Act, 1997 (Act 

No.75 of 1997) - Prescribes the basic or minimum 

conditions of employment that an employer must 

provide for employees covered by the Act. 

Å Control of Access to Public Premises and Vehicles 

Act, 1985 (Act 53 0f 1985) - Provides for the 

safeguarding of certain public premises and 

vehicles and the protection of the people in or at 

these public premises and vehicles. 

 

3. Health Sector Policies and Strategies over the Five-Year Planning Period  

3.1  National Health Insurance Bill 

South Africa is at the brink of effecting significant and much needed changes to its health system financing 

mechanisms. The changes are based on the principles of ensuring the right to health for all, entrenching 

equity, social solidarity, and efficiency and effectiveness in the health system in order to realise Universal 

Health Coverage. To achieve Universal Health Coverage, institutional and organisational reforms are 

required to address structural inefficiencies; ensure accountability for the quality of the health services 

rendered and ultimately to improve health outcomes particularly focusing on the poor, vulnerable and 

disadvantaged groups.  

 

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. An increasing life expectancy is both an indicator and a proxy 

ƻǳǘŎƻƳŜ ƻŦ ŀƴȅ ŎƻǳƴǘǊȅΩǎ ǇǊƻƎǊŜǎǎ ǘƻǿŀǊŘǎ ¦ƴƛǾŜǊǎŀƭ IŜŀƭǘƘ /ƻǾŜǊŀƎŜΦ   

 

The phased implementation of NHI is intended to ensure integrated health financing mechanisms that 

draw on the capacity of the public and private sectors to the benefit of all South Africans. The policy 

objective of NHI is to ensure that everyone has access to appropriate, efficient, affordable and quality 

health services.  
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An external evaluation of the first phase of National Health Insurance was published in July 2019. Phase 2 

of the NHI Programme commenced during 2017, with official gazetting of the National Health Insurance 

as the Policy of South Africa. The National Department of Health drafted and published the National 

Health Insurance Bill for public comments on 21 June 2018. During August 2019, the National Department 

of Health sent the National Health Insurance Bill to Parliament for public consultation.   

 

3.2 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 framework. The 

overarching goal ǘƘŀǘ ƳŜŀǎǳǊŜǎ ƛƳǇŀŎǘ ƛǎ ά!ǾŜǊŀƎŜ ƳŀƭŜ ŀƴŘ ŦŜƳŀƭŜ ƭƛŦŜ ŜȄǇŜŎǘŀƴŎȅ ŀǘ ōƛǊǘƘ ƛƴŎǊŜŀǎŜǎ ǘƻ 

ŀǘ ƭŜŀǎǘ тл ȅŜŀǊǎέΦ  ¢ƘŜ next 4 goals measure health outcomes, requiring the health system to reduce 

premature mortality and morbidity. Last 4 goals are tracking the health system that essentially measure 

inputs and processes to derive outcomes. 

 

  Figure 1: NDP 2030 Goals 
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3.3 Sustainable Development Goals 
 

 Figure 2: Sustainable Development Goals 

 

 

Goal 3. Ensure healthy lives and promote well-being for all at all ages  

(1) 3.1 - By 2030, reduce the global maternal 

mortality ratio to less than 70 per 100,000 live 

births 

(2) 3.2 - By 2030, end preventable deaths of 

newborns and children under 5 years of age, with 

all countries aiming to reduce neonatal mortality 

to at least as low as 12 per 1,000 live births and 

under-5 mortalities to at least as low as 25 per 

1,000 live births 

(3) 3.3 - By 2030, end the epidemics of AIDS, 

tuberculosis, malaria and neglected tropical 

diseases and combat hepatitis, water-borne 

diseases and other communicable diseases 

(4) 3.4 - By 2030, reduce by one third premature 

mortality from non-communicable diseases 

through prevention and treatment and promote 

mental health and well-being 

(5) 3.5 - Strengthen the prevention and treatment of 

substance abuse, including narcotic drug abuse 

and harmful use of alcohol 

(6) 3.6 - By 2020, halve the number of global deaths 

and injuries from road traffic accidents 

(7) 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 

(8) 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 

(9) 3.9 - By 2030, substantially reduce the number of 

deaths and illnesses from hazardous chemicals 

and air, water and soil pollution and 

contamination 

(10) 3.a - Strengthen the implementation of the World 

Health Organization Framework Convention on 

Tobacco Control in all countries, as appropriate 

(11) 3.b  - Support the research and development of 

vaccines and medicines for the communicable 

and non-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 affirms 

the right of developing countries to use to the full 

the provisions in the Agreement on Trade-Related 

Aspects of Intellectual Property Rights regarding 

flexibilities to protect public health, and, in 

particular, provide access to medicines for all 
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(12) 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 

(13) Strengthen the capacity of all countries, in 

particular developing countries, for early warning, 

risk reduction and management of national and 

global health risks  

 

3.4 Medium Term Strategic Framework [MTSF] 2019-2024 

The plan comprehensively responds to the priorities identified by the cabinet of 6th administration of 
democratic South Africa, which are embodied in the Medium-Term Strategic Framework (MTSF) for period 
2019-2024. It is aimed at eliminating avoidable and preventable deaths (survive); promoting wellness, and 
preventing and managing illness (thrive); and transforming the health systems, the patient experience of 
ŎŀǊŜΣ ŀƴŘ ƳƛǘƛƎŀǘƛƴƎ ǘƘŜ ǎƻŎƛŀƭ ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƛƭƭ ƘŜŀƭǘƘ όǘƘǊƛǾŜύΣ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ¦ƴƛǘŜŘ bŀǘƛƻƴΩǎ ǘƘǊŜŜ ōǊƻŀŘ 
objectives of the Sustainable Development Goals (SDGs) for health.  

Over the next 5 yeŀǊǎΣ ǘƘŜ CǊŜŜ {ǘŀǘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ ǊŜǎǇƻƴǎŜ ƛǎ ŀƭƛƎƴŜŘ ǘƻ ǘƘŜ tƛƭƭŀǊǎ ƻŦ ǘƘŜ 
Presidential Health Summit compact, as outlined in the table below. 

Table 1: MTSF & NDP Implementation Plan 2019-2024 

 MTSF 2019-
2024 Impacts 

HealtƘ {ŜŎǘƻǊΩǎ ǎǘǊŀǘŜƎȅ нлмф-2024 Presidential Health Summit 
Compact Pillars 

S
u
rv

iv
e
 a

n
d
 

T
h
ri
v
e 

Life 
expectancy of 
South Africans 
improved to 
70 years by 
2030 

OUTCOME [Goal 1]: 
Increase Life 
Expectancy 
improve Health 
and prevent 
Disease 

 

1. Improve health outcomes by 
responding to the quadruple 
burden of disease of South Africa  
 

2. Inter sectoral collaboration to 
address social determinants of 
health 

N/A  

T
ra

n
s
fo

rm
 

Universal 
Health 
Coverage for 
all South 
Africana 
achieved and 
all citizens 
protected 
from the 
catastrophic 
financial 
impact of 
seeking health 
care by 2030 

 

 

 

 

 

OUTCOME [Goal 2]: 
Achieve UHC by 
Implementing NHI 

3. Progressively achieve Universal 
Health Coverage through NHI 

Pillar 4: Engage the private 
sector in improving the access, 
coverage and quality of health 
services; and 
 
Pillar 6: Improve the efficiency of 
public sector financial 
management systems and 
processes 

OUTCOME [Goal 3]: 
Quality 
improvement in 
the provision of 
care 

4. Improve quality and safety of 
care 

Pillar 5: Improve the quality, 
safety and quality of health 
services provided with a focus on 
to primary health care. 

5. Provide leadership and 
enhance governance in the 
health sector for improved 
quality of care 

Pillar 7: Strengthen Governance 
and Leadership to improve 
oversight, accountability and 
health system performance at 
all levels 

6. Improve community 
engagement and reorientate 
the system towards Primary 
Health Care through 
Community based health 
Programmes to promote health 

Pillar 8: Engage and empower 
the community to ensure 
adequate and appropriate 
community-based care 

7. Improve equity, training and 
enhance management of 
Human Resources for Health 

Pillar 1: Augment Human 
Resources for Health 
Operational Plan 
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 MTSF 2019-
2024 Impacts 

HealtƘ {ŜŎǘƻǊΩǎ ǎǘǊŀǘŜƎȅ нлмф-2024 Presidential Health Summit 
Compact Pillars 

 

 

 

 

 

8. Improving availability of 
medical products, and 
equipment 
 

Pillar 2: Ensure improved access 
to essential medicines, vaccines 
and medical products through 
better management of supply 
chain equipment and machinery 
 
Pillar 6: Improve the efficiency 
of public sector financial 
management systems and 
processes 

9. Robust and effective health 
information systems to 
automate business processes 
and improve evidence-based 
decision making 

Pillar 9: Develop an Information 
System that will guide the health 
system policies, strategies and 
investments 

OUTCOME [Goal 4]: 
Build Health 
Infrastructure for 
effective service 
delivery 

10. Execute the infrastructure plan 
to ensure adequate, 
appropriately distributed and 
well-maintained health facilities  

Pillar 3: Execute the 
infrastructure plan to ensure 
adequate, appropriately 
distributed and well-maintained 
health facilities 

 

4. Court Ruling with Significant Ongoing Impact on the Operations of the Department  
 

The following are the details of a court rulings considered to have potential ongoing impact on the 

operations of the FSDoH. 

Table 2: Court Ruling 

Case Settlement 
amount 

Impact Potential revised settlement if 
the above ruling applied 

Suggested strategy for 
FSDoH 

DE Khoaele  

obo  

LC Khoaele 

2015 incident 

R17 million - Unauthorised 

expenditure 

- negative impact 

Goods and Services 

budget of FSDOH. 

R4.25 million 

(Savings: R12.75 million which 

could potentially be used 

towards establishing state of 

the art rehabilitation centres 

to benefit all patients) 

Well-resourced 

rehabilitation hubs in 

all districts. 

 

Case Settlement 
amount 

Impact Potential revised 
settlement if the above 

ruling applied 

Suggested strategy for FSDoH 

CCT 2017 

(The matter 

between 

Gauteng 

MECs for 

Health and 

Social 

development 

& DZ obo 

WZ) 

The average 

claim for CP 

cases was found 

to be R31 million. 

It was also 

determined that 

up to 75% of the 

claim goes 

towards future 

medical care. 

Payment in kind 

for appropriate 

cases i.e. Instead 

of lump sum 

payments, the 

designated state 

hospitals/facilities 

be instructed to 

care for injured 

ǇŀǘƛŜƴǘΩǎ ŦǳǘǳǊŜ 

medical needs. 

The pre-requisite for this 

ruling was that the 

designated hospital, proof 

the capacity to offer the 

requisite services at the 

same level as any private 

ƘƻǎǇƛǘŀƭ ǿƻǳƭŘΦ ! άŎƻǳǊǘ 

ŎƻƳǇƭƛŀƴǘ ŎŜƴǘŜǊέ ǿƻǳƭŘ 

offer all the services as 

listed in the summary audit 

report. 

There is a need to prioritize 

the creation of rehabilitation 

hubs in all districts in the 

coming financial year. Due to 

proximity and capacity 

considerations, Xhariep 

District and Mangaung Metro 

will have a shared hub, which 

will cost significantly less than 

the amounts paid out towards 

private care. 
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PART B: OUR STRATEGIC FOCUS 
 

1. Vision 
Healthy and long life for Free State community. 

2. Mission 
Provision of accessible, efficient and quality health care services to the Free State community. 

 

3. Values 
The value system of the Free State Department of Health entails the following: 

¶ Integrity 

¶ Accountability  

¶ Responsiveness  

¶ Respect  

¶ Empathy 
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4. Situational Analysis  
 

Overview of Province 

 
The Free State is located in the geographical centre of South Africa, bordered by the Northern Cape, 
Eastern Cape, North West, Mpumalanga, KwaZulu-Natal and Gauteng provinces, as well as Lesotho. The 
Free State is a rural province of farmland, mountains, goldfields and widely dispersed towns. The Province 
is divided into one metropolitan municipality (Mangaung Metropolitan Municipality) and four district 
municipalities, which are further subdivided into 20 local municipalities. 

 

Figure 3: Map of Free State 

 

Although the Free State is geographically the third-largest province in South Africa, it has the second-
smallest population and the second-lowest population density. It covers an area of 129 825km² and has an 
estimated population of more than 2.9 million, which constitutes 5.1% of the national population. Its 
ŎŀǇƛǘŀƭ ƛǎ .ƭƻŜƳŦƻƴǘŜƛƴΣ ǿƘƛŎƘ ƛǎ ŀƭǎƻ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƧǳŘƛŎƛŀƭ ŎŀǇƛǘŀƭ ƻŦ ǘƘŜ ŎƻǳƴǘǊȅΦ ¢ƘŜ ƻǘƘŜǊ ōƛƎƎŜǊ ǘƻǿƴǎ 
in the Province include Welkom, Kroonstad, Sasolburg and Bethlehem. 

The economy is dominated by agriculture, mining and manufacturingΦ Yƴƻǿƴ ŀǎ ǘƘŜ ΨōǊŜŀŘ ōŀǎƪŜǘΩ ƻŦ 
South 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 wheat, 53% of sorghum, 33% of potatoes, 18% 
of red meat, 30% of groundnuts and 15% of wool. With mining being a major employer, the province is the 
ǿƻǊƭŘΩǎ ŦƛŦǘƘ-largest gold producer. It is a leader in the chemicals industry, being home to the giant 
synthetic-fuels company, Sasol. 

The Vredefort Dome, a crater measuring 10km in diameter, is located in the Ngwathe Municipality of the 
Free State Province and about 100km south-ǿŜǎǘ ƻŦ WƻƘŀƴƴŜǎōǳǊƎΣ ƛǎ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ǎŜǾŜƴǘƘ ²ƻǊƭŘ 
Heritage Site. 
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5. External Environmental Analysis  
 

Demography  
 

The Free State Province has an estimated population of more than 2.9 million and population density of 

201km2, with most of the population residing in the Mangaung Metro and Thabo Mofutsanyana District. 

Xhariep District is most sparsely populated of the five districts.  

 

The pairs of population pyramids below indicate some evidence of changes in the age-sex (gender) structure 

of the Free State Population from 2020 and projections for 2020 to 2025 in comparison with the country. 

Based on the present age-gender structure and the present fertility, mortality and migration rates, Free 

State's population is projected to grow at an average annual rate of 0.5% from 2.9 million in 2020 to just 

below 3 million by 2025, [Global Insight South Africa: 2020]. 

 

The STATSSA, in the 2020 Mid-Year Population Estimates, despite the COVID-19 pandemic, the fertility rates 

in the province indicative of positive growth as compared to 2019 which was estimated at 2.34%. The most 

population growth is seen at Mangaung Metro at 1.22%, followed by Fezile Dabi District by 0.83% while 

there is a negative growth in Xhariep district estimated at -0.27% in 2020. 

The pyramids also show the provincial population growth projections by age, depicts a significant smaller 

share of young working age population in the Free State, aged 20 to 34 in comparison with the national 

picture. The pyramid portrays the same with population of children between ages of 0 to 14 years. It is also 

slightly lower than that of a country as whole. Free State is currently depicted as the province with higher 

number of older population and lower population of economically active population. It also shows a decline 

in the youth population aged 15-34 years by 2025. There is also a slight growth of population 00-04 to 10 -

14. However, the economically active adult age group population is showing an increase by 2025. The retired 

age group also shows an increase. 

 
     Figure 4: Population structure Free State vs. South Africa, 2020 & Population structure Free State, 2020 vs. 2025 

 
Source: IHS Markit Regional eXplorer version 2142 

 

The incline in the cohort of youth population and those under 5years could mean increased older population 

that would be less economically active in the Free State in the future. This could imply higher levels of 

dependency of older population on the limited state resources such as social services such as health care 

provision. This will also heighten the demand for geriatric and other services for older persons, including 

chronic care for illnesses such as hypertension, diabetes, heart diseases, cancer, and dementia.  
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Whilst COVID-19 has had a devastating social and economic impact, the change in population structure is 

minimal. However, the indicators of mortality, though not reflected here, are impacted. Mortality patterns 

have changed world-wide with high records of excess deaths besides the specific ones on record as caused 

by COVID-19. The situation is envisaged to get better as the entire world is trying to contain the virus by 

extensive vaccine roll-out. 

In 2019 the male population in the Free State was at 48.6%, and in 2020 there is a slight growth of male 

population at 48.8% which 1.2 % lower than female population and the growth pattern is projected through 

to 2025. While there is fluctuation in terms of population growth amongst different age groups, the overall 

gender ratio is still in favour of female population as it remains higher proportion for all age groups in the 

province.  

Population patterns play an important role for planning purposes in the sector. 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 important as the country is gearing up for the implementation of National Health Insurance. 

According to the General Household Survey 2020, the medical insurance coverage for the Free State 

Province is estimated at 14.8% and the provincial uninsured population is thus estimated at 85.2%.  

Life Expectancy 

Life expectancy at birth reflects an overall mortality level of a population. The average life expectancy in 

South Africa was estimated at 65.5 before the COVID-19 pandemic. Free State has a significantly lower life 

expectancy than the SA average estimated at 55.5 years average. According the [Stats SA mid-year 

population estimates:2021], there is decline in life expectancy at birth in 2021 from 65.5 to 62.4 years [3.5 

years]. This reflects the sudden impact of COVID-19 pandemic on mortality. The graph below depicts a 

decline in estimated life expectancy at birth of 2021 at 59.3 years for males and 64.6 years for females which 

is a drop from 2020 where life expectancy for both males and females was estimated higher, this is all 

attributable to the increase in deaths from COVID-19.  

 

Figure 5: Life expectancy by sex overtime, 2002-2021 

 
Source: STTATSSA Mid-Year Population Estimates 2021 

 

Free State has the lowest life expectancy at birth, lower than the country average. The female life 

expectancy difference between the province with the highest life expectancy at birth, which is the Western 

Cape, is a 9-year gap. For male in comparison with the same province is just over 9-year gap. This has been 

exacerbated by the current pandemic. 
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  Figure 6: Free State Life Expectancy against other Provinces in the country [2016 -2021] 

        
 Source: STTATSSA Mid-Year Population Estimates 2021 

 

 

Social Determinants of Health for Province and Districts  

Globally, it is recognized that health and health outcomes are not only affected by healthcare or access to 

health services. They result from multidimensional and complex factors linked to the social determinants of 

health, which include a range of social, political, economic, environmental, and cultural factors that impact 

on health outcomes, including human rights and gender equality. These are the major underlying factors 

contributing to health inequities and the related outcomes. 

 

Health is influenced by the environment in which people live and work as well as societal risk conditions 

such as polluted environments, inadequate housing, inadequate access to clean drinking water, poor 

sanitation, unemployment, poverty, racial and gender discrimination, destruction and violence. Addressing 

these social determinants of health is key to achieving health equity.  

Social conditions such as unemployment, poverty, cultural beliefs and practices, as well as lifestyles affect 

health-seeking behaviour and fuel the burden of disease (BOD). Demographic patterns, e.g. population size 

and segmentation require of the Department to prioritize vulnerable population groups in service design 

and provision, thus necessitating the focusing of health care services on the provision of more youth-friendly 

services to cater for the young population of the Free State Province. 

The province consists of a sprinkle of small towns which are mainly rural and farming areas that increasingly 

place a challenge in the provision of outreach PHC services in the form of mobile clinics and WBOTs. To this 

end, during the 2019/20 financial year the Province operated 48 mobile clinics and had 122 WBOTs 

conducting PHC outreach services to households in the different wards. The increase in these community-

based services will ensure that service coverage is improved. 

The spectre of social determinants of health and diseases of lifestyle call for formal well-coordinated inter-

sectoral collaboration in implementing effective targeted health education and promotion programmes in 

different community-based settings. 

 

A selection of indicators of some important social determinants of health in the Free State Province are 

outlined in the table below. 
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        Table 3: Social Determinants of Health 

 Free State Fezile Dabi 
District 
Municipality 

Lejweleputswa 
District 
Municipality 

Mangaung 
Metropolitan 
Municipality 

Thabo 
Mofutsanyana 
District 
Municipality 

Xhariep 
District 
Municipality 

Census 2011 CS 2016 CS 2016 CS 2016 CS 2016 CS 2016 CS 2016 

Female Headed 
Household 

41.6% 52% 48.5% 48.3% 53.1% 56.0% 52.9% 

Child headed 
household 

0.5% 0.4% 0.4% 0.2% 0.5% 0.4% 0.4% 

Household head older 
than 15 years 

12.5% 13.6% 12.5% 14.7% 10.8% 14.8% 9.8% 

Informal dwelling 15,4% 13.0% 0.1% 0.5% 0.6% 4.9% 0.2% 

Traditional dwelling 2.3% 1.7% 14.9% 12.9% 12.0% 15.1% 14.2% 

Household with no 
access to piped (tap) 
water 

2.2% 3.8% 2.3% 2.9% 1.2% 7.8% 4.2% 

Household with no 
electricity for lighting 

10.4% 5.6% 7.0% 5.0% 3.6% 7.4% 4.3% 

Household with no 
flush toilet connected 
to sewerage 

35.1% 30.2% 18.6% 16.8% 34.8% 46.2% 17.6% 

Household with no 
access to refuse 
removal 

27.4% 26.2% 13.5% 18.5% 17.6% 49.7% 24.8% 

No schooling 5.3% 13.3% 13.1% 12.3% 13.4% 13.9% 15.3% 

Matric 19.0% 20.2% 21.4% 20.3% 21.6% 18.2% 17.2% 

Higher education 3.8% 5.8% 5.1% 4.9% 8.4% 4.8% 3.5% 

 

Generally, there is an increase in the percentage of population receiving services in 2016 as compared to 
figures in 2011. This indicates improved quality of life in the province. The 2015 General Household Survey 
found that 90% of households in the Free State had running water in their houses or yards, compared to 
70% in 1996, which was well above the national average at that time. The limited accessibility of clean piped 
water contributes to significant public health challenges and adverse health outcomes such as the incidence 
of diarrhoeal diseases.  

Some 89% had electricity, up from 57% in 1996. Generally, there has been an improvement in the province 

in percentage of households accessing the services. 

Measuring household income is important to assess the requisite actions on different socio-economic 

groups. 89% of the people of Free State have annual income of R153 600 or less, including 39% with no 

income at all. According to the 2015 General Household Survey, the median household income in the Free 

State was R3 000 a month, compared to R3 260 nationally. Despite a slight increase in 2015, this still 

indicates a rather high level of dependency. This might also be affected by inequality in province and 

distribution of resources. 

Figure 7: Annual Income - Free State Province 

 

The continuously sluggish economy also plays a significant part in the socio-economic hardships faced by 

the communities of the province.  These hardships exacerbate the burden of disease and health challenges 
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that the department needs to respond to as it affects disease patterns. This impacts on important social 

issues such as education outcomes, incidences of crime, rising unemployment and higher dependence on 

government assistance. The percentage of people living in poverty has increased from 59.4% in 2010 to 

61.7% in 2020, which indicates an increase of -2.33 percentage points, [Global Insight 2020]. 

All these challenges and the vast household income gaps affect the marginalised and vulnerable groups, 

mainly children, people with disabilities and women. It puts pressure on the sector which is already 

challenged with limited resources and consistent annual budget cuts.  

Climate change - effects on Health 

The effects of climate change on human health is a stark reality and the safeguarding of human health has 

never been as important as in this era where the whole world can feel the severe adverse effects of climate 

change on the environment.  

 

Climate change does not only cause agony in human lives, with the changing burden of disease, but it also 

places onerous burden on the resource requirements for the provision of health care services. Global 

warming also affects the design and functioning of health infrastructure, e.g. cooling / heating systems. The 

situation is exacerbated by the energy supply instability and interruptions that affects service provision and 

the functioning of health technology and management information systems, e.g. the QwaQwa area, where 

alternative power supply like solar systems and heat pumps have become a critical necessity. 

Owing to these effects, there are key challenges that include dams that are drying up, unsafe drinking water, 

poor agricultural production outputs, higher levels of poverty and increased demand for health services 

amidst the shrinking fiscus.  

 

The department has to gear up for more health risks that are imposed by effects of climate change such as 

extreme weather events, more frequent and prolonged heat waves which might cause deaths, severe 

drought, flooding that displaces households and leave families vulnerable, vector borne diseases like 

diarrhea and cholera, could be on the rise. In response, the department has installed water tanks in some 

health facilities and will continue to install more as a way of ensuring uninterrupted water supply by means 

of alternative water collection and storage, e.g. boreholes, reservoirs. 

 

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, winds and flooding.  Infrastructure design can therefore assist in 

mitigating climate change and at the same time contributing to public health. 

 

The dependence of all the 32 hospitals on coal boilers amidst the challenge of global warming and growing 

public opinion against coal has also become a concern. Our reliance on coal to produce energy also 

contributes to greenhouse gas emissions. ¢ƘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊΩǎ ŜƴŜǊƎȅ ǳǎŜ ŀƴŘ ǊŜǎǳƭǘƛƴƎ ǘƻȄƛŎ ŜƳƛǎǎƛƻƴǎ 

undermine the health of the very communities the sector is meant to serve. There is a need to transition 

away from coal to renewable energy efficient technologies as a mitigation strategy to reduce its greenhouse 

Ǝŀǎ ŜƳƛǎǎƛƻƴǎ ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŜƴŜǊƎȅ ǎǳǇǇƭȅ ǎǘǊŀǘŜƎȅΦ 

  

Epidemiological Profile 

Epidemiologically South Africa is confronted with a quadruple burden of disease (BOD) because of HIV and 

TB, high maternal and child morbidity and mortality, rising non-communicable diseases and high levels of 

violence and trauma. The Province has also identified mental illnesses as a key additional element to the 

BOD, which requires increased prioritisation and focus.  
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Figure 8 below shows the 10 leading underlying causes of death in both sexes, all ages in 2017 in the 

province. It depicts the broad causes of pre-mature mortality in the province. Of all the death in the 

province, 89.7% are natural deaths and 10.3% are non-natural deaths, which includes with assault and 

transport accidents ranking high on these types of deaths. includes amongst others, communicable diseases, 

perinatal complications nutrition-related issues for infants, HIV/AIDS and TB for adults of ages 25 ς 49 and 

non-communicable diseases for adults aged 50 and above.  

 
 Figure 8: 10 leading underlying natural causes of death all ages and both sexes: Free State, 2017 

 
Source: Mortality and causes of death in South Africa, 2017 

 

Mortality and causes of death in South Africa, 2017 indicates that TB and HIV are still common causes of 

death in males compared to hypertensive diseases and diabetes mellitus which are common in women. HIV 

ranked 4th as an underlying cause of death in women. 

While there are no age groups displayed on the above graph, according to the District Health Barometer 

(2019/20), lower respiratory tract infections, influenza, pneumonia, diarrhoea and preterm birth 

complications are the main leading causes of death among the <1-year population. Birth asphyxia, which is 

closely associated with preterm complications, and protein-energy malnutrition (PEM) are also significant 

causes of death. The challenge posed by PEM exists concomitantly with the decline exclusive breastfeeding 

rate of 46.4% in 2020/21 from the 53.8% in 2019/20 in the province. 

Similar to infant mortality, communicable diseases and nutritional problems are the leading broad causes 

of mortality.  The lower respiratory tract infections and diarrheal diseases are the key causes of death among 

this age group, with PEM, HIV/AIDS and TB also featuring prominently. Diarrhoea and malnutrition are 

therefore crucial public health problems that require targeted interventions if the child mortality rates are 

to decrease in the Province. 

/ƻƴǎƛǎǘŜƴǘ ǿƛǘƘ ǘƘŜ b/5ǎ ŎŀǳǎƛƴƎ сф҈ ƻŦ ǘƘŜ ŘŜŀǘƘǎ ƻƴ ǇƻǇǳƭŀǘƛƻƴ җрл ȅŜŀǊǎΣ ŎŜǊŜōǊƻǾŀǎŎǳƭŀǊ ŘƛǎŜŀǎŜ ŀƴŘ 

heart diseases are the single leading causes of mortality among the age group. Due to district dynamics, 

underlying causes of death differs from district to district. Despite the decline in HIV/AIDS related deaths in 

recent years, it still remains the dominant cause of death in four of the five districts. Similarly, broad 

spectrum of NCDs also remain dominant as causes of premature mortality in all districts. The impact of NCDs 

necessitates the strengthening of comprehensive management illnesses at levels of health care provision.  
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6. Internal Environmental Analysis  
 

 UNIVERSAL HEALTH COVERAGE (POPULATION AND SERVICE COVERAGE) 

 
  Figure 9: Service Delivery Platform 

 
 
 
Table 4: Service Delivery Platform  

 

Community Health Workers Programme  

WBPHCOTs are linked to PHC facilities and consist of CHWs led by nurses. CHWs assess the health status 

of individuals in households and provide health education and promotion services. They identify and refer 

those in need of preventive, curative or rehabilitative services to relevant PHC facilities. In the past financial 

year, the province had a total of 122 functional WBPHCOTs in 2020/21, and plans to increase to 175 in 

2022/23 financial year.   
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Xhariep

Lejweleputswa

Fezile Dabi

Thabo Mofutsanyane

Mangaung

fs Districts

fs_Public Health Facilities

Public Health Facilities

OrgUnitType

#* Clinic

") Community Health Centre

G District Hospital

G National Central Hospital

G Provincial Tertiary Hospital

G Regional Hospital

#* Satellite Clinic

Total population

2721 - 6132

6133 - 8362

8363 - 11612

11613 - 16634

16635 - 31343

Org Unit Type Fezile Dabi 

District 

Municipality 

Lejweleputswa 

District 

Municipality 

Mangaung 

Metropolitan 

Municipality 

Thabo 

Mofutsanyana 

District Municipality 

Xhariep 

District 

Municipality 

Grand 

Total 

Clinic 35 43 45 70 16 209 

Community 
Health Centre 

5 1 2 1 1 10 

District Hospital 4 5 3 9 4 25 

EMS Station 9 16 6 23 15 69 

Mobile Service 14 14 10 20 6 64 

National Central 
Hospital 

- - 1 - - 1 

Provincial 
Tertiary Hospital 

- - 1 - - 1 

Regional 
Hospital 

1 1 - 2  4 

Satellite Clinic - - - - - - 

Specialised Clinic - - - - - - 

Specialised 
Hospital 

- - 1 - - 1 

Grand Total 68 80 69 125 42 384 
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Outreach Visits by Community Health Workers 

WBPHCOTs undertake outreach household visits to provide basic PHC services, including counselling and 

health promotion, with most of the visits being for child health and adherence support. These are 

monitored as a proportion of the total number of households within the catchment areas. To steadily 

maintain higher coverage of OHH, the number of trained community health care workers and WBPHCOTs 

will be increased to strengthen PHC outreach services in the communities.  

 
 Figure 10: Community Based Services Coverage 

 
Source: DHIS 

 

The graphs above show a steady increase in OHH headcount coverage for both children under 5 years 

children and people 5 years and older. The increase in under 5 coverage is in line with the drop in the 

attendance of the same age group at PHC facilities as demonstrated on figure 11 below, which, in turn, 

negatively affects the immunisation coverage. From 2019/20 a slight decrease is observed across all ages in 

OHH headcount coverage due to technical challenges which affected the programme, such as high vacancy 

rate of OTLs. During the COVID-19 pandemic, the services plunged to close to zero on >5 years coverage and 

40.3% on <5 years coverage. 

 

PHC Utilisation 

The Primary Health Care (PHC) utilisation rate indicator measures the average number of PHC visits per 

person per year to a public PHC facility. The graphics below demonstrate a steady negative decline of both 

<5 years and general population utilisation of public PHC services in the province. <5 years significantly and 

substantially lower than that of the total population. 
 

 Figure 11: PHC Services 

Source: DHIS 

 

The headcounts at fixed PHC facilities has progressively dropped from 6 794 257 in 2014/15 to 4 809 591 

in 2020/21, reducing the PHC utilisation rate to 1.7 and 2.5 visits for the total population and <5 population 
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respectively. 2020/21 has seen the utilization rates at their lowest, COVID-19 pandemic has added to the 

already declining services. This occurs in conjunction with the implementation of decanting strategies such 

as household visits by WBOTs and CCMDDs. Number of active CCMDD beneficiaries indicates a cumulative 

increase over time and rationalisation of registers at health facilities could also be having an impact on this 

indicator as it eliminates double counting of patients. However, the concomitant reduction in the utilisation 

rates for the children under the age of 5 poses a concern due to the crucial targeted services they need to 

access at health facilities, particularly vaccinations and growth monitoring. The department will however 

continue to intensify community mobilization to ensure that children access all the service and constant 

data monitoring will be done at all levels.  

 

PHC Expenditure per Headcount  

 
Health Financing is one of the crucial six building blocks in effective health systems so that there is equity 

in accessing health services. This will assist in achieving Universal Health Coverage (UHC).  PHC expenditure 

per capita provides insight into equity levels in resource distribution and the extent of prioritization of PHC 

across districts, looking at how much was spent per headcount/visit provides a better measure on the 

efficiency of PHC service rendering.  

Figure 12: PHC Expenditure per Headcount  

Source: District Health Barometer  

 

District Health Services Expenditure per capita demonstrates a steady increase and this can be seen also 

on the PHC Expenditure per Headcount. However, PHC headcounts have decreased whereas Expenditure 

per PHC Headcount has seen a steady increase from 2010 with a slight decrease in 2019/20 but almost 

double increase in 2020/21.This could have been due to the impact of COVID-19 impact on the efficiency 

of health services.  This denotes the escalating cost of treating patients at PHC facilities, despite it being 

relatively lower than that of district hospitals. The increased demand for medical consumables during start 

of the pandemic and higher demand could also play a role in the expenditure per capita.  

Expenditure per capita has also increased with over the years, which indicates a reduction in the budget 

allocations and expenditure compared to the total population of the province. There is also a significant 

decline in PHC headcounts especially in 2020/21. This can be contributed to the COVID-19 pandemic, 

especially hard lock down where there was strict restrictions of movement and unavailability of transport. 

A lot of uncertainty during that period has caused less demand and disruptions in the health care services. 

While other strategies implemented in could be partially contributing to this decline, implementation of 

the aforementioned patient decanting strategies, there is a need to review the cause of ongoing decline in 

the <5 PHC utilisation rate. This is particularly important due to the need for key services such growth 

monitoring and immunisation. 

 

     



 
21 

Hospital Care 

OPD new client not referred rate indicate the OPD clients that were not referred as a proportion of total 

OPD new clients and does not include OPD follow-up and emergency clients in the denominator. The 

indicator monitors utilisation trends of clients by-passing PHC facilities and seeking health care services 

directly at hospitals, as well as the effect of PHC re-engineering on OPD utilisation.  

 

A high OPD new client not referred rate value indicates overburdened hospitals facilities or a sub-optimal 

PHC services and/or referral system. It demonstrates the tendency of patients to initially access PHC 

services at hospital level at a much higher cost per patient than at PHC level. In light of the referral system 

and the National Health Insurance Policy, PHC level is meant to be the first point of contact with the health 

system and therefore key to ensuring the financial sustainability of the health system. If PHC works well, it 

enjoys the confidence of the community and patients and the referral system is seamless, it will result in 

fewer patient visits to specialist care in referral hospitals. 
 
Table 5: Hospital Services 

Source: DHIS 

 

Table 6: Hospital Care Outputs 

Source: DHIS 

The tables above demonstrate fairly consistent rates in patients that self-refer to hospital OPDs, which is 

consistent with the low PHC utilization rates, there is an eminent drop in the OPD new clients not referred 

rate, especially at Tertiary and Central Hospitals in 2020/21. There is a decline in inpatient bed utilisation 

rate across all levels of care, which could be indicative of a decrease in demand for hospitalization especially 

during the start of the pandemic. The department has to review the design and configuration of the health 

service platform, especially regarding the small and sub-optimally functional hospitals. These hospitals 

pose a key challenge to the financial sustainability of health care services in general and hospitals in 

particular, as they have low patient loads in the face of increasing hospital-related fixed costs. 

There is a consistent decline in caesarean section rate in district hospitals, while the trend remains the 

same in regional hospitals. A slight decline is also noticed at the provincial tertiary hospital but a huge 

increase is also noticeable at the central hospital which is highly specialized level. This high rate implies 

more high-risk obstetric cases or burden of diseases. The decline in caesarean section rate at the district 

hospitals could be an implication that referral systems for high risk cases to higher levels of care are well 

in place, and this will improve antenatal care and reduce maternal and neonatal mortalities and in the 

province. Referral to higher level of care must be prioritized especially in smaller hospitals where capacity 

is inadequate. 

Free State Province OPD new client not referred 
rate 

Average length of stay - 
total 

Inpatient bed utilisation 
rate 

Hospital Type 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 

District Hospital 66.3% 66.1% 59.2% 4.7 days 3.3 days 3 days 54.9% 57.7% 47% 

Regional Hospital 54.5% 55.8% 51.7% 5.8 days 5.5 days 5.7 days 70.9% 64.8% 57.4% 

Provincial Tertiary Hospital 37.8% 35.6% 5.1% 4.8 days 5.3 days 5.4 days 77% 76.3% 62.9% 

National Central Hospital 5.3% 10% 5.4% 7.7 days 7.5 days 9 days 84.8% 66.9% 52.9% 

Free State Province Inpatient crude death rate Delivery by Caesarean section rate 
Hospital Type 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 

District Hospital 5.8% 5.7% 6.2% 15.8% 14.9% 13.9% 

Regional Hospital 5.8% 5.8% 7.2% 44.9% 45.7% 45.8% 

Provincial Tertiary Hospital 3.8% 3.3% 3.9% 51.4% 53.1% 49.7% 

National Central Hospital 3.9% 3.9% 4.7% 61.6% 65.3% 74.6% 
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The inpatient crude death rate, fluctuated across levels of care throughout the years but showed an 

increase in 2020/21 at all levels. However, provincial tertiary hospital has lower than 4% inpatient crude 

death rate as compared to other levels of care. The increase in inpatient crude death rate could be 

attributed to excess deaths as a result of COVID-19 pandemic.  

 
Table 7: Efficiency indicators for Referral Hospitals 

   OPD new client not referred rate Average length of stay - total Inpatient bed utilisation rate 

Referral Hospitals 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 

Regional 
Hospitals 

Boitumelo 
Hospital 

43% 44.8% 53.1% 4.6 days 4.8 days 5.2 days 58.2% 54.4% 49.6% 

Bongani 
Hospital 

61.9% 63.1% 58.6% 5.4 days 6.6 days 6.6 days 58.3% 69.8% 59.9% 

Dihlabeng 
Hospital 

8.6% 7.1% 8.8% 4.5 days 4.7 days 5 days 83.7% 86.7% 81.3% 

Mofumaha
di Manapo 
Mopeli 
Hospital 

67.1% 73.6% 65.9% 5.7 days 5.2 days 5.5 days 67.4 % 59% 51.2% 

Provincial 
Tertiary 
Hospital 

Pelonomi 
Hospital 37.8% 35.6% 5.1% 4.8 days 5.3 days 5.4 days 77% 76.3% 62.9% 

National 
Central 
Hospital 

Universitas 
Hospital 5.3% 10% 5.4% 7 days 7.5 days 9 days 84.8% 66.9% 52.9% 

Source: DHIS 

 

The above table shows a fluctuating trend in OPD new clients not referred rate across level 2 and 3 hospitals.  

In the past financial year, the increase is noticeable in Boitumelo Hospital and a slight increase of 1% is seen 

in Dihlabeng Hospital. Boitumelo and Bongani Regional hospitals, do not have district hospitals within the 

towns where they are located. Of the regional hospitals, Dihlabeng Hospital consistently has low OPD not 

referred rate. This could be attributed to due to a functional district hospital within its 2km radius and referral 

system. 

These referral hospitals are meant to provide specialised hospital services and not treat minor ailments that 

must be treated at PHC level. The higher rate of OPD not referred also indicates inefficiency as PHC clients 

are treated in hospitals at much higher cost per patient per day in district hospitals.  

The average length of stay total ranges between 4.5 to 6.6 days and inpatient bed utilisation rate (BUR) of 

around 49.6 ς 81.3% during 2020/21. Dihlabeng Hospital is the only one with the BUR of more than 75% in 

the past financial year. All other hospitals have seen a steep decline in BUR in 2020/21 financial year.  This 

could have a serious implications of expenditure per patient day equivalent, where costs of treating patients 

in hospitals could be very high due non-efficiency within our referral hospitals. Bongani Hospital has a higher 

average length of stay than the other regional hospitals in the province. Both Provincial Tertiary and Central 

hospitals have seen a very low rate of OPD new clients without referral in the past financial year, which could 

be attributed to lack of movement during the hard lockdown.  

Table 8: Hospital Case Management Indicators 

Source: DHIS 

  Inpatient crude death rate Delivery by Caesarean section rate 

Referral Hospitals 2018/19 2019/20 2020/21 2018/19 2019/20 2020/21 

Regional Hospital Boitumelo Hospital 7.2% 6.6% 6.9% 29.5% 31.5% 33.2% 

Bongani Hospital 6.4% 7.5% 10.3% 52.6% 55% 55.3% 

Dihlabeng Hospital 3.6% 3.2% 5.1% 57.5% 55.9% 56.2% 

Mofumahadi Manapo 
Mopeli Hospital 

5% 4.6% 4.6% 39.7% 37.2% 36.6% 

Provincial Tertiary 
Hospital 

Pelonomi Hospital 
3.8% 3.3% 3.9% 51.4% 53.1% 49.7% 

National Central 
Hospital 

Universitas (C) Hospital 
3.9% 3.9% 4.7% 61.6% 65.3% 74.6% 
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Inpatient crude death rate differs across all levels of care but portraying much increased rates in 2020/21 

financial year. However, amongst the four regional hospitals, Bongani and Dihlabeng regional hospitals 

experienced much higher increase in inpatient crude death rate in comparison to other hospitals.  

Caesarean section rate remains high across all levels of care, except for Dihlabeng, Mofumahadi Manapo 

Mopeli and Pelonomi hospitals which experienced a slight decline in 2020/21.  While there was an increase 

in inpatient crude death rate at all levels of care, not all hospitals experienced a high delivery by caesarean 

section rate. Central Hospital had the highest delivery by caesarean section rate in 2020/21 because it is a 

highly level of care with capacity to can manage high risk cases.  

Figure 13: Expenditure per Patient Day Equivalent in District Hospitals 

 
Source: District Health Barometer/DHIS 

 
There is a huge spike in expenditure per PDE in 2020/21 financial year despite a steady increase across the 
years. This indicator combines the financial data and services to measure efficiency. It is mostly affected by 
the fixed costs and services rendered. Some of these hospitals have less activity which resulted in low 
inpatient bed utilisation rate, for instance, Itemoheng, JD Newberry, Albert Nzula, Winburg, Senorita 
Ntlabathi, Diamant and Phumelela District Hospitals. These are mostly small hospitals situated in small 
towns with significant resource constraints and having limited demand for hospital services. There is decline 
in IBUR and ALOS during the same period in the district hospitals. The demand for hospitalisation was really 
low during the hard lockdown and it prevented a lot of movement, even seeking health care services. The 
expenditure per patient day equivalent in district hospitals recorded in 2020/21 is much higher than that of 
regional and tertiary hospitals. 

 
Figure 14: Expenditure per Day Equivalent in Referral Hospitals 

 
Source: DHIS 

There is a significant increase in expenditure per patient day hospital in central hospital. A slight decrease 

is in observant in tertiary hospital in 2017/18 financial year and 2018/19 same trend is observed in regional 
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hospitals. Fluctuation is observed in tertiary and regional hospitals equally.  Central hospital Expenditure 

per PDE is on the increase throughout the comparison period as depicted in the graph above, with the 

highest recorded in 2020/21. The high costs of medical specialists are driving the costs of services. In 

2020/21, there is a significant increase across all levels. IBUR and PDE dropped across all levels of 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 

current MTEF period. The SDIP focused on the queue management in PHC facilities and in specific service 

areas in the hospitals, some of the key focus areas include; the 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 they receive, was assessed through 

the patient experience of care (PEC) survey during the 2nd quarter of 2021/22 financial year. This was done 

in line with the national policy. Some of the key preliminary survey outcomes are reflected in the graphs 

below: 

 

Figure 15: Patient Experience of Care Preliminary Results 2021/2022 
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 Source: DHIS [PEC Module] 

The preliminary PEC survey results for 2021/22 show that patients were mostly not satisfied with the access 

to care at most of the facilities; PHC, both district and regional hospitals scoring below 60%, with the 

exception of Universitas Academic Hospital and Psychiatric Hospital, with scores ranging from 82% and 

84% respectively. However, the overall provincial score on values and attitudes was 74% with tertiary 

hospital obtaining the lowest score of 58%. 

 

Central Hospital obtained a worrisome 56% on medication availability, followed by district hospitals with 

the score below 80% on the same indicator. The target is set at 95%, very close to the target is the tertiary 

hospital with 94%.  

 

On the patient experience of care satisfaction rate, which denotes the extent to which the patients were 

satisfied with the care provided, all the levels of care combined attained an average score of 67% which 

has decreased from 2020/21 score of 74%.  The lowest performance was obtained by tertiary hospital at 

59% and regional hospitals at 78% respectively. The availability of medicine and patient waiting times are 

two of the priority areas that impact on the patient satisfaction levels. Based on the PEC survey outcomes, 

each health facility will develop and implement a quality improvement plan, with particular focus on the 

priority areas where low levels of satisfaction were achieved.  

 

In the current financial year [2021/22], the SDIP performance has shown that patient waiting times are 

longer than the set targets in the outpatient sections. 

The SDIP that will be implemented and monitored during the 2021/24 MTEF period will focus on three key 

services provided by the Department, i.e.: 

¶ Implementation of extended programme on immunization (EPI); 

¶ Implementation of the HIV 90-90-90 strategy; and 

¶ Availability and utilization of operating theatres in hospitals. 
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MaǘŜǊƴŀƭ ŀƴŘ ²ƻƳŜƴΩǎ IŜŀƭǘƘ 

Maternal death of is defined as the death of a women while pregnant 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 proxy indicator for the population based maternal mortality ratio, aimed at monitoring 
trends in health facilities between official surveys.    

 Figure 16: Leading Causes of Death by Age Group FS 2013-2015

 

 
 Figure 17: Maternal and Women's Health Trends           

 
Source: District Health Barometer & DHIS 

 
aŀǘŜǊƴŀƭ ŀƴŘ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛƴŘƛŎŀǘƻǊǎ ŀǊŜ ǾŜǊȅ ŎǊǳŎƛŀƭ ƛƴ ŜƳǇƻǿŜǊƛƴƎ ǿƻƳŜƴ ŀƴŘ ȅƻǳǘƘ ǘƻǿŀǊŘǎ a 

meaningful sexual reproductive health decision. From 2010 to date, percentage of ANC client HIV 1st test 

positive rate is showing a positive downward trend. However, HIV remains one of the leading causes of 

maternal mortalities. Over the years there has been upward and downward trend in cervical cancer 

screening and couple year protection rate. There was a significant decline in cervical cancer screening in 

2020/21. This was observant in most districts during lockdown level 5 as most health services were 

affected. The decline pattern is observant in most indicators where there could be possible person to 

person contact in health facilities due to fear of contracting COVID-19. 
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 Figure 18: Antenatal Coverage 

   
 Source: District Health Barometer & DHIS 

 

The graph above shows a steady increase in Antenatal 1st visit coverage. The same trend is seen on ANC 1st 

visits before 20 weeks rate despite a slight decline in 2020/21 FY. All districts except for Xhariep which is 

well over 70% mark are hovering around 60% mark. This depicts a progressive increase in the proportion 

of pregnant women that access antenatal care. This has had positive effect in the early accessing of 

antenatal care services. The proportion of women booking before 20 weeks ranged between 65 ς 66% over 

the period, 2016 ς 2019. The indicator is also important as high-risk pregnancies can be identified well on 

time to prevent avoidable loss of both mothers and babies. 

 Figure 19: Facility Perinatal and Maternal Mortality 

 
 Source: District Health Barometer 2019/20 & DHIS 
 

Maternal mortality in facility ratio has shown a downward trend and was the lowest during 2012 and 2013, 
after which it increased. The perinatal mortality in facility ratio has fluctuated between 35 to just above 40 
per 1 000 live births over the years. These increases in maternal and perinatal mortalities occurred at the 
same time as the delivery in facility rate increased. This is indicative of the dichotomy of increasingly 
deteriorating maternal and neonatal health outcomes despite increased accessibility of skilled clinicians in 
health care facilities. However, in the past financial year [2020/21], there has been an increase in delivery 
in facility rate, perinatal death in facility rate and maternal mortality ratio in facility. The increase in delivery 
in facility rate is a positive output which is indicative of improved access to care by women. The 2016 
Perinatal Problem Identification Programme (PIPP) data show that the main causes of all neonatal deaths 
όōƛǊǘƘ ǿŜƛƎƘǘ җрлл ƎǊŀƳǎύ ŀǊŜ ŎƻƳǇƭƛŎŀǘƛƻƴǎ ƻŦ ǇǊŜƳŀǘǳǊƛǘȅ όптΦф҈ύΣ ƛƴǘǊŀǇŀǊǘǳƳ-related events, mainly 
intrauterine hypoxia (24.3%) and infections (including pneumonia) at 11.6%. 
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Figure 20: Maternal Mortality in facility ratio Province & Districts 

 
Source: DHIS 2020/21 
 

The graph above displays comparison of maternal mortality in facility ratio in the province. Free State 

remains the province with the highest maternal mortality in facility ratio in country. On average, the 

districts that are predominantly contributing more maternal mortalities are the Mangaung Metro, 

Lejweleputswa and Thabo Mofutsanyana Districts. However, Xhariep District has a very unique situation 

where it appears to have had the highest maternal deaths in 2015/16 whereas there were only two deaths. 

This is due to low live births [denominator] as most deliveries happen in Mangaung Metro.  The relative 

contributions of the Metro, Thabo Mofutsanyana and Lejweleputswa districts fluctuates over the years in 

comparison. According to Saving Mothers and Babies 2017-2019: Executive Summary, the 4 underlaying 

common causes of iMMR in the Free State Province are hypertensive disorders of pregnancy, obstetric 

haemorrhage, non-pregnancy-related infections and medical and surgical disorders. Figure 21 below 

demonstrates: 

Figure 21: The top 4 underlying causes on iMMR in Free State 

 
Source: Saving Mothers and Babies 2017-2019: Executive Summary 

 

Challenges to maternal deaths are not limited to, high unavoidable maternal deaths at District Hospitals 
that require mentorship at this level, improvement in emergency transport from district hospitals to higher 
levels of care and a lack of appropriately trained clinicians.  The province has been struggling with the 
shortage of skilled EMS personnel to can fully operate dedicated obstetric ambulances, as way of upgrading 
levels of care at the caesarean section sites. The province is using the targeted approach in curbing 
maternal mortalities, re-skilling of clinicians on ESMOE, accrediting facilities for safe deliveries, targeting 
all facilities that conduct deliveries. 
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Table 9: Women and Maternal Health Performance Province and District 

 

¢ƘŜ ǘŀōƭŜ ŀōƻǾŜ ǎƘƻǿǎ ǘƘŜ ǇŜǊŦƻǊƳŀƴŎŜ ƻŦ ƳŀǘŜǊƴŀƭ ŀƴŘ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛƴŘƛŎŀǘƻǊǎ ŦƻǊ нл20/21. Maternal 

mortality in facility ratio has increased from 116.2 per 100k in 2019/20 to 178.8 in 2020/21. Xhariep, and 

Fezile Dabi reported the lowest iMMR in 2020/21. Lejweleputswa and Mangaung Metro including Thabo 

Mofutsanyana were among the districts that reported the highest maternal mortality ratio in the country. 

Lejweleputswa and Mangaung were above provincial average during the same period. Xhariep district has 

only recorded 1 maternal death, but due to low live births in the district (denominator), but this has a huge 

impact due to the reason above.   

South Africa has had an increase of 30% maternal deaths, which is an excess of 132 maternal deaths since 

lockdown started when compared with the same period in 2019. This is according to [Saving Mothers 2017-

2019: Seventh triennial report on confidential enquiries into maternal deaths in South Africa]. 

On the other hand, Xhariep district is performing well on antenatal 1st visits before 20 weeks and it is among 

the best ten districts in the country. Delivery in 10-19 years in facility rate is higher than the provincial 

average in four of the districts though it is fewer deliveries. 

Fezile Dabi, Thabo Mofutsanyana and Xhariep districts are among the best performing in the country on 

couple year protection rate. However, Lejweleputswa district has performed lowest in the province. This 

indicator is boosting the provincial endeavors towards the empowerment of women on sexual 

reproductive health and their rights. 

The table depicts the average performance for the province, which needs to be improved over the years. 

This calls for a comprehensive package of interventions that include the prevention of unplanned and 

teenage pregnancies, involvement of other stakeholders, basic antenatal, perinatal and postnatal care, as 

well as the prevention and screening for aggravating conditions such as HIV/AIDS and cervical cancer. The 

indicators on cervical cancer screening have been severely affected in 2020/21 financial year. However, 
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FS DC 20 DC 18 MM DC 19 DC 16

F
re

e
 S

ta
te

F
e
z
il

e
 D

a
b

i 
D

M

L
e
jw

e
le

p
u

ts
w

a
 D

M

M
a
n

g
a
u

n
g

 M
M

T
 M

o
fu

ts
a
n

y
a
n

a
 D

M

X
h

a
ri

e
p

 D
M

Maternal mortality in facility ratio 2020/21 178.8 130.7 191.9 205.2 171.9 86.3

Maternal death in facility 2020/21 94 11 22 36 24 1

Live birth in facility 2020/21 48,472 7,734 10,411 16,653 12,756 918

Born alive before arrival at facility 2020/21 4,069 680 1,051 893 1,204 241

Delivery in 10-19 years in facility rate 2020/21 13 13.9 13.3 11.1 14.3 16.4

Delivery 10-19 years in facility 2020/21 6,323 1,107 1,385 1,745 1,932 154

Delivery in facility - total 2020/21 15,006 2,037 3,344 6,444 3,181 0

Antenatal client start on ART rate 2020/21 98.2 91.6 104.7 99.5 100.1 75.7

Antenatal start on ART 2020/21 3,451 629 755 1,042 910 115

Antenatal known HIV positive but NOT on ART at 1st visit 2020/21 413 126 44 149 72 22

Mother postnatal visit within 6 days rate 2020/21 79.8 69.6 90 70.6 83.4 157.3

Mother postnatal visit within 6 days after delivery 2020/21 38,731 5,541 9,382 11,097 11,237 1,474

Antenatal 1st visit before 20 weeks rate 2020/21 61.3 61.4 59.8 61.9 60.2 72.1

Antenatal 1st visit before 20 weeks 2020/21 29,176 4,931 6,524 7,521 8,566 1,634

Antenatal 1st visit total 2020/21 47,584 8,026 10,911 12,143 14,239 2,265

Antenatal 1st visit coverage 2020/21 80.8 84.5 87.2 72 83.4 77.5

Couple year protection rate 2020/21 79.1 90.7 61.4 78.5 85.1 90.7

Contraceptive years dispensed 2020/21 436,462 82,388 76,285 130,514 126,791 20,484

Cervical cancer screening 30 years and older 2020/21 53 45 0 6 0 2

Cervical cancer screening coverage 2020/21 29.6 29.3 17.2 29.4 36.5 56.8
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the districts have developed catch-up plans, which are district specific, targeting areas that were negatively 

affected by COVID-19 pandemic. This is the way in which the province is trying to ensure that access to 

care is maintained while on the other hand the fight against the current pandemic is still on.  

The high delivery 10 ς 19 years in facility rate is a concern provincially and including nationally. Focused 

interventions are also being implemented in specified areas within the districts to reduce the high rate of 

teenage pregnancy in Xhariep, Thabo Mofutsanyana, Lejweleputswa and Fezile Dabi districts. Though the 

indicator denotes the accessibility of maternity services, it remains a concern as it is a proxy to teenage 

pregnancy. As a way of empowering youth and adolescents, the department will increase the number of 

facilities implementing adolescent and youth friendly services (AYFS) from 100 to 150. 
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Child Health 
   

Figure 22: Immunisation Coverage and under 1-year mortality rate 

   
Source: District Health Barometer 2019/20  & DHIS 

The graphs above depict a fluctuation in both immunisation under 1 coverage and child <1-year mortality 

in facility rate from 2010/11 to 2020/21. Between 2014 to 2017, there has been a slight decline in child 

mortality in facility rate and an increase in immunisation coverage <1 year in 2010 to 2014. However, the 

increase in immunisation is still lower than the national average (83.5%). Over the past 5 financial years, 

Mangaung Metro has accounted for less than provincial average on fully immunized under 1 year of 68.4% 

with the provincial average of 71.9%.  Four districts were amongst the worst in the country with the 

exception of Xhariep which was one of the best.  

There is a slight decline in immunisation under 1-year coverage in 2020/21 and a slight increase in child 

under 1-year mortality in facility rate during the same period. More deaths occurred in Lejweleputswa 

District at [27.7]. There is also a noticeable consistent decline in PHC headcount of children below 5 years 

and this worsened in 2020/21 and this could be attributed to the COVID-19 pandemic. During the same 

period, there has been an increase in maternal mortality in facility ratio.  The same can be observed in 

(figure 18 & 19) which depicts an increase in delivery in facility rate, decline in perinatal death in facility 

rate and maternal mortality in facility likewise. However, there is a general concern with the decrease in 

PHC <5 years utilisation rate in the province. All districts have developed catch-up plans to ensure that all 

missed services are recovered by communities. 

Figure 23: PHC Headcount <5 years total 
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Figure 24: Under 5 years Crude Fatalities per district and province 
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Source: DHIS 

The Province has been successful in reducing three of the key drivers of child mortality, i.e. diarrhoea, pneumonia and severe acute malnutrition (SAM) case fatalities 

over the past ten years. The above graphics depict fluctuation between the districts but showing a downward trend. Surprisingly, in 2020/21, there was an increase 

in four of the districts including the overall provincial spike in both diarrhea and pneumonia <5 years case fatalities. On the contrary, decrease in both diarrhea and 

pneumonia <5 separations have been observed during the same period. Xhariep did not record any fatalities on this age group in 2020/21 FY, [Table 10 below]. 

However, the drop-in separations are also justified by the graph above, where in each district there was a significant drop in PHC headcount to children under the 

age of 5. Despite the decline in SAM fatalities throughout the province, there has however, been an increase in SAM inpatients <5 years in 2020/21. This increase 

can be observed in Fezile Dabi, Lejweleputswa & Mangaung. In Thabo Mofutsanyana, the trend somewhat remained the same and declined in Xhariep. 

The increase in SAM inpatients <5 years, could imply the magnitude and severity of poverty during the COVID-19 pandemic in children. The effective tracking of 

crude fatality rates at all levels of care should be warranted in order to have targeted interventions in reducing child mortalities. The department will continuously 

strive to improve access to quality health care especially to vulnerable and marginalized communities. 
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Table 10: Under 5 years Separations 2016 - 2021 

 

Table 11: Child Health performance Indicators per Province and District 

 

Org Unit Data Element Name 2016/2017 2017/2018 2018/20192019/20202020/2021

Diarrhoea separation under 5 years 2,070 1,334 2,102 2,027 735

Pneumonia separation under 5 years 1,980 1,366 2,368 2,418 916

Severe acute malnutrition inpatient under 5 years1,070 852 951 1,082 1,571
Prov

inc
e

Diarrhoea separation under 5 years 336 198 282 289 71

Pneumonia separation under 5 years 262 150 258 283 111

Severe acute malnutrition inpatient under 5 years167 102 76 129 160Fezile
 D

abi

Diarrhoea separation under 5 years 547 292 358 457 203

Pneumonia separation under 5 years 612 407 434 465 232

Severe acute malnutrition inpatient under 5 years196 175 167 223 300Lejweleputs
wa

Diarrhoea separation under 5 years 602 393 738 653 176

Pneumonia separation under 5 years 748 530 1,090 1,148 404

Severe acute malnutrition inpatient under 5 years366 264 212 173 731Manga
ung

Diarrhoea separation under 5 years 464 375 534 494 240

Pneumonia separation under 5 years 303 235 474 406 145

Severe acute malnutrition inpatient under 5 years299 255 235 300 239T M
ofutsa

ny
ana

Diarrhoea separation under 5 years 121 76 190 134 45

Pneumonia separation under 5 years 55 44 112 116 24

Severe acute malnutrition inpatient under 5 years42 56 261 257 141
Xharie

p
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Death in facility under 1 year rate Impact 2020/21 8.8 16.2 16.7 5.9 8 0.7

Inpatient death under 1 year total 2020/21 912 101 310 270 228 3

Death in facility under 5 year rate 2020/21 6.4 10.4 12.9 4.3 5.8 0.9

Inpatient death under 5 years total 2020/21 975 106 320 291 252 6

Child under 5 years diarrhoea case fatality rate Impact 2020/21 2.7 5.6 0.99 4 2.9 0

Diarrhoea death under 5 years 2020/21 20 4 2 7 7 0

Diarrhoea separation under 5 years 2020/21 735 71 203 176 240 45

Early neonatal death in facility rate Impact 2020/21 11.9 9.8 19.5 9.4 11 3.3

Death in facility 0-6 days 2020/21 578 76 203 156 140 3

Live birth in facility 2020/21 48,472 7,734 10,411 16,653 12,756 918

Neonatal death in facility rate Impact 2020/21 16 12.2 26.2 13.6 14.1 3.3

Death in facility 7-28 days 2020/21 199 18 70 71 40 0

Child under 5 years pneumonia case fatality rate Impact 2020/21 2.8 5.4 3 2.5 2.1 0

Pneumonia death under 5 years 2020/21 26 6 7 10 3 0

Pneumonia separation under 5 years 2020/21 916 111 232 404 145 24

Child under 5 years severe acute malnutrition case fatality rateImpact 2020/21 3.1 5 4.3 1.2 7.5 0

Severe acute malnutrition death under 5 years 2020/21 48 8 13 9 18 0

Severe acute malnutrition inpatient under 5 years 2020/21 1,571 160 300 731 239 141

Infant PCR test positive around 10 weeks rate Outcome 2020/21 0.51 0.54 0.74 0.3 0.44 0.81

Infant PCR test positive around 10 weeks 2020/21 46 8 16 7 12 3

Infant PCR test around 10 weeks 2020/21 9,027 1,468 2,150 2,302 2,735 372

Immunisation under 1 year coverage Output 2020/21 78.2 75.8 79.6 76.3 80.5 76.9

Immunised fully under 1 year new 2020/21 40,024 6,259 8,667 11,194 11,951 1,953

Infant exclusively breastfed at DTaP-IPV-Hib-HBV 

3rd dose rate Output 2020/21 46.4 55.8 41 44.6 45.7 55.8

Infant exclusively breastfed at DTaP-IPV-Hib-HBV 

(Hexavalent) 3rd dose 2020/21 19,542 3,786 3,887 5,178 5,588 1,103

Measles 2nd dose coverage Output 2020/21 75.4 70.7 80.3 74.3 75.9 73.6

Measles 2nd dose 2020/21 38,902 5,886 8,672 11,095 11,340 1,909

Vitamin A dose 12-59 months coverage Output 2020/21 48.5 50.2 52.4 42.6 49.9 53.3

HIV test around 18 months 2020/21 19,281 1,534 5,108 5,282 6,872 485

Live birth to HIV positive woman 2020/21 14,634 2,403 3,329 4,300 4,278 324
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The province is seeing a fluctuation in childhood fatalities. There are districts that are still performing above 

the provincial average. This is illustrated on the table above. Death in facility rate is higher in two of the 

districts; Lejweleputswa and Fezile Dabi districts. The two districts are also implicated in more deaths of 

children under 5 years with the addition of Mangaung Metro. Table 11 above also demonstrates that 

children die mostly in their first few days of life. Efforts need to be strengthened to ensure that mother 

attend ante natal care before 20 weeks gestation. According to [Saving Mothers and Babies 2017-2019: 

Executive Summary], 72.2% of women who died attended antenatal care but only 54% before 20 weeks 

gestation. Attending antenatal care before 20 weeks is not only crucial to the mother but it is also beneficial 

ǘƻ ǘƘŜ ōŀōȅΩǎ ƭƛŦŜΦ 

Four of the districts in the province were among the worst in the country with neonatal mortality in facility 

ratio namely; Thabo Mofutsanyana, Mangaung, Lejweleputswa and Fezile Dabi with the exception of 

Xhariep which was at 2.3 and best in the country.  The national average was at 11.9. Most children die 

within the first seven days of life as a result of prematurity complications (PIPP: 2018). However, Xhariep 

presents a positive picture 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. 

Xhariep district, is performing well higher than the provincial average in most cases. 

The inequities in ŀŎŎŜǎǎ ŀƴŘ ǳǘƛƭƛǎŀǘƛƻƴ ƻŦ ǇǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ǎŜǊǾƛŎŜǎ ōȅ ǘƘŜ ǳƴŘŜǊ р ȅŜŀǊǎΩ ǇƻǇǳƭŀǘƛƻƴ 

persist across the province. This is demonstrated by the decline ƛƴ tI/ ǳǘƛƭƛǎŀǘƛƻƴ ǳƴŘŜǊ р ȅŜŀǊǎΩ ǊŀǘŜ ǿƛǘƘ 

some districts having an average of 2.2 visits per child per annum.  This has resulted in some children <5 

years not having access to some health care services. The current pandemic has negatively affected all the 

health services. In their study, [The unintended health consequences of the COVID-19 pandemic in South 

Africa; Van Schalkwyk C, et al: 2020], their analysis shows that across almost all districts in the country 

there was a reduction in primary healthcare utilisation, especially in HIV testing and health visits by children 

under 5 years of age, irrespective of the actual district-level incidence risk of COVID-19 at the time. 

Preventive services such as immunisation and contraception were still below expected levels in 75% of 

districts in August 2020. 

The province will continue to improve accessibility of health services through different platforms including 

school health programme and implementation of catch up plans as developed by each district. Provision 

of school health services not only responds to a need, but also increases the efficacy of other investments 

in child development.  
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HIV and AIDS 
 

     Figure 25: Provincial Cascade 

 

Narrative: 
 
Free State is currently at 91-81-92 in terms of 
performance against 90-90-90 across its total 
population using data available in the public 
sector only. Results for each of the sub-
populations vary, with adult females at 93-83-
92, adult males at 89-76-92, and children at 75-
82-77. 
 
The focus should not only be in initiating clients 
on ART but retaining them on care is as crucial 
to ensure better quality of life and improved 
treatment outcomes. There is a growing 
number of adults who have been previously 
diagnosed, but are not on ART.  This includes 
those who had started ART and defaulted, as 
well as those who were never initiated. This is 
a common trend in many districts in the 
province. 
 
There are gaps across the cascade for children 
under 15 years. Case finding, ART initiation and 
retention, they have all underperformed and 
should be addressed through targeted 
interventions. 
 
To achieve 90-90-90 targets, the province 
needs to increase the number in all categories 
on ART.  Data available in the private sector 
indicates that an additional number of both 
adults and children are receiving ART through 
private medical aid schemes in all districts. 
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       Figure 26: Fezile Dabi District Cascade 

 

Narrative: 
Fezile Dabi is currently at 91-81-93 in terms of 
performance against 90-90-90 across its total 
population using data available in the public 
sector only.  Results for each of the sub-
populations vary, with adult females at 93-82-
94, adult males at 89-79-94, and children at  
75-71-75. 
 
The district must ensure that all eligible clients 
are initiated on ART and retained in care.  There 
is a growing number of adults who have been 
previously diagnosed, but are not on ART.  This 
includes those who had started ART and 
defaulted, as well as those who were never 
initiated. 
 
There are gaps across the cascade for children 
under 15 years. Case finding, ART initiation and 
retention have all underperformed and should 
be addressed through focused interventions. 
The 2nd 90 strategy requires attention in all 
groups.  
 
To achieve 90-90-90 targets, Fezile Dabi must 
increase focus on children and men, case 
finding, ART initiation and retention on care. 
Data available in the private sector indicates 
that 2 662 more people are receiving ART 
through private medical aid schemes, of which 
1.8% [49] are children, 37.2% [991] are adult 
males and lastly adult females account for 
60.9% [1 622].   
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  Figure 27: Lejweleputswa District Cascade 

 

Narrative: 
 
Lejweleputswa is currently at 91-80-88 in 
terms of performance against 90-90-90 across 
its total population using data available in the 
public sector only.  Results for each of the sub-
populations vary, with adult females at 93-88-
88, adult males at 89-68-88, and children at  
75-68-75. 
 
There is a decline in ART initiation especially 
under adult males and children. The district 
needs to ensure eligible clients are initiated on 
ART and retained on care.  There is a growing 
number of adults who have been previously 
diagnosed, but are not initiated on ART, 
including those who had started ART but 
defaulted. 
 
There are gaps across the cascade for children 
under 15 years. Case finding, ART initiation and 
retention have all underperformed and should 
be addressed through focused interventions. 
 
To achieve 90-90-90 targets, Lejweleputswa 
must initiate adult men and children on ART 
and retain them on care.  Data available in the 
private sector indicates that an additional  
4 106 clients are receiving ART through private 
medical aid schemes, of which children 
constitute, 2% [81], adult females 60.4%  
[2 480] and adult males is 37.6% [1 545]. 
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Figure 28: Mangaung Metro Cascade 

 

Narrative: 
 
Mangaung Metro is currently at 91-66-93 in 
terms of performance against 90-90-90 across 
its total population using data available in the 
public sector only.  Results for each of the sub-
populations vary, with adult females at 93-65-
94, adult males at 89-66-94, and children at 
75-102-60. 
 
Mangaung Metro must focus on initiating 
more clients on ART and retaining them on 
care.  There is a growing number of adults who 
have been previously diagnosed, but are not 
on ART, includes those who had started ART 
and defaulted, as well as those who were 
never initiated. The 2nd 90 of the strategy is a 
challenge in the Metro with regards to adults.  
 
There are gaps across the cascade for children 
under 15 years. Case finding and retention 
have all underperformed and should be 
addressed through focused interventions. 
 
To achieve 90-90-90 targets, Mangaung 
Metro must focus on increasing the number of 
eligible clients initiated on ART and retained 
on care. Data available in the private sector 
indicates that an additional 7 336 clients are 
receiving ART through private medical aid 
schemes, children 1.7% [124], adult males is 
33.9% [2 485] and adult females constitute 
64.4%  
[4 727].  
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Figure 29: Thabo Mofutsanyana District Cascade 

 

Narrative: 
Thabo Mofutsanyana is currently at 91-96-93 
in terms of performance against 90-90-90 
across its total population. Results for each of 
the sub-populations vary, with adult females 
at 93-98-93, adult males at 89-93-93, and 
children at 75-82-83. 
 
Generally, the district is doing well on the 90-
90-90 strategy. However, the focus must be 
more on children.  Initiating them on ART and 
retaining them on care. While the district is 
doing well, there is still a growing number of 
clients who have been previously diagnosed, 
but not initiated on ART, including those who 
had started ART but defaulted.  
 
There are gaps across the cascade for children 
under 15 years. Case finding, ART initiation 
and retention have all underperformed and 
should be addressed through focused 
interventions. 
 
To achieve 90-90-90 targets, Thabo 
Mofutsanyana must increase the number of 
children initiated on ART. Data available in 
the private sector indicates that an additional 
4 570 clients are receiving ART through 
private medical aid schemes; 1.4% [62] 
children, 24.2% adult males [1 104] and 74.5% 
[3 404] adult females.  
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Figure 30: Xhariep District Cascade 

 

Narrative: 
Xhariep is currently at 91-83-95 in terms of 
performance against 90-90-90 across its total 
population.  Results for each of the sub-
populations vary, with adult females at 93-87-
95, adult males at 89-77-95, and children at 
75-69-100. 
 
Xhariep district must focus on initiating clients 
on ART especially adult males and children.  
Clients must also be retained in care.  There is 
a growing number of clients who have been 
previously diagnosed, but not initiated on ART 
and this includes those who had started ART 
and defaulted.  
 
There are gaps across the cascade for children 
under 15 years. Case finding, ART initiation 
and retention have all underperformed and 
should be addressed through focused 
interventions. All children who had their viral 
loads done are 100% virally suppressed.  
 
To achieve 90-90-90 targets, Xhariep must 
increase the number of all eligible clients on 
ART and viral loads to be done as expected.  
Data available in the private sector indicates 
that an additional 728 clients are receiving 
ART through private medical aid schemes; 
1.5% [11] children, 33.8% [252] adult males 
and 64.7% [471] adult females. 
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Figure 31: Provincial HIV month to month tested, tested positive & Positivity Rate 

 

According to UNAIDS GLOBAL AIDS UPDATE 2021, COVID-19 lockdowns and other restrictions badly 

disrupted HIV testing, and in many countries, they led to steep drops in HIV diagnosis, referrals to health 

care services and HIV treatment initiations. Health facilities (including HIV-focused clinics) were repurposed 

to handle the influx of COVID-19 patients, face-to-face services were suspended, and many people either 

avoided or were unable to access health care. The Global Fund to Fight AIDS, Tuberculosis and Malaria (the 

Global Fund) reported that, according to data collected at 502 health facilities in 32 African and Asian 

countries, HIV testing declined by 41% and referrals for diagnosis and treatment declined by 37% during the 

first COVID-19 lockdowns in 2020, compared with the same period in 2019. 

The above figure portrays a significant decline in the number of people tested for HIV in the financial year 

2020/2021 in comparison with 2019/20 as highlighted by Global AIDS Update 2021 Report. There was a 

decline in the number of people tested for HIV during the start of the COVID-19 pandemic and this resulted 

in low case finding and a decline in positivity rate in the province. From the above provincial and individual 

district cascades, it is eminent that the number of people both adults and children initiated on ART have 

also declined during the same period. The catch-up plans developed and implemented in the districts will 

assist in improving the provincial picture, bringing those who defaulted back to care and initiating all eligible 

clients on ART and ensuring that they are retained in care. This should include resuscitating other HIV 

preventative programmes such as Voluntary Male Medical Circumcision [VMMC] which was reported to 

have declined, as there was low demand during the hard lockdown and procedure could only be done for a 

limited number of people in line with the COVID-19 Regulations. 
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TUBERCULOISIS 

Provincial TB Treatment Outcomes Trends 

The Free State province has seen an annual decline in the number of drug-susceptible TB (DS-TB) patients 

registered between 2016 and 2020.  This decline ranged from 8 804, 8 448, 7 919, 8 743 and 6 256 over a 

period of 5 years (Figure 1). Annually, the department successfully treated 77.1% of those registered., There 

is however, a slight increase in those who died (10% to 10.6%) and those that left the programme without 

completing treatment (11.1% from 9%) in the previous year. 

The department intends to improve TB screening to 85%, treatment success to 80%, and to reduce loss-to-

follow-up rate to 9% by the end of 2022/23. Plans to assist in achieving the above are as follows:  

¶ TB screening will be strengthened in hospitals by using digital screening gadgets that have already been 

procured in order to expedite diagnosis and treatment initiation. 

¶ Linkage Officers have been appointed to strengthen the referral system between hospitals and Primary 

Health Care (PHC) facilities in order to reduce the loss-to-follow-up rate, and improve treatment 

adherence. 

¶ Drug-resistant TB (DR-TB) treatment success rate improved from 62% in 2017 to 65,9% in 2018, with a 

loss-to-follow-up rate that decreased from 15% in 2017 to 14% in 2018. The improvement is due to the 

introduction of the new and repurposed anti-TB drugs (Bedaquiline, Delamanid, Clofazimine and 

Linezolid) and the shortening of the treatment period to between 9-11 months. The programme also 

secured hospital isolation beds in Tokollo and Mafube (22 beds), Dr J S Moroka (35 beds) and Pelonomi 

(20 beds), which were used for COVID-19 isolation at the peak of the pandemic. Furthermore, Mantsopa 

Hospital is currently under renovation to be used as a DR-TB hospital catering for the Eastern Free State 

region and to be used as an overflow for COVID-19 isolation when the need arises. 

¶ Despite the gains in reducing deaths related to TB, the biggest impact on TB deaths is expected in 2021 

and the biggest impact on TB incidence is forecast to be in 2022. In 2021, TB mortality is projected to be 

much higher than in 2020 in all of the 16 modelled countries including SA and by 2022, TB incidence is 

projected to be above the level of 2020 in most of these countries, [WHO, GLOBAL TUBERCULOSIS 

REPORT 2021]. 

Table 12: TB Cascade 2016 - 2020 

 
 

The PHC headcount decreased between 2016 and 2020 from 7 276 110 to 3 851 862 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 66.8% in 2016 to 91.3% in 2020, which was a great achievement. However, in 

actual numbers, there was a decline in TB notifications in 2020 due to COVID-19 disruptions, [WHO, GLOBAL 

TUBERCULOSIS REPORT 2021]. Of those that were investigated following screening (TB investigation done 5 

years and older) a target of 90% was almost reached at 89.2%. Those started on treatment following 

diagnosis is an important indicator and the province excelled in achieving it.  

Free State Norm 2016 2017 2018 2019 2020

PHC Head Count 7 276 110 4 395359 5,497,162 5,557,560 3,851,862

Screen for TB symptoms 5 

years and older
80% 4 862 159 66.82 3,804,460 86.56 3,847,302 69.99 4,201,832 75.61 3,875,178 91.3

TB symptomatic client 5 years 

and older
2-10% 125 176 2.57 225,742 5.93 62,716 1.63 60,364 1.44 43,651 1.1

DS-TB investigations client 5 

years and older
90% 98 213 78.46 60,575 26.83 49,832 79.46 50,455 83.34 38,958 89.2

DS-TB confirmed 5 years and 

older
2-10% 9 409 9.58 11,295 18.65 10,266 20.60 9,203 18.24 6,612 17

DS-TB start treatment 5 years 

and older 
90% 8 804 93.57 8,448 74.79 7,919 77.14 8,743 95 6,256 94.6

DS-TB Sputum smear positive 

died before treatment started
<2% 193 2.05 83 0.73 117 1.14 118 1.28 212 3.2

DS-TB Sputum smear positive 

lost to follow up patient
<2% 412 4.38 294 2.60 313 3.05 243 2.83 264 3.9

% % % % %
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Figure 32: Trends in monthly or quarterly case notifications of people newly diagnosed with TB from January  
2020ςJune 2021, selected high TB burden countries ς South Africa 

 The black line indicates the average number of monthly or quarterly case notifications in 2019. 

 
 Source: WHO, GLOBAL TUBERCULOSIS REPORT 2021 

With the communicable diseases such as TB and HIV, the other possible reason for decline could be 

attributed not only to hard lock down in beginning of 2020/21 financial, this could also be due to possible 

low infection rate because of restricted movements and fear of contracting COVID-19. 

Table 13: All TB Treatment Success Rate  
2015 2016 2017 2018 2019 

Free State 13 012 80.9% 11 103 80.3% 9 007 77.7% 8 613 78.1% 8 426 77.1% 

Fezile Dabi 1 738 77.6% 1 621 79.2% 1 330 76% 1 466 78.6% 1 415 77% 

Lejweleputswa 3 651 80.4% 2 852 79.2% 2 015 75.3% 1 899 78% 2 043 74% 

Mangaung Metro 3 811 82.4% 3 317 81.2% 2 494 77.4% 2 628 78.4% 2 560 78.6% 

Thabo 
Mofutsanyana 3 007 83% 2 543 81.3% 2 339 82% 2 043 78.1% 1 869 79.2% 

Xhariep  805 75.9% 650 79.9% 590 74.5% 577 75.8% 539 75.3% 

 

The Treatment Success rate for all TB cases (Pulmonary TB and Extra-pulmonary TB) is an indicator that the 

province strives to achieve (Table 1). The general trend over the years is that a target of 80% was achieved 

with 80.9% in 2015 and 80.3% in 2016. For the years where the target was not achieved, it was missed by a 

margin of between 1.9% and 2.9%. Thabo Mofutsanyana district continuously achieved the target between 

2015 and 2017, with a slight decline of 1.9% in 2018 and 0.8% in 2019. Xhariep district recorded the lowest 

treatment success rate reported over the years (74.5% in 2017).  

Table 14: All TB cases - Death Rate 
 

2015 2016 2017 2018 2019 

Free State 1 693 10.5% 1 400 10.1% 1 226 10.6% 1 108 10% 1 160 10.6% 

Fezile Dabi 344 15.4% 284 13.9% 266 15.2% 236 12.7% 225 12.2% 

Lejweleputswa 395 8.7% 272 7.6% 245 9.2% 206 8.5% 271 9.8% 

Mangaung Metro 430 9.3% 338 8.3% 290 9% 256 7.6% 277 8.5% 

Thabo 
Mofutsanyana 

428 11.8% 397 12.7% 319 11.2% 317 12.1% 312 13.2% 

Xhariep  96 9.1% 98 12% 96 12.1% 93 12.2% 75 10.5% 

 

The target for the death rate is less than 10% per annum. This target was only achieved in 2016 and 2018 

(Table 3). The two districts that achieved this target over a five-year period, reporting below 10%, were 

Mangaung Metro and Lejweleputswa.  On average, the two districts; Fezile Dabi and Thabo Mofutsanyana 
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have been reporting higher death rate, and Fezile Dabi reporting the highest death rate in the province. 

However, according to the WHO Global Tuberculosis Report 2021, the most immediate consequence of the 

large drop in the number of people newly diagnosed with TB in 2020 is an increase in the number of people 

who died from TB in 2020, at all levels: global, regional and country. More people died due to TB during the 

start of the COVID-19 pandemic, undoing all the progress made in reducing TB deaths and relapses 

worldwide. 

Table 15: All TB Cases - Loss to follow up 

 2015 2016 2017 2018 2019 

Free State 916 5.7% 790 5.7% 822 7.1% 1 008 9.1% 1 211 11.1% 

Fezile Dabi 109 4.9% 74 3.6% 96 5.5% 127 6.8% 178 9.7% 

Lejweleputswa 308 6.8% 295 8.2% 319 11.9% 283 11.6% 409 14.8% 

Mangaung Metro 317 6.9% 268 6.6% 246 7.6% 376 11.2% 379 11.6% 

Thabo Mofutsanyana 126 3.5% 105 3.4% 113 4% 153 5.8% 152 6.4% 

Xhariep 56 5.3% 49 6% 73 9.2% 69 9.1% 93 13% 

  

The loss-to-follow-up rate target was achieved between 2014 and 2016 (Table 3). In 2017, an increase to 

7.1% was reported and this continued to worsen in 2018 to 9.1% and in 2019 to 11.1%. It was this result 

recorded in 2018 that contributed to the appointment of Linkage Officers, whose main role is to limit the 

loss-to-follow-up rate, improve adherence to treatment, thus positively impacting on the treatment success 

rate. 

      Table 16: RR/MDR - TB Outcomes 

Period Number started 
on treatment 

Treatment 
Success Rate 

Death Rate Loss to follow 
up rate 

Treatment 
Failure Rate 

Not evaluated 
Rate 

2014 523 46% 25% 24% 1% 2% 

2015 467 48% 27% 19% 2% 3% 

2016 467 52% 25% 17% 1% 2% 

2017 407 61% 21% 15% 1% 0% 

2018 349 65.9% 17.8% 14% 0.6% 0.3% 

 

The number of patients initiated on DR-TB treatment fluctuated over the years (Table 4), with the lowest 

recorded in 2018. The highest number of patients initiated on treatment was 523, which was recorded in 

2014. Globally, the burden of MDR-TB or RR-TB (MDR/RR-TB) is stable, [WHO Global Tuberculosis Report 

2021]. However, South Africa is ranked amongst the top 10 countries contributing that account for about 

70% of the global gap between the estimated global incidence of MDR/RR-TB each year. 

Treatment Success Rate 

There is an increase treatment success rate. The highest treatment success rate was recorded in 2018 at 

65.9%, then 61% in 2017; the lowest was recorded in 2014 at 46%. The improvement of this indicator is 

attributed to the introduction of the anti-TB drug, Bedaquiline, which was included in the short regimen. 

The use of Bedaquiline has ƛƳǇǊƻǾŜŘ ǇŀǘƛŜƴǘǎΩ ƻǳǘŎƻƳŜǎ, especially because the treatment period was also 

shortened to 9-11 months as opposed to the traditional 24 months.  

 

Death Rate 

Table 4 above portrays a decline in death rate. The lowest death rate was recorded in 2018 at 17.8% with 

the highest seen in 2015 at 27%. More than half of these cases were patients that died in the early stages of 

treatment, and this gap has since improved leading to the decline recorded in 2018.  
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Loss to follow up rate 

The loss-to-follow-up rate has hugely improved with the steady decline observed over the last five years in 

comparison on table 4 above. The lowest recorded in 2018 at 14% compared to the 24% that recorded in 

2014. Both loss to follow up and death rates have declined when the treatment success rate is showing an 

increase. Treatment failure has also declined, whereas not evaluated clients shows a slight increase from 

0% in 2017 to 0.3% in 2018. 

 

COVID-19 PANDEMIC IN THE PROVINCE  

Global health systems have been under enormous pressure because of the COVID-19 pandemic. Health 

systems globally are being challenged by increasing demand for care of COVID-19 patients, over and above 

the need to protect at-risk populations and to address their existing comorbidities. Since the COVID-19 

pandemic began, the health systems have been confronted with an unprecedented demand for health 

services. The Free State province was already dealing pre-existing burden on disease, and additional load of 

COVID-19 related morbidity and mortality in the community and amongst healthcare increased this pressure 

immensely. COVID-19 led to major disruptions in the provision of both routine and essential health services; 

HIV, TB, MCWH and NCDs.  As we incorporate the lessons learned and build forward toward a more resilient 

provincial health system, the COVID-19 outbreak has presented a chance for renewal and a reset of the 

departmental annual plans.  

Figure 33: Overview of the different COVID-19 waves in the Free State 

 
Source: COVID-19 Mortality Report_Free State: 2022 

 

The above graph demonstrates the dynamics from different waves in the Free State Province. The 3rd wave 

was protracted, but the province remained resilient despite having been among the provinces which had 

high infection rate. Mangaung Metro has been and remains the COVID-19 epi-centre in the province while 

other districts took turns with fluctuating weekly infections. 

According to the study by [Mokoena, R.S et al: 2022, COVID-19 Mortality Report_Free State]: 2nd wave had 

a much larger impact over time than the first wave because the new SARS-CoV-2 variant was 50% more 

transmissible than the first and second variant. The increase resulted in nearly 20 000 deaths [in the country] 

over just two months, with a significant increase in hospital admissions and an over exertion on health 

facilities, including all the relevant staff and entire value chain. The second major COVID-19 surge in cases 

did impact the Free State province significantly in terms of the in facility, and out of facility mortalities due 
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to a variety of known, and unknown factors, [Mokoena, R.S et al: 2022, COVID-19 Mortality Report_Free 

State]. Below are the audited deaths by comorbidity and hospital type in the province. 

Figure 34: Stratification of the various clinical co-morbidities of the study sample by district, Free State Province, 2020- 
2021

 
Source: COVID-19 Mortality Report, Free State: 2022 

 

While COVID-19 fatality rate remained between 3.8 to 4.5% throughout the entire pandemic period in the 

province, the figure above depicts the fact that people with comorbidities remain at risk. Currently, the daily 

incidence rate per 100 000 population is slowing down after the Omicron variant, which was more 

transmissible but a reduced risk of hospitalization and disease severity compared to Delta. Reduction in risk 

of hospitalization can attributed to immunity from previous infections or vaccination and Omicron may be 

less virulent but highly divergent variant with a high number of mutations, [WHO; Enhancing response to 

Omicron SARS-CoV-2 variant: 21 Jan 2022]. Population density played a major role in the province to contain 

the  spread of the virus and including the  implementation public health and social measures , from Xhariep 

district to Thabo Mofutsanyana. On one hand, case fatality rate is lower in Xhariep district but higher in 

Thabo Mofutsanyana. However, this fluctuates over time. 

Vaccine roll-out in the province 

Health is a socio-economic right that affects the quality of life and productive capacity of South Africans, as 

ǿŜƭƭ ŀǎ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ƎǊƻǿǘƘ ǇǊƻǎǇŜŎǘǎΣ ώwŜǾƛǎŜŘ a¢{C 2019-2024]. Vaccine roll out will 

ensure that the rampaged economy goes back to normal, economic activities that were undone by the 

COVID-19 pandemic are restored. The pandemic has left many in desolate, in vulnerable state, massive job 

losses incurred, increased levels of inequality and poverty, school drop-out increased, to name a few. It has 

undone all the economic and social gains of the past few years, not limited to the social determinants of 

health.  

The goal of the vaccine initiative in the province is to achieve 70% coverage with COVID-19 vaccines as 

imperative and key prevention to minimize further spread of the COVID-19 virus in the Free State province, 

this will require the need to vaccinate approximately 1,540 million people. Currently the province manages 

an average of 160 active vaccination sites per week in the public sector and 99 in the private sector and 

private clinical operators through the support of Solidarity Fund. These sites include a mixture of sites 

typology including fixed health care facilities, outreach mobile sites, clinics, pop-up vaccination sites 

conveniently based at most retails stores and high traffic areas, to ensure easy access to vaccinations. To 

many vaccine roll-out spells hope, while on one hand there some level of vaccine hesitancy in the province. 
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The department in collaboration with private sector and other partners are providing health education on 

how vaccines work and the importance and benefits of vaccinating against COVID-19.  Mass campaigns and 

community mobilizations are happening to eradicate vaccine hesitancy.    

While there is progress in vaccination coverage, the province still needs to do more in order to reach heard 

immunity. To date [18/02/2022], there are 1 747 451 vaccines administered. The department is ranked 

amongst the top provinces in terms of COVID-19 vaccination coverage. Below is the graph demonstrating 

vaccine roll-out in the province and districts. 

Figure 35: Provincial update on COVID-19 Vaccinations 

  
Source: FSP_COVID-19 Situational Report, 18 Feb 2022 

 

Lessons learnt 

There are still challenges in the sector, COVID-19 response has highlighted the need for a multi-disciplinary 
public health approach, with surveillance, laboratory and health care and information systems, among 
others, need intersecting and coordinating as part of a larger public health emergency response system. 

¶ Strengthen the health sector coordination and governance in the province.  

¶ Strengthen public-private partnerships, including inter-sectoral collaborations. 

¶ Strengthen health information and surveillance systems at provincial level to monitor trends, guide 
policy actions and swift responses at local levels. [Accurate and reliable data has proven to be crucially 
important in the fight against COVID-19]. 

¶ District response teams to be strengthened and capacitated to be able to rapidly deal with localized 
outbreaks/pandemic in future. 

¶ To invest in technology and innovation hubs [4th IR, resources, good and reliable]. 

¶ Ensure health system readiness against other pandemics, including the enhancement capacity of 
facilities to mount effective responses.  

¶ Effectively engagement with the communities to guard against their own health and communicate the 
public health risks and the related mitigation measures in various settings. 

¶ Establish and/or reconfigure clear continuum of care pathways for pandemic response.  

¶ Scale-up Infection Prevention and Control (IPC) measures as per national guidelines in isolation, 
treatment facilities, public spaces and communities.  

¶ Enhance screening capacity at key ports of entry and augment the environmental health hubs. 

¶ Detect COVID-19 cases early through enhanced monitoring of resurgence alert and response indicators.  

¶ Reinforce implementation of COVID-19 prevention interventions at community level. 

¶ Ensure continuous implementation of service delivery priorities through integration of COVID-19 with 
existing health priorities.  

¶ Sustain and optimise health system capacity to respond to resurgence in COVID-19 cases. 
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¶ Support development of innovations and new technology aimed at improving overall COVID-19 
response. 
 

Non-Communicable Diseases [NCDs] 

Non-communicable diseases are some of the common causes of death in South Africa including in the Free 
State. According to the [National Strategic Plan for NCDs 2021-2026 Draft V May 2020]; these are defined 
as medical conditions or diseases which are non-infectious and cannot be passed from person to person. 
άb/5ǎ Ƴŀȅ ōŜ ŎƘǊƻƴƛŎ ŘƛǎŜŀǎŜǎ ƻŦ ƭƻƴƎ ŘǳǊŀǘƛƻƴ ŀƴŘ ǎƭƻǿ ǇǊƻƎǊŜǎǎƛƻƴΣ ƻǊ ǘƘŜȅ Ƴŀȅ result in more rapid 
death such as sudden stroke.έ 
 
According to the South African Demographic and Health Survey (SADHS:2016), 42% of 158 097 elderly men 
and 63.1% of 252 185 elder women were found to be hypertensive. This ranked the province 2nd highest in 
South Africa after Western Cape Province. 16.5% of 94 088 elderly men and 20,7% elderly women were 
found to have diabetes. Hypertension, Cardiovascular diseases and diabetes are among the top 10 leading 
causes of death among the elderly population in the province [Selected health indicators among elderly: 
[Finding from SADHS 2016, General Household Survey (GHB) 2016, Mortality and cause of death (MACoD) 
2016]. Management of NCDs is thus crucial to prevent and or reduce premature mortalities. 
 
Figure 36: Hypertension 18 yrs & older screened -2020/21 

 
  

In 2020/21, hypertension new client 18 years and older detection rate is higher in Mangaung Metro [12 per 
1 000 population], and lowest reported in Thabo Mofutsanyana [4.6 per 1 000 18 years and older]. The 
above picture indicates relatively high incidence of hypertension in all the age groups despite low crude 
numbers and lower percentage of individuals eligible for treatment after screening. The highest percentage 
reported is in Mangaung Metro and Lejweleputswa, both at 2.9%. However, the numbers could be higher 
but because of the COVID-19 pandemic, many health services were negatively affected during the hard 
lockdown; low headcounts in health facilities and number of people accessing services. The department is 
monitoring the implementation of catch up plans in all districts to return all patients to care and improve 
access to services.  

 

 

 

 

 






























































































































































































































