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Executive Authority Statement

¢KS HnHnkHp FAYFYOALFf @SIFNI NBLINSaSyida (GKS dz GAYFGS
linked to the Revised MTSF 2019/2024. Therefore, this APP consolidates the gains realised during the past strategic
four years and direct all &frts at achieving the strategic plan targets.

Going into 2023/24 financial year, we had identified critical issues for improved health service to the Free State
community. These included improving access to health care service, improving the ambulance response times,
reducing the patient queues and Wiag times, digitising selected processes and records, as well as ensuring
woman empowerment.

Key strides were made on digital health, e.g., the ongoing digitisation of patient files, implementation of the patient

information system and the Bophelo App for the booking of ambulance calls. While the decanting of stable clients
on chronic medicationa the CCMDDs progressively reduces the patient queues, this continues to be an issue that
requires ongoing concerted efforts.

We are fully cognisant of the myriad of challenges facing both the government as a whole and the health sector, in
the form of the interplay between the fascial pressures and the @venreasing demand for health services. This
environment calls for effient patientfocused services that prioritises the achievement of health outcomes that
will improve the longevity and quality of the lives of the people of the Free State Province.

We shall continue our endeavours to achieve our vision of Long and Healthy Life for Free State Community and
increasing life expectancy. Our efforts will entail comprehensive health services that comprise health promotion,
disease prevention, curative séres and rehabilitation. The key priorities will remain the reduction of deaths
related to mothers and new born babies, communicable diseases andoramunicable diseases.

The department is fully intentional in achieving the targets set out in this APP. As the executive authority | give my
unequivocatommitment on the implementation of the FSDOH APP 2024/25.

MS NOKWANJE SELINA LEETO (MPL)
Member of Executive Council

Free State Department of Health
Date:31/03/2024
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Accounting Officer Statement

The vision of the Free State Department of Healtlorigg and healthy life for the Free State Communitlrich

Ad Ay GFyRSY 6AGK GKS 2F ARSIt AyONBIF&aSR tAFTS SELISOI
from the National Health AdtAct 61 of 2003), the NDP Implementation Plan and the revised Medium Term
Strategic Framework (MTSF) 2019/2024. In addition, the performance imperatives for the department emanate

from the FS Growth and Development Strategy and FS State of the ProvimesA2ia24.

In line with the FSDOH Strategic Plan 2020/2025, the department has identified eleven key outcomes to be
achieved. Crucial among those, are the reduction of morbidity and premature mortalities related to mothers,
neonates, children aged under 5 years, commigable diseases and na@emmunicable diseases. To
operationalise the APP, there are clear interventions, which will be the basis of the entemuiseAnnual
Operational Plan 2024/25.

The thrust of this APP is on the provision of accessible comprehensive health care services to the Free State
population. To this end, the department will strive to improve the EMS response times and enhance access to
PHC, decanting of stable chronic cteeto CCMDDs and clinical outreach programmes.

The departmentvill continue to implement ideal health faciliffameworkto improve quality of health services
in preparation for NHI. In an effort to strengthemnality and improve access to health servithe,department
has contracted 35 general practitioners at primary health care across all five districts in the province.

We have also made significant strides on the strengthening of the health system through effective support
services, which include the digital health space and audit outcomes. We shall therefore fully integrate the digital
systems that were instituted inhe 2023/24 FY, Bophelo App, HMS2 and tHeeeruitment system, while
consolidating the unqualified audit outcomes achieved in the audit of predetermined objectives.

We are fully alive to the fiscal realities under which the department must operate, which necessitates ongoing
improvement in both allocative and productive efficiency. The department will thus endeavour to ensure the
achievement of the set targets and pleed outcomes within the available resources.

Mr. MNG Mahlatsi

Accounting Officer

Free State Departmentf Health
Date:31/03/2024
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It is hereby certified that this Annual Performance Plan:

A Was developed by the management of the Department of Health under the guidance of Honorable
NS LEETMPL);

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

A Accuratelyreflects the Outcomes and Outputs which the Free State Department of Health will endeavor
to achieve over the period 2024/252026/27.

Mr. Mzonakele Fikizolo Adv. Molemane Thebe
Manager: Programmes 1.& Manager: Progr.

Signature: / ; %—7 b Signature: 7

Date: 31/03/2024 / _ 3 Date: 31/03R024__—"

/ L_/
f
Dr.BE Mzangwa | Mr‘ Tekoet5|le Morema
Manager: Programmes 2,3,4,5& 7 {
1
/7 Signature: \ MLL

ign tuf}e < A ,
Dﬁ /0372024 /_,.«"" o Date: 31/03/3GR4

‘Mf Bakang Oliphant
>4qr Planning
]

Head Official responsi

Signature:
Date: 31/03/202

Mr. MNG Mabhlatsi
Accounting Officer

Signature:
Date: 31/03/20

Approved by:

Signature: @

Hon. Ms Nokwanje Selina Leeto (MPL) Executive Authority
Date:31/03/2024
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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 Afrioagt no. 108 0fL996,places obligations on the state to progressively
realise socieeconomic rights, including access(&dfordable and qualityhealth care.

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

Section 9 of the Constitutiostates 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 protectisigbf, a

CKAA YIF& FINAAS Ay NBilGAz2y G2 | O00SaaAy3a 2ySQa 26y Y
lodging a complaint or for giving consent for medical treatment; and

1 This right also enables people to exercise their autonomy in decisions related to their own health, an important

part of the right to human dignity and bodily integrity in terms of sections 9 and 12 of the Constitutions
respectively

f
f

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

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

Section 28 of the Constitutioh N2 A RSa (Kl G SOSNEB OKAfR KlFa (GKS NRARIKG G
services and social services.

Legislative and Policy Mandates

7

[ SAAatlGA2y FrEfAy3d dzyRSNJI GKS 5SLINIYSyd 2F 1 SFtE

A National Health Act, 2003 (Act No. 61 of 2003 rovides 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:

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

the national health system in South Africa;

o0 provide for a system of coperative governance and management of health services, within national guidelines,

norms andstandards, in which each province, municipality and health district must deliver quality health care
services;
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establish a health system based on decentralised management, principles of equity, efficiency, sound
governance, internationally recognized standards of research and a spirit of enquiry and advocacy which

encourage participation;

promote a spirit of ceoperation and shared responsibility among public and private health professionals and
providers and other relevant sectors within the context of national, provincial and district health plans; and
create the foundation of the health casystem andunderstood alongside other laws and policies which relate

to health in South Africa.

Medicines and Related Substances Act, 1965 (Act
No. 101 of 1965) Provides for the registration of
medicines and other medicinal products to ensure
their safety, quality and efficacy, and also provides
for transparency in the pricing of medicines.
Hazardous Substances Act, 1973 (Act No. 15 of
1973) - Provides for the control of hazardous
substances, in particular those emitting radiation.
Occupational Diseases in Mines and Works Act,
1973 (Act No. 78 of 1973)Provides for medical
examinations on persons suspected of having
contracted occupational diseases, especially in
mines, and for compensation in respect of those
diseases.

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

Health Professions Act, 1974 (Act No. 56 of 1974)
- Provides for the regulation of health professions,
in particular medical practitioners, dentists,
psychologists and other related health
professions, including community service by these
professionals.

Dental Technicians Act, 1979 (Act No.19 of 1979)
- Providesfor the regulation of dental technicians
and for the establishment of a council to regulate
the profession.

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

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

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

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

the termination of pregnancies based on choice
under certain circumstances.

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

Medical Schemes Act, 1998 (Act No.131 of 1998)
- Provides for the regulation of the medical
schemes industry to ensure consonance with
national health objectives.

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

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

National Health Laboratory Service Act, 2000 (Act
No. 37 of 2000) Provides for a statutory body
that offers laboratory services to the public health
sector.

Nursing Act, 2005 (Act No. 33 of 2005yrovides
for the regulation of the nursing profession.
Traditional Health Practitioners Act, 2007 (Act
No. 22 of 2007) Provides for the establishment of
the Interim Traditional Health Practitioners
Council, and registration, training and practices of
traditional health practitioners in the Republic.
Foodstuffs, Cosmetics and Disinfectants Act,
1972 (Act No. 54 of 1972) Provides for the
regulation of foodstuffs, cosmetics and
disinfectants, in particular quality standards that
must be complied with by manufacturers, as well
as the importation and exportation of these items.
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A Criminal Procedure Act, 1977 (Act No.51 of 1977), funds by functionaries, their responsibilities and
Sections 212 4(a) and 212 8(a)Provides for incidental matters.
establishing the cause of namatural deaths. Promotion of Access to Information Act, 2000 (Act
A Children's Act, 2005 (Act No. 38 of 2005)he Act No.2 of 2000) - Amplifies the constitutional
gives effect to certain rights of children as provision pertaining to accessing information
contained in the Constitution; to set out principles under the control of various bodies.
relating to the care and protection of children, to Promotion of Administrative Justice Act, 2000
define parental responsibilities and rights, to make (Act No.3 of 2000} Amplifies the constitutional
further provision regarding children's court provisions pertaining to administrative law by
A Occupational Health and Safety Act, 1993 (Act codifying it.
No.85 of 1993)- Provides for the requirements Promotion of Equality and the Prevention of
that employers must comply with in order to Unfair Discrimination Act, 2000 (Act No.4 of 2000)
create a safe working environment for employees Provides for the further amplification of the
in the workplace. constitutional  principles of equality and
A Compensation for Occupational Injuries and elimination of unfair discrimination.
Diseases Act, 1993 (Act No.130 of 199Byovides Division of Revenue Act, (Act No 7 of 2003)
for compensation for disablement caused by Provides for the manner in which revenue
occupational injuries or diseases sustained or generated may be disbursed.
contracted by employees in the course of their Broadbased Black Economic Empowerment Act,
employment, and for death resulting from such 2003 (Act No.53 of 2003} Provides for the
injuries or disease. promotion of black economic empowerment in the
A National Roads Traffic Act, 1996 (Act No0.93 of manner that the state awards contracts for
1996) - Provides for the testing and analysis of services to be rendered, and incidental matters.
drunk drivers. Labour Relations Act, 1995 (Act No. 66 of 1995)
A Employment Equity Act, 1998 (Act No.55 of 1998) Establishes a framework to regulate key aspects of
- Provides for the measures that must be put into relationship between employer and employee at
operation in the workplace in order to eliminate individual and collective level.
discrimination and promote affirmative action. Basic Conditions of Employment Act, 1997 (Act
A State Information Technology Act, 1998 (Act No.75 of 1997} Prescribes the basic or minimum
No0.88 of 1998)- Provides for the creation and conditions of employment that an employer must
administration of an institution responsible for the provide for employees covered by the Act.
aitrisQa AYyF2NXYEGAZY (SOKWA2 EatbPof s toPObR Premises and Vehicles
A Skills Development Act, 1998 (Act No 970f 1998) Act, 1985 (Act 53 Of 1985) Provides for the
Provides for the measures that employers are safeguarding of certain public premises and
required to take to improve the levels of skills of vehicles and the protection of the people in or at
employees in workplaces. these public premises and vekscl
A Public Finance Management Act, 1999 (Act No. 1

of 1999)- Provides for the administration of state

Health Sector Policies anStrategies over the Fivwear Planning Period

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
efficiencyand 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
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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. Al Yy ONB I aAy 3 ftAFS SELSOGIyOeé A& 620K Iy AYyRAOI (2N
Universal Health Coverage.

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 ehsure tha
everyone has accego appropriate, efficient, affordable and quality health services.

Progress on The Bill: The National Assembly (NA) passed the National Health Insurance (NHI)'Bilioa 20223. It

was referred to the Select Committee on Health and Social Services of the NCOP on thel3 June 2023, followed by a
briefing by the National Department of Health. All the provincial briefings and public hearings on the Bill were conducted
between July and October 2023 and the Commiittee finalised and adopted it without amendments on 21 November 2023.
The Bill was referred to the President famactment.

Preparations are under way to publish the immediate essential regulations that will enable the establishment of the
Board, Board Committees, Advisory Committees and for the Board to appoint a CEO. However, this preparatory work is
being challenged in coudand further court challenges can be expected once the law is enacted.

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 framewthkoverarching goathat measures

AYLI OG A& a! §SNIF IS YIES YR FSYFES fATFTS neE4Aipdsimeasde | i
health outcomes requiring the health system teeduce premature mortality and morbidity Last4 goals are tracking

the health system that essentiallyneasure inputs and processés derive outcomes.

Figurel: NDP 2030 Goals

What™?

Goal 6a: Strengthen the
District Health System

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

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

Goal 8: NHI - Universal health care coverage achived

Goal 6: Complete health systems reforms

Inputs and Process



Sustanable Development Goals

Figure2: Sustainable Development Goals
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GOOD HEALTH
AND WELL BEING

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

3.1By 2030, reduce the global matermabrtality ratio

to less than 70 per 100,000 live births

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

3.3By 2030end the epidemics of AIDS, tuberculosis,
malaria and neglected tropical diseasesd combat
hepatitis, = waterborne  diseases and  other
communicable diseases

3.4 By 2030reduce by one third premature mortality
from non-communicable diseasethrough prevention
and treatment and promote mental health and well
being

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

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

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

3.8 Achieve universal health coverage, including
financial risk protection access to quality essential
health-care services and access to safe, effective,

quality and affordable essential medicines and vaccines
for all.

3.9By2030, substantially reduce the number of deaths
and illnesses from hazardous chemicaed air, water
and soil pollution and contamination

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

3.b Support the research and development of vaccines
and medicines for the communicable and noen
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 tte 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 healtlnd, in
particular, provide access to medicines for all

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

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



Medium Terntrategic Framework [MTSF] 262924

Pagel5of 180

The year 2024/2025 marks a transitional period in preparation for thé@ministration which will outline the
medium priorities through the Mediudierm Strategic Framework for the next fiyears building on the

achievement of the 6th administration. The health sector has over the past 5 years aligned with priorities to
eliminate avoidable and preventable deaths (survive); promoting wellness and preventing and managing illness

(thrive); and transforming health systems, the patient experience of careméiighting social factors determining
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Health Summit compact, as outlined in the table below.

Tablel: MTSF & NDP Implementation Plan 202024
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MTSF
20192024
Impacts

2 OUTCOME [Goal 1]:
© 2R g | Increase Life

£ § 2 9 | Expectancy improve
=T 2 Health and prevent
3 < § ® Disease
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Improve health outcomes by
responding to the quadruple burde
disease of South Africa

Inter sectoral collaboration to addr,
social determinants of health
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Presidential Health Summit Compact Pill}

N/A

OUTCOME [Goal 2]:
Achieve UHC by
Implementing NHI

Progressively achieve Universal H
Coverage through NHI

Pillar ZEngage the private sector in impro
the access, coverage and quality of healt
services; and

Pillar 6timprove the efficiency of public se
financial management systems and proce

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

4. Improveuality and safety of care Pillar Stmprove the quality, safety and qu
of health services provided with a focus ¢
primary health care.

5. Provide leadership and enhance Pillar 7Strengthegovernance and leaders

governance in thealth sector for
improved quality of care

to improve oversight, accountability and
system performance at all levels

Improve community engagesmeint

reorientate the system towards Pr
Health Care through Community b
health Programmes to promote he

Pillar 8Engage and empower the commu
to ensure adequate and appropriate
communifyased care

Improve equity, trainingearigince
management of Human Resource
Health

Pillar 1ZAugment Human Resources for H
Operational Plan

Improving availability of medical
products, and equipment

Pillar 2Ensure improved access to essen
medicines, vaccines and medical produc|
through better management of supply ch
equipment amaachinery.

Pillar 6tmprove the efficiency of public se
financial management systems and proc

Robust aneffective health informat
systems to automate business
processes and improve eviedemsed
decision making

Pillar 9Develop an Information System th
guide the health system policies, strategi
investments

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

Universal Health Coverage for all South Afeemeved and all citizens protected from the

catastrophic financial impact of seeking health care by 2030

. Execute the infrastructure plan to

ensure adequate, appropriately
distributed and wakintained health
facilities

Pillar 3Execute the infrastructure plan to
ensure adequate, appropriately distribute
wellmaintainelealth facilities

bl A2y
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Court Ruling with Significant Ongoing Impact on the Operations of the Department

NOYILA JUCEMENT

In the matter of TN obo BN v TMember of the Executive Council for Health, Eastern Cape, the Eastern Cape High Court ruled
that the Department had provided sufficient evidence to support the development of the common law in favour of
compensation by way of future medical care insteaduofip sum payments for future medical expenses, and also structured
payment instead of a oneeff lump sum payment where future care was not indicated.

However, the claimant has filed an appeal in the Supreme Court of Appeal against the judgment. The Health departments of
the provinces of the Free State, Gauteng, Limpopo, North West, Mpumalanga, KwZaland Northern Cape are lodging
an application ¢ join the SCA proceedings as amici curiae for the following reasons:

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

2. The Eastern Cape court heard evidence on various matters including the need to dewelonlaw. During the trial
the experts made references to the provinces in their respective reports and in their evidence. This was a clear recognition
GKFG tGK2dzZaAK GKS YIFIGGSNI O2yOSNYSR GKS 91 ad SNyningkolLJS 5S1
other provinces were relevant.

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

4. In the circumstances, the other provinces have a clear interest imtiger andare able to offer assistance to the SCA
in its determination of the issues before it.

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

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

7. If admitted, the submissions of the provinces will draw on broader and -mtevincial considerations, and thus be
premised on facts and evidence not before the SCA.

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

8.1 An overview of the provincial budget process.

8.2 An expenditure trend analysis for the past 5 to 10 years in relation to the rediglclaims paid within that period.

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

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

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

8.6 The measures being taken to ensure that if an award is made in respect of a plaintiff residing in a particular province,
such an award can be implemented in another province.
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Vision
Healthy and long life for Free State community.

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

Values

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

Accountability

Responsiveness

Respect
Empathy

v > > D>
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Overview of Province

The Free Statprovince centrallyocated in South Africand it isbordered by the Northern Cape, Eastern Cape,
North West, Mpumalanga, KwaZtuNatal and Gauteng provinces, as welltlas country ofLesotho. The Free
State is a rural province of farmland, mountains, goldfields and widely dispersed towngroVireeis divided

into one metropolitan municipality (Mangaung Metropolitan Municipality) and four district municipalities, which
are further subdivided into 20 local municipalitieBelow is the Free State map rdarcaed per local
municipalities.

Figure3: Free StatdProvincemap

Free State Districts and Local Municipalities
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Free Statgrovinceis geographically thehird largestin South Africa, it has the secosdallest population and

the secondlowest population density. It covers an area of 129 825km?2 and has an estimated population of more
than 2.9 million which constitutes4.8% of the national populationof about 62 million. The capital city is
Bloemfonteinand itis alsd 2 dzii K | F NA O . Dhe otiedbiRygeOrdwing in ti@rovirddeiindiutie Welkom,
Kroonstad, Sasolburg and Bethlehem.

The economy isnostyR2 YAY I 4§ SR o6& I ANAOQdAZ G§dzZNBSX YAYyAy3d FyR Yl yd
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 wh&a¢6 of sorghum, 33% of potatoes, 18% of red meat,

30% of groundnuts and 15% of wool. With mining being a major employet @ @A y OS A & -laigsE & 2 NI
gold producer. It is a leader in the chemicals industry, being home to the giant syrfilldsccompany, Sasol.

The Vredefort Dome, a crater measuring 10km in diameter, is in the Ngwathe Municipality of the Free State
Province and about 100kmsouthS a i 2F W2KlI yySaodz2NH® LG A& {2dziK ! FNX
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Demography

Free State has the second smallest share of the South African population, constdi@¥agf the country
population. It is estimated that the province hapepulation ofaround2.9 million and population density of 201

km?, with most of the population residing in the Mangaung Metro and Thabo Mofutsanyana District. Xhariep
District is sparsely populated of the five distriatsd hassmallest population sharéccording tdStats SA2023,
average population growth in the Free State was estimated at 0.7% per annum which is about half of the population
growth of the country at 1.47%.

Table2: Population growth by District in FS 2012, 2017 & 2022 [N&4&

2012 2017 2022 Average Annual growth
Mangaung 801000 843 325 877234 0.4%
Xhariep 124000 126 566 127 119 0.8%
Lejweleputswa 632000 641 026 643 503 0.8%
Thabo Mofutsanyaa 741000 752459 756 397 1.2%
Fezile Dabi 500000 501 831 505879 0.4%

Free State 2797634 2865207 2 964 412

Thediagrambelowshows the percentage share of population per province in &&. $tatehas the second smallest
share ofpopulationin the country, followed by the Northern Cape ProvinBepulationcensusestimates 022022
indicate the decline in fertility rates in the provindéhedeclineisfrom 2.69% between 2002006 toan estimated
2.27%between2021-2026. Hgher percentage obopulation growth is observeith Thabo Mofutsanyanat 1.2%,
followed byXhariep and Lejweleputswastricts by 08% whilethe leastgrowth is experienced iRezile Dabi district
and Mangaung Metrat 04% in 202.

Figure4: Share of Population per Province in SA 2022
B Gauteng

Morthern Cape

" Free State

Morth-West B KwaZulu-Natal

= NMpumalanga

® Limpopo Eastern Cape

= Western Cape

Source: South Africa Regional eXplorer v2375

The population pyramid below shows the provincial population growth projections by agmd it depictsthe
currentsmaller share of young working age population in the Free State, agedOHowever, in 2027 it depicts
an increase in youth population and economically active populatiaing the same period, there is also an
indication of aslight increase in older population which means mdependenciegor the province in future. The
projectionsshow thatFree State isrmongstthe province with higher number of oldepopulationsthough not
the highest. Itis slightlipwerthan national average goopulation15 to 59 years, of which most in this age category
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are economicallactive populationHowever, thestructure of female population is still more in numbers than that
of male counterpartsat around47.6% males and%4% femalesProvinciaimedian agehas increased from 2ih
1996to 28in 2022and it ison par withnationalone.

Figure5: Free State Population Structure 2B2s. 207
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The increase in less economically active populatmuid inrplicatehigher levels of dependency of older population

in the province. This calls for improvedovision ofsocial serviceswhich includehealth careservicesto meet

future demands despite the limited resourceBhis 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.

ThoughCOVIEL9 pandemichas had adevastating social and economic impaeorld-wide there is a slight
improvement in nortality patterns The number of excess deatissalso on the decline and life expectancy has
increased slightly as wellhis is noticeable in the slighmiciinein life expectang across all provinces.

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 circumstancdsr 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 202he medicahidinsurance coverageas delined nationally from 17.2% in 2019 to
15.2% in 2020. Free State province remains below the national average at 12.2% coverage. Thitheneans
provincial uninsured population is estimatedabund87.8%.

Life Expectancy

Life expectancy at birth reflects an overall mortality level of a populaByr2022, measures of mortality indicate

an improvement in Life expectancy at birth moving from 61.7 years in 2021 to 62.8 years in 2022.

According thgStats SA migiear population estimates:2022ife expectancy at birth for males declined from 62.3

in 2020 to 59.2 in 2021 (3year drop) and from 68.4 in 2020 to 64.2 for females4{Aar drop).Whilst the Life
expectancy at birth indicator is an important health indicator it should not be interpreted as a projection of an
AYRADGARdZ £t Qa fAFTSalLIly odzi NI} GKSN) aK2dZ R 0SS dzASR (2
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compared to recent trendgStats SA migear population estimate022]. The graph belovdemonstratedife
expectancy abirth by sex overtimefor both males andemales.

Figure6: Life expectancy by sex overtime, 202022
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Source: STTATSSA Midar Population Estimates 202

Free State has significantly lower life expectancy than the SA averagiémated at56.6 males and 62 f2males
years averageThelife expectancy difference betweeime Western Capéxovince which is the highest in life
expectancy is 9:-§eargapto that of Free State Province.

Figure7: Free State Life Expectancy against other Provinces in the country {2026]
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Social Determinants of Health for Province and Districts

¢KS NARIKG G2 KSIfGK OF NB A & GIBblly, it NFegodRed thst heflth drill Kealth T N ¢
outcomes are not only affected by healthcare or access to health services. They result fromimmerisional 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 rightgesrr 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 genddiscrimination, 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 pagegngyopulation size and
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segmentationrequire the Department to prioritize vulnerable population groups in service design and pravision
According to the latest Stats SA findings, Free State has second highest disability prevalence at 8.4% after Eastern
Cape at 8.5%. Thigcessitaésthe focus m health care serviceandincludingprovision of more youtHriendly

services to cater for the youegpopulation of the Province.

The province consists statteredsmalkr towns which are mainly rurandfarming areasTheseancreasinglypose

a challengein providing outreach PHC servicglrough mobile clinics and WBOT. Thisdig to poor road
infrastructureand limited resourceDue to poor road infrastructuremobile clinics are not able to reasbme of

theseareas and in addition to that, inadequate resources also play a significaninrdte provision of mobile
health servicesAs at end 0R022/23 financial yearthe province operated9 mobile clinics and had82 WBOTs
conducting PHC outreach services to households in the different wards.

The spectre of social determinants of health and diseases of lifestyle call for formabalinated intersectoral
collaboration in implementing effective targeted health education and promotion programmes in different
communitybased settings.

A selection ofomeindicatorsregardingsocial determinants of health in the Free State Province are outlined below.
Stats SA findings 2022show that there has been a@ncreasen the percentage of population receiving services.
This indicates improved quality of life in the provin8ame of the social determinants of health still affect the
quality of life negatively in the province, for instance, the high percentage of bothlubéided and femakheaded
households. Free State is ranked amongst provinces with higher percentageabé-fesaded households &0.%%6

and the country average #9.6%.According taStats SAThabo Mofutsanyandistrict has the highegtercentage
[56%]of femaleheaded households in the province.

According to theseneral Household Survef2021; access to piped water in the Free Stateiha®ased t®3.3%
above the national average of 89.1Ptowever, Mangaung Metro remains the lowest at 87.1% in comparison to
other Metros in the country whiclaverage98.1% access to piped water in their dwellings. Thabo Mofutsanyana
and FezileDabiare among the districts with less access to piped wal&e limited accessibility of clean piped
water contributes to significant public health challenges and adverse health outcomes sucthightrecidence

of diarrhoeal diseases.

Finding from Stats S&ensus 2022show thataccess to electricity has also improviedthe provincefrom 89.9%

in 2011 to 94.8%in 202. Recent spike in electricity cuts [load shedding] and water shortagesegatively
affecting service delivery and economic actidti€hishasput the already ailing economy undsevere pressure
and negativey affects economigrowth and provision of servicagationally. In the Free State, Xhariep district has
the least share of electricity for lighting and other purposes at 37 000 [4,B88ath Africa Regional eXplorer
v2375:2022]

Moreover, gatistics from[South Africa Regional eXplorer v2375:20&2onstrates that Mangaung Metro has
both the highest number of flush toiletat 213 771 and that of no toilets at 1 595. On the other hafthabo
Mofutsanyanahas the highest number of pit toileta 44 654 and Lejweleputswa has the highest number of bucket
system at 8 208followed byFezile Dahji7 345], Thabo Mofutsanyan§ 353], Mangaung [5 081] and Xhariep [1
007]. Generally, FS is thé®highest at 76.3% province with flush toilets after Western Cape and Gauteng, above
national average of 70.8%.is also the 2 highest province wittbucket toilets after Northern CapgStats SA;
2022}

Refuse removaat least once a week by authoritiesbelowthe national average di6.3% at63.53%in the province
which is a slight decreagbe previous censuespite an increase in access to certain services in the province,
there are still sgnificanta | LJA ¢ KSNBoe& az2Y$S OaleqyatntdessioSsarvicBsagdarisoniel @S
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instances communities remove their own dump. Collaborative efforts are crucial to improving social determinants
of health for all members of the community.

Measuring household income is important to assess the requisite actions on differentesaciomic groups.
According to thgGlobal Insight 20411t was estimated that in 2021 9.81% of all the households in the Free State
Provincewere living on R30,000 or less per annum, which amounts to about R2 500 per monthasdéks has
declined to 8.19% in 202%o0cial grants remain a vital safety net, particularly in the poorest proviilce§ree
State

Figure8: Households by income brackeFree State Province, 2012022
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Free State as part of the country and the entire world is also negatively affected by the current ecolimiaie
Thesocioeconomic hardships faced by the communitieghe provinceare hitting hard especially on the poor
marginalized communitiesThis exacerbates the poverty gap in the countdgcording to Stats SA, poverty
measures the number of individuals living below a certain level of consumption for the given area and is balanced
directly to the official upper poverty rate. There is high rate of unemployment which has consequences in the
province. This is eminent with the increase in severe acuteatdtion case fatality rate in facility to children <5
years in the provinceecently. Level of household income, poverty, and unemployment have direct impact on
education outcomes, crime incidences, increased dependengpwernment, etcLatest Stats SA census indicate
decline in the number of agricultural households in the province, from 7% to 5.6% in 2022.

Figure9: Unemployment rateg in the Free State; District Comparison: 2012, 2017 & 2022
50% 2012 m=m2017 m2022

40%

30%

20%

10%

0%

Mangaung Xhariep Lejweleputswa Thabo Mofutsanyane Fezile Dabi




Page24 of 180

All these challenges and the vast household income gaps affech#inginalizedand vulnerable groups, mainly
children, people with disabilities and women. It puts pressure on the sector which is already challenged with limited
resources andcontinuousannual budget cutsThe above charshowsthat Lejweleputswa has the highest
unemployment rate; it has increased from 37.7% in 2012 to 47.0% in 2022. The unemployment rate shows an
exponential increase in Xhariep and Fezile Dabi dist@Gxserally, in comparison to 2012, all districts including

the metro show an increase in unemployment rate.

Data from Bouth Africa Regional eXplorer v2375:3G#820 show that percentage of people living in poverty is also

on the increase. In 2020, about 63% of the population was living in poverty, there was a slight decline in 2022 to
around 62% which is about 1.84 million people. The percentage has increase83.93% in 2012 to 61.42% in
2022. Of all the districts, Thabo Mofutsanyana has the highest percentage of people living in poverty and Mangaung
Metro has the lowest.

Figurel0: Percentage of People living in Povert§S Municipalities
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Source: South Africa Regional eXplorer v2375:2022

Climate change effects on Health

The effects of climate change on human healtba 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 functioningfdealth infrastructureg.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 systeragy.,the QwaQwa area, wheralternative power supply like

solar systems and heat pumps have become a critical necessity.

Owing to these effectsire key challenges that includsevere stormsunsafe drinking water, poor agricultural
production outputs, higher levels of poverty and increased demand for health services amidst the shrinking fiscus.

The departmenmustgear 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 vulneraldetor 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 installl
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more as a way of ensuringninterruptedwater supply by means @fiternative water collection and storage.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, windsral flooding. Infrastructure design can therefore assist in mitigating climate change
and at the same time contributing foublic 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 conc@ur reliance on coal to produce energy also contributes to
greenhouse gas emissiots.K S KSI f (i K & § éndrashliihg tox® griigsiBhd undedrihe the health of

the very communities the sector is meant to seriféere is a need to transition away from coal to renewable
energy efficient technologies as a mitigation strategy to reduce gergrouse gas emissions in line with the
O2dzy iNEQa SySNHeé& adzllll e adN)yGdS3eod

Epidemiology and Quadruple Burden of Disease

EpidemiologicallySouth Africa is confronted with a quadruple burden of disease (BOD) because of HIV and TB, high
maternal and child morbidity and mortality, rising roammunicable diseases and high levels of violence and
trauma. Theprovincehas also identified mental ilinesses as a key additional element to the BOD, which requires
prioritization.

According to mortality and causes of death in South Africa: 284.8% are natural deaths and 9% are non

natural deaths of whichassault and transport accidents rahigh on these types of deathia the province
Tuberculosis, hypertensive diseases, Human immune deficiency, influenza and pneumonia, and diabetes mellitus
are still rankecamongstthe top causes of deaths in all age groups in the province.

Figurell: Leading underlying natural causes of deathAll ages, both sexes, FS
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SourceMortality and causes of death in South Africa: 2018

Mortality and causes of death in South Africa, @idicates 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 Yamked 4
an underlying cause of death in women.
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According to theDistrict HealthBarometer (2019/20)lower respiratory tract infections, influenza, pneumonia,
diarrhoea and preterm birth complications are the main leading causes of death among-jleakpopulation.

Birth asphyxia, which is closely associated with preterm complications and wastinig@sgmificant causes of
death in this age groupThe challenge posed by wasting exists concomitantly with the decline in exclusive
breastfeeding rate which was a24% in the 202/23 FY. Lejweleputswa recorded lowest 822 duringhe same
period and highest recorded at Fezile Dabi at 65.HW/AIDS and T&e alsofeaturing prominently.These are

public health problems that require targeted interventions if the child mortality rates are to be decreased in the
province.

/| 2yaraiasSyd ogAGK GKS b/ 5&a OldzaAy3 cd: 2F GKS RSIGKaA
diseases are the single leading causes of mortality among the age group. Due to district dynamics, underlying causes
of death differ from districto 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 distrigtsthe province Similarly, broad spectrum of NCDs also
remain dominant as cause of premature mortalityall districts. The impact of NCDs necessitates the strengthening

of comprehensive management of ilinesses at all levels of care.
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Internal Environmental Analysis

UNIVERSAL HEALTH COVERAGE (POPULATION AND SERVICE COVERAGE)

Table3: Service Delivery Platform
Org Unit Type Fezile Dabi| Lejweleputswg Mangaung Thabo Xhariep

District District Metropolitan Mofutsanyana District

Clinic 35 42 46 71 16 210
Community Health Centre 5 1 2 1 1 10
District Hospital 4 5 3 9 4 25
EMS Station 9 14 5 19 12 59
Mobile Service 14 14 10 15 6 59
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

Source: DHIZ023/24

Community Health Workers Programmand Outreach Visits

WBPHCOTerm a very crucidink betweencommunitybasedservices an®PHC facilities anithe teamconsist of
CHWs led by nurses. CHpvevide basic PHC services which are not limited to assessing bidith of individuals
in household, health educationpromotion, including counselling and adherence supp#tvicesSometimes the
ward-based outreach teams are the first line of accessing health care sefiiegsidentify and refer those in need
of preventive, curative or rehabilitative services to relevant PHC facfiitidermal access to health care service

Most of the visits being for child health, such as Vitamin A administering, etc. These are monitored as a proportion
of the total number of households within the catchment areBata from Htats SA2027 indicatesFree State
Provincehad 845 25touseholdswith average household size of 3:bhis equates to an average annual growth

rate of 1.06% in the number of households from 2R%0 2022. In 202/23, the province had a total of8R
functional WBPHCOWa4th the plans to increase the number for improved coverdge challenges maintaining

the adequate number of WBPHCOTSs range from budgetary constraigguitar unavoidable resignation$team
membersfrom district to district

To maintain higherhousehold outreach average, the number of trained community health care workers and
WBPHCOTSs will be increased to strengthen PHC outreach services in the commAsiitiesnd of I quarter
2023/24, OHHvisit coverage was at 15%gainst thetarget of 10% Below is the number of households in the
province by district in 2and service coverage.

Figurel2: Shareof households by population groupFree State 2022
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Source: South Africa Regional eXplorer v2375:202




Table4: Communitybased Services Coverage
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Org Unit Data Element Name 2021/2022 2022/2023
Free State Province COS headcount total 1,863,118 2,316,809
COS household 1st visit 129,803 148,517
COS household follquwisit 425,895 592,839
Fezile Dabi District COS headcount total 232,235 463,894
COS household 1st visit 11,786 22,478
COS household follquwisit 62,791 131,944
Lejweleputswa District COS headcount total 626,658 638387
COS household 1st visit 22,233 30229
COS household folquwisit 181,842 186682
Mangaung Metropolitan COS headcount total 348,801 243881
COS household 1st visit 39,013 37872
COS household folquwisit 40,029 38925
Thabo Mofutsanyana Distr| COS headcount total 396,422 582961
COS household 1st visit 396,422 50810
COS household folqwisit 71,939 120061
Xhariep District COS headcount total 259,002 387686
COS household 1st visit 9,203 7,128
COS household follgpwisit 69,294 115227

Source: DHIZ023/24

Thegraphics show a number of households per district and the comnibaisgd services coverage per district in

the province in 202/22 and 202/2 3 financial yearsData trends in the table abovdemonstratean inclinein both
headcounts and service coverage in 223 in 4 of the districts except in metro where there is a decliite increase

in communitybased services is well in line with the increased number of WBOTSs [182] during the same period.
Despitethe observedincrease in headcount coverage 202223, generaltechnical challenges which affected the
programme, such as high vacancy rate otr€@ach Team Leaders [OT4] were reported in different districtsThe
province will continue taecruit andtrain OTLs despithigh turnover to ensure accessibility of health care services

in the communities.

PHC Utilisation

The Primary Health Care (PHC) utilisation rate indicator measures the average number of PHC visits per person per
year to a public PHC facility. The graphics below demonstrate a steady negative decline of both <5 yibaits and
of the general populatiornn public PHC services in the province.

Figurel3: PHC Service Coverage
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Theprovince is experiencing a decline in PHC utilizationfoaieoth the clientsbelow 5 years and abovidowever,

in 202/23, there is a slight incline PHC utilization <5 years raimvincially between 1.4 to 2.3Mangaung Metro
performed lowest onboth indicators at ¥4 and 25. Xhariepand Thabo Mofutsanyandistricts performed best in
both indicators during the same periolMlangaung Metro performed at lower than provincial average on both
indicators.

The decline in PHC utilization ratecurs in conjunction with the implementation of decanting strategies such as
household visits by WBOTs areh@al ChronicMedicineDispensing an@istributions[CCMDDsNumber of active
CCMDD beneficiaries indicates a cumulative increase over With regards to Mangaung Metro, the use of
private health services also plays a role in achieving the set tafgetever, the reduction in th@HCQutilisation

rates for children under the age of 5 poses a concern due ta@theial targeted services they need to access at
health facilities, particularly vaccinations and growth monitoring. The department will however continue to
intensify community mobilizatioand educatiorto ensure that children access all the service and constant data
monitoring will be doneacross all districts

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 servicg®VHO;2015] While the country is gearing up for the implementation of NHI, proper
health financing is crucial in achieving Universal Health Coverage [BHC]expenditure per capita provides
insight into equity levels in resource distributiahthis leveland 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.World-wide, economic climate has not beennducive and below graphics show a steady increase in
PHC expenditure per headcount and that if DHS expenditure per capita.

Figurel4: PHC Experitire Per PHC Headcount
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However, this portrays a different picture on the trendRHIC headcounts in the provinatichshow adecrease.
This can have an impaoh the provision ofefficiert health services. This denotes the escalating cost of treating
patients at PHC facilities, despite it being relatively lower than that of district hospitdlshis includes high cost
of medical consumables.

Expenditure per capita has also increasedr the years, which indicates a reduction in the budget allocations and
expenditure compared to the total population of the province. While other strategies implementéd jprovince

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
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in order to achieve the outcome in reducing maternal, neonatal, infant and child mortality iprdwnceand
ensuring that all targedd children get to health facilities for their scheduled immunisations.

Hospital Care

OPD new client not referred raghows steady increase in almost all levels of care except for the regional hospitals
where a decline is observed over the peridah increasesould beindicative of poorly functioningr suboptimal

use of PHC facilities andmplementation ofa referralpolicy betweenlevek of care As a result, this creates an
overburden at hospital level as patients are-pgssing PHC services directly accessing hosp@®® clients that
were not referredare measuredas a proportion of total OPD new clients and do not include OPD foitoand
emergency clients in the denominator

Treating patients ahospitallevel of care isnuch costlier per patient than at PHC levelonsideringhe referral
system and the National Health Insuranmaicy, PHC levedhould be thefirst point of contact within the health
system and therefore key to ensuririg financial sustainability. If PHC works wellgdtinsconfidence of the
community and patients and the referral systdmecomesseamless Thiswill result in fewer patient visits to
specialist cargwhich arein referral hospitals.

Table5:Hospital Service

ee ate Pro e OPD ne e ot refre Average leng 0 G), patie ped atlo
ale Ola ale
Hospital Type 2020/21| 2021/22| 2022/23| 2020/21| 2021/22| 2022/23| 2020/21] 2021/22 2022/23
District Hospital 59.2% 53 56% 3days | 3.2days | 3days 47% 51.% | 52.1%
Regional Hospitsl 51.7% | 47.6% 45.9% | 5.7days| 6days | 59days| 57.4% | 67.36 | 69.2%
Provincial Tertiary Hospit{ 5.1% 6.%6 ™% 5.4days | 6.3days | 6.3days| 62.9% | 77.836 | 76.9%
National Central Hospital | 5.4% 5.3 5.6% 9days | 8.2days | 7.8days| 52.9% | 65.26 | 67.1%
Source: DHIS

Table 6: Hospital Care Outputs

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

Hospital Type 2020/21 2021/22 2022/23 2020/21 2021/22 2022/23

District Hospital 6.2% 5.% 4.8% 13.9% 1%% 14.9%

Regional Hospitsl 7.2% 6.2% 6% 45.8% 26.2% 48.2%

Provincial Tertiary Hospital 3.9% 4.5% 4.3% 49.7% 48.7% 51.1%

National Central Hospital 4.7% 5.4% 3.7% 74.6% 75% 72.3%
Source: DHIS

Table5 abovealsodemonstrates slightstability on ALOS and amcrease inBURIn all levelsof care. An increase
ininpatient bed utilisation rate across could &e indicationof a decreasd demand for hospitalizatiorThe impact

may however be tempered by the patients staying longer in hospitEiere-design ande-configuration of the

health serviceplatform should be considered by the departmemispecially regarding the small and syttimally
functional hospitals. These hospitals pose a key challenge to the financial sustainability of health care services in
general and particuldy, if they have low patient loads in the face of increasing hospéted fixed costs.

Table6 depicts an increase icaesarean section raie all levels of care except oentral hospitalWwhere a decline

is observed in 2022/23 his high ratef C/Scouldimply more highrisk obstetric cases or burden diseasesOn

the otherhand,this could be an implication that referral systems for higgk cases to higher levels of care are well
in place, and this wilpositivelyimprove antenatal careneonatal mortalities andedudion in maternal death
Referral to higher level of care must be prioritized especially in smaller hospitals where capacity is inadequate.

Fluctuation ininpatient crude death ratés in observance in both level 1 and 2 hospjtalg a steadydecline has
been reported in the past FYThe highelinpatient crude death rate could haveeen attributed to excess deaths
due to COVIR9 pandemic which was experienced throughout the world.
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Table7: Efficiency indicators for Referral Hospitals

| Type of Hospital | OPD new client not referred r§ _Average Length of Stayotal | Inpatient bed utiisation rate |
Referral Hospitals 2020/21| 2021/22 2022/23| 2020/21 2021/22 2022/23| 2020/21 2021/22 2022/23
Regional | Boitumelo 53.1% 46.6% 487% | 5.2days| 5.1days| 5.7days | 49.6% 53.1% 62%
Hospitals | Bongani 58.6% 58% 57% 6.6 days| 7.1days| 6.7days | 59.9% 72.5% 67.8%
Dihlabeng 8.8% 11.6% 8.7% 5days | 5.3days| 5.1days | 81.3% 89.2% 92%
Mofumahadi
Manapo 65.9% 51.3% 44% 5.5days| 6days | 5.7days| 51.2% 65.3% 68.5%
Mopeli
Provincial | Pelonomi
Tertiary 5.1% 6.7% 7% 5.4 days| 6.3days | 6.3 days| 62.9% 77.5% 76.9%
Hospital
National | Universitas
Central 5.4% 5.3% 5.6% 9days | 8.2days | 7.8 days| 52.9% 65.1% 67.1%
Hospital

Aggregated picture of regional hospitals shows a decline in OPD new clients not referred, however, looking at
AYRADARdAzZEE K2aLWAGFIfax AG0Qa KAIKSNI AYy . 2A0dzySt2 K2alL
during the same period. Thelis also an observed increasetlé indicator during the same period at both tertiary

and central hospitals as depicted in taBleThe higher rate of OPD not referred could indicate inefficieatdyHC

level Patients are treatecat a muchhigher cost per patient per day in hospitals

Increase in ALOS @so noticeable in Boitumelo regional hospital in the past FY while tkeredeclinein other
regional hospitalsluringthe same period.There is a bit of stability in tertiary hospital and a slight decline in central
hospital over the period in observandBUR is on the increase across regional hospitals except for Bongani hospital
whereit has decling. A 2% increase is observed in central hospital while a decrease of ABMRins reported in
tertiary hospital.

An increase in IBUIR regional hospitalsould imply an undepressure health system due to burden of disease in
and around theaffected areas or inadequate functionality of PHC servicespooper implementation ofreferral
policy. Improper functioning and management of referral hospitals could have poor implications on both tfficien
management of the hospitals and performance. This will also aflgoenditure per patient day equivalent, where
costs of treating patients in hospitals could be very hightdunefficiency withinthe referral hospitals

Table8: Hospital Case Management Indicators

. Inpatientcrudedeathrate  Delivery by Caesarean section rate

Referral Hospitals 2020/21 202/ 202123 2020/21 202/2 202/23

Regional Hospitl | Boitumelo Hospital 6.9% 6.%% 6.8% 33.2% 36.2% 39.1%
Bongani Hospital 10.3% 9.6% 7.4% 55.3% 57.% 55.5%
Dihlabeng Hospital 5.1% 6.206 3.6% 56.2% 49.% 52.4%
RITENEEN ETEED | 1 5.2 5.1% 36.6% | 39.%% 42.4%
Mopeli Hospital

E'[)os\gﬂgllal Tertiary | Pelonomi Hospital 3.3% 3.9% 4.5% 49 7% 48.7% 51.1%

Natlo_nal Central Universitas (C) Hospita 4.7% 5.4% 3.7% 74.6% 75% 72.3%

Hospital

Source: DHIS

There is a decrease in inpatient crude death rate in 3 of the regional hospitals, while an increase is observed only
in Boitumelo Hospital. On the other hand, the decrease in C/S rate is reported in Bongani Hospital only in 22/23,
all other regional hospétls have reported an increase.

Generally, in 2022/23, there is a slight declinnjpatient crude death ratén mostlevels of cares demonstrated

in the table abovealmostall hospitals experienced a high delivery by caesarean sectionrdigring the same
period. During the same period under review, the province had a general decline in the actual number of maternal
deaths in facility in comparisdo the previous financial years.
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Figurel5: Expenditure per Patient Daigquivalent in District Hospitals
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Above figure depicts a fairly steady upward trend in the expenditure per PDE in district hospitals over the years, with
the marked increase in the outer years. This indicator combinascialdata and service throughputs to measure
efficiency. It is mostly affected by the fixed costs and the volumes of services rendered. Some of these hospitals
have less activity, which resulted in low inpatient bed utilisation rate. This is especially expdrie smaller
hospitals across the province. These are significantly resaxmostrained and tend to experience limited demand

for hospital services. However, an incline in both IBUR and ALOS was reported in last financial year. This implies that
the demand for hospitalisation could have increased in the province post GO®/andemic. The recorded
expenditure per PDE remains high but stable in conjunction with the current economic climate.

Figurel6: Expenditure per Patient Day Equivalent in Referral Hospitals
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Source: DHIS

Post COVH9, expenditure per PDE is still high in referral hospitals as depicted on the graphics above. However,
much has improved after the pandemic, but the demand for hospitalization has increased as demonstrated in table
5, 7 & 8. Central hospitakpenditure per PDE remains high. This could be because of both costs of medical
consumables and clinical specialization at this level of care. OPD new clients not referred imasessechy 0.3%

and IBUR has increased by 2% at the same hospitalcdllssfor correct implementation of referral policy and
intensification of lower level hospitals and the PHC services as the entry point to the health system.
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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
2018/2021 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 udel the provision and availability of medication in PHC facilities and
values and attitudednter alig the key measures of the SDIP implementation included the PHC utilisation rates,
patient waiting times, availability of medicines and the patient satisbn rates.

The level of satisfaction of the patients with the health care services was assessed through the patient experience
of care (PEC) survey, which is conducted during tAey@arter of each financial year. Below are some of the

preliminary results for 2023/24 from the survey per level of care and district.

Figurel7: Patient Experience of Care Satisfaction RBteliminaryResults 203/24

Access to care & Values and Attitudes - 2023/24
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Source: DHIS [PEC Module]

The PEC survey results for 2023/24 show that patients were generally not satisfied with the values and attitudes
across most levels of care. This has a negative impact on the average provincial score to just 74% as well. Overall
results show that most pants were not satisfied with health services in Lejweleputswa district, followed by
Mangaung Metro, below the provincial average. Above 80% satisfaction was reported in Xhariep district with two
other districts reporting just above provincial average.
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Based on the PEC survey outcomes, each health facility and district will develop, implement and monitor quality
improvement plans, with particular focus on the priority areas where low levels of satisfaction were achieved,
including the ones not displayexh the graphics above, such as patient waiting times and medication availability.

In the 2021/22 financial, the SDIP performance has shown that patient waiting times are longer than the set targets
for the outpatientdepartments. Preliminary PEC results of 2@23how patient satisfaction with waiting times at
58.8% average provincial score and the lowest performance of 52.66% is recorded at tertiary hospital. The district
hospitals have recorded the highest at 63.1%.

The2021/24 MTEF perio8DIHs beingimplemented and monitoredit focuseson three key services provided by
the Department, i.e.:

A Implementation of extended programme on immunization (EPI);

A Implementation of the HIV®95-95 strategy; and

A Provision of hospital operating theatre services

Emergency Medical Services

In order for EMS to function effectively in the province, 290 rostered ambulances are required based on the
population size. The average ambulances rostered as at end of 2022/23 was 145 ambulances, which equates to
0.50 EMS operational ambulance coverage 70 000 population in the Free State.

Figurel8: EMS Operational ambulance coverage

EMS Operational ambulance coverage
B o

Per 10 000 population

The low EMS operational ambulance coverage impacts negatively on the ambulance response times, which has
consistently been less than the set targets, especially for the urban areas. EMS urban Priority 1 response under 30
minutes rate has ranged between 856 in 2020/21 to 49.1% in 2022/23. In contrast the EMS rural Priority 1
response under 60 minutes rate improved from 79% in 2021/22 to 80.3% in 2022/23.

As at end of 2022/23, 15 dedicated obstetric ambulances were rostered against the target of 25. The output is
mainly affected by the longtanding shortage of requisite skills, i.e., Advanced Life Support and it also has a
negative impact on the efficacgf inter-hospital transfer of maternal and neonatal patients. The number of
rostered planned patient transport vehicles hegnsistentlyincreased from 70 in 2021/22 to 76 as at end of
previous financial year.
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Maternal death 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 thepopulation based maternal mortality ratio, aimed at monitoring trends in health facilities
between official surveyslThe chart below demonstrates the primary obstetric causes of maternal deaths in the
province.

Figure19: The Primary Obstetric Causes of maternal deaths in FS

Pregnancy related sepsis, 4 Miscarriage, 1 Anaesthetic complications,

Embolism, 5 1

Ectopic pregnancy, 6
Unknown, 11
' Obstetric haemorrhage, 23

Hypertension, 20

Source: Saving Mothers Annual Report 2021

According to the repor{Saving Mothers]non-pregnancy related infections are the major causesnedirect
maternal deaths across allne provinces in the entire countryn the province, Mangaung reported most deaths
of the 29, 11 deaths and 10 were reported in LejweleputaMationally, 0.960f deaths occurred in transit.8%

at home and 84.% of deaths occurred in public health facilities, while private sector reporteéb®hich is an
increasefrom previous reportsn the private sectar

Figure20: Couple yeaprotection rate 2022/23
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provincially andat district level Despite the fluctuation caused mainly Bjock shortage®n some itemsthe

province has been performing weldepartment continuous to monitahe accessibility of contraception services,
compliance and stock availability, such as condoms including other items to ensure increased coverage and access
of basic health services.

Fgure 21: Antenatal Coverage 20223

Antenatal 1st visit coverage ™ Antenatal 1st visit before 20 weeks rate

s Xhariep District Municipality LS _
fs Thabo Mofutsanyana District Municipality 3.1% _
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fs Free State Province _

Source: DHIS

The above picture above demonstrates antenatal care coverage provincial in 2022/23 E¥pitissa downward

trend from 2019/20 provincially, where performance was at 66.6%, especially AN€itbefore 20 weeks rate.

The same trend is seen on ANCvisits coverage. Lejweleputswa and Mangaung performed below the provincial
average, while Xhariep performed highest above the provincial average. Lejweleputswa performed highest on
overall antenatal $coverage.

Rural districts, like Xhariep, tend to perform better because reliance is mostly on public health services. However,
it is different in areas such as Mangaung Metro, where there is use of private health care services. There is a need
to address the bottleacks to accessing early antenatal care, especially in districts where performance of ANC visit
before 20 weeks is below 60%. The indicator is also important agikighregnancies can be identified well on

time to prevent avoidable loss of life and impeoquality of life forwell on time to prevent avoidable loss life

and improve quality of liféor both mothers and babies.

Figure22: Deliveries 202/23
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The graph above demonstrates deliveries in facility in 2022/23. Mangaung and Lejweleputswa performed above
90% on delivery in facility rate, above provincial average. The restnafining districts performed below provincial

level with Xhariep lowest at 29.4%. Most deliveries meant for Xhariep happen in Mangaung Metro. The increase in
delivery in facility rate is a positive output, which is indicative of improved access to camentign. Despite the
provincial efforts to increase youth friendly services in health facilities, teenage pregnancy is still slightly higher.
However, visits to institutions of higher learning and other commusétifings are ongoing to ensure thgbuth

access health services and are aware of sexual reproductive health. Xhariep district has high percentage of teenage
pregnancy, but less in numbers due to the limited number of deliveries within that district. -Gatplans are
developed in each digtt to address the distriespecific challenges identified. The provincial delivery by caesarean
section rate was at 34.3%, with output higher than the provincial average recorded in Mangaung at 44.3% due to
referral hospital dominance in the area.

Figure23: Number of Maternal deaths in facility, Province & Districts
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The graph above displays performance on maternal death in facility across all 5 districts including the province in
2022/23. The previous financial year shows a decline in maternal deaths in the province. Thabo Mofutsanyana
contributed predominantly to madrnal deaths in 2022/23. Mangaung Metro has both tertiary and central
hospitals, where high risk maternal cases are referred. Assessments in 2021 show that three underlying causes of
deaths were predominantly nonpregnancy related infections, obstetricimerrhage and hypertensive disorders.

Persistent shortage of skilled EMS personnel for full operation of all dedicated obstetric ambulances and upgrading
the levels of care at the caesarean section sites are some of the challenges at hand. According to [Saving Mothers
Report: 2021], 0.9% of ntexnal deaths happened in transit.

The province is using the targeted approach in curbing maternal mortalities, i.e., {ldllneg of clinicians on
Essential Steps in the Management of Obstetric Emergencies [ESMOE], accrediting facilities for safe deliveries,
targeting all facilities thlaconduct deliveriesHowever, some of the noticeable challenges are because of low
standards in antenatal care and where mothers choose to deliver at home. [Saving Mothers Report: 2021] mentions
that 4.8% of deaths happened at home. Health educatiorommunities is ongoing on the risks of delaying to

seek medical help to both mother and baby.
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Table9: Women and Maternal Health Performanderovince and District 2022 3

Maternal and Women's Health 2022/23 Province Districts
[0} FS DC 20| DC 18| MM DC 19 | DC 16
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Maternal mortality in facility ratio [per 100 000] 95.1 63.2 | 105.7 | 77.1 |—| 135.0 0
Maternal death in facility Impact 48 5 12 13 18 0
Born alive before arrival at facility P 4,176 674 (1,119 1,018 | 1,150 215
Live birth in facility 46,291 | 7,237 |10,229| 15,842 | 12,184 | 799
Delivery 10-14 years in facilityjno.] 230 | 25 |30 [ 39 F 45 | o
Delivery in 10-19 years in facility raté%)] Outcome| 13.3 [F146 | 129 | 116 |[F145 |F17.9 |
Delivery in facility - sum 46,076 | 7,387 |10,282| 15,220 | 12,384 | 803
Antenatal client start on ART ratg%] Outcome 95.1 92.2 | 96.8 94.4 100.0 | 81.6
Antenatal known HIV positive but NOT on ART at 1st visit 256 75 25 97 41 18
Mother postnatal visit within 6 days ratg%] Output 78.2 74.2 | 81.9 73.0 78.0 | 169.5
Mother postnatal visit within 6 days after delivery P 36,029 | 5,480 | 8,416 | 11,117 | 9,655 | 1,361
Antenatal 1st visit before 20 weeks ratéo] 62.1 61.5 |_| 59.0 | 61.0 63.3 76.6
Antenatal 1st visit before 20 weeks Output | 27,099 | 4,516 | 5,937 | 7,167 7,753 | 1,726
Antenatal 1st visit total 43,656 | 7,343 |10,071| 11,747 | 12,242 | 2,253
Couple year protection rate[%] Output 83.9 82.2 | 81.0 80.6 88.0 | 103.5
Contraceptive years dispensed 480,483|78,257|99,899|141,650|137,397|23,280
Cervical cancer screening coveragé%o] Output 40.7 30.9 | 32.9 41.9 52.3 39.7
Worst in the Province
Best in the Province @
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in facility ratio has decreased from 156.5 in 2021/22 to 95.1 per 100K live births in 2022/23. Fezile Dabi, Mangaung
& Xhariep recorded lower #n provincial average performance. Xhariep district did not record any maternal
deaths, which is in line with the aforementioned low delivery rates. On the contrary, Lejweleputswa and T
Mofutsanyana districts both recorded higher maternal mortality inlfigciatio. The same districts recorded the

higher number of babies born before arrival at the delivering health facilities during the same period. Mangaung
Metro recorded much lower IMMR during the same period despite being the area with referral hespital

Xhariep district also performed well on antenat&isits before 20 weeks rate, above the provincial target of 70%.
Other districts are above 60% except for Lejweleputswa which performed below 60%. Fezile Dabi, Thabo
Mofutsanyana and Xhariep were above the provincial average of 13.3% on Deliver§9iyddrs in facility rate.
Xhariep district did not have any deliveries-14 years during the same period but other districts had quite a
significant number of deliveries of the same age. As®ajuarter 2023/24, a slight provincidecline of 13.2% in
delivery rate of 10 to 19 year olds is recorded. Thergeiserallylimited sexual health education and access to
sexual reproductive health among youth. To improve the situation, the number of functional youth friendly services
has been increased in all districts [from 122 to 153] and continuous strengthening of sepraluctive health
education in schools and communities. Dialogues to empower youth on sexual reproductive health, GBV and
substance abuse have been conducted in collaboration with Higher Health Education, strategic partners and
institutions of higher learing.

All districts have performed well on couple year protection rate in 2022/23 against target of 70%. This is attributed
to the increase in condom distribution in the province and ongoing community education on the use of
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contraceptives. This indicator endeavors towards the empowerment of women and youth on sexual reproductive
health and their rights.

The table above indicates an average provincial performance on key indicators to preventing maternal deaths in
facility. This calls for a comprehensive package of interventions that include the prevention of unplanned and
teenage pregnancies, involvemeot other stakeholders, early basic antenatal, perinatal and postnatal care, as
well as the prevention and screening for aggravating conditions such as HIV/AIDS and cervical cancer. The indicator
on cervical cancer screening was negatively affected dutireg GOVIEL9 pandemic. In 2022/23, however
improvement in performance of this indicator has been noticed despite below average performance in some
districts. Targeted interventions have been developed and are continuously being monitored to improve
performance in all i$tricts.

The high delivery 1§ 19 years in facility rate is a concern provincially, as well as nationally. Focused interventions
are also being implemented in specified areas within the districts to reduce the high rate of teenage pregnancy.
For instance, advocgcsessions have been conducted witltiommunitiesand schools on dangers of teenage
pregnancy. Other communiigased and faitthased organisations have been involved to promote youth zones and
raise awareness on teenage pregnancy.

Child Health

Both still birth and neonatal in facility rate remain a challenge in the province. In the previous financial year, there
was a steady negative increase on the performance of both indicators. Lejweleputswa reported both the highest
neonatal death and stibirth in facility rates in 2022/23. The two indicators ungierformed in 2020/21 in the

same district.

Figure24: Still birth and Neonatal facility rate2022/2 3
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The province endeavours to reach the 80% mark in immunisation coverage to children <lyear. The average
provincial performance is 0.3% below 80% target. Only Lejweleputswa district has performed above the provincial
average of 79.7% to 84.9%. Death in fgcitl year rate is higher than the provincial average in 3 of the districts
and the most undeperforming district was Fezile Dabi at 12.8% and Xhariep district performed well on the same
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indicator. The department will continue to monitor catap drive and extend PHC working hours [where possible]

and risk communication and community education on the importance of childhood immunisations and general
health in all districts. Ongoing supgior A & LINA2NAGaSR FT2NJ OF GOKYSyd I NBI &
targets.

Figure25: Immunisation coverage <1 ye&022/23

fs Free State fs Fezile Dabi  fslejweleputswa  fs Mangaung fs Thabo fs Xhariep
Province District District Metropolitan Mofutsanyana District
Municipality Municipality Municipality District Municipality
Municipality

/4 Immunisation under 1 year coverage M Death in facility under 1 year rate
Source: DHIS

In 2022/23, slight increase was observed on PHC <5 years utilization rate in comparison to the 3 previous financial
years. Use of private health services in and around Mangaung Metro could be contributing to the province not
reaching the set target as thiletro is continuously undeperforming of this indicator though it has not been
investigated scientifically. Another challenge which affects all areas is the mushrooming of informal settlements,
which result in children <5 years not accessing health camgces. The department continues to intensify health
education and access to care through WBOTSs and health promotion to ensure that all children access health care
services.

Figure26: <5 years Crude Fatalities in tfrovince2022/23
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The province has been successful in reducing three of the key drivers of childhood mortalities, i.e., diarrhoea,
pneumonia and severe acute malnutrition (SAM) case fatalities over the years. However, there is avitiion
spike in SAM, which was observadross all provinces since 2021/22. According to Stats SA GHS, 2020: food
inadequacy has been experienced in the country. In Free State, 13.3% of population has experienced food
inadequacy, and this is above the national average of 11.7%. This higliighteallenges of sustainable food
security inmany households. Thabo Mofutsanyana and Lejweleputswa districts reported 11.5% and 11.2%
respectively. The remaining rest reported between 0% to 9.4%, below the provincial average.

The graphic above depicts fluctuation in both diarrhoea and pneumonia. Provincial average for both diarrhoea and
pneumonia fatalities to children <5 years was 1.8 and 1.7% respectively. T Mofutsanyana reported higher than
provincial average on diarrhoea @ifrezile Dabi recorded higher than provincial average for pneumonia fatalities
at 3.2%. Xhariep district did not have any diarrhoea fatalities. One of the major challenges could be attributed to
delays in seeking health care by cgieers and ongoing wat challenges in and around the districts such as T
Mofutsanyana.

The increase in SAM fatalities in children <5 years, could signify the magnitude and severity of poverty during the
COVIEL9 pandemic. The effective tracking of crude fatality rates at all levels of care is warranted and development
of targeted interventims in reducing child mortalities developed accordingly. The department will continuously
strive to improve access to quality health care especially to vulnerable and marginalized communities such as
children.

Tablel0: Child Health performance Indicators per Province and District in22Q3

Child Health 2022/2023 Province District Name
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Death in facility under 1 year rafés] Impact 72 28 e |54 7.6 2.6
Inpatient death under 1 year total 961 140 233 339 238 11
Death under 5 years against live birth raté] Impact 2.4 21 2.5 2.5 2.3 1.6
Live birth in facility 46,291 7,237 10,229 15,842 12,184 799
Early neonatal death in facility raffer 1 000] Impact 11.6 11.1 |25 | i12.0 9.4 .5
Neonatal death in facility ratgPer 1 000] 6> 146 IESa |WE77 |i3.0 7.5
Child under 5 years diarrhoea case fatality rigité 1.8 1.4 .5 1.4 =0 | 0{0
Diarrhoea death under 5 years Impact 36 5 9 5 17 0
Diarrhoea separation under 5 years 1,979 346 600 353 571 109
Child under 5 years pneumonia case fatality fatg 1.7 lEE2 1.0 1.4 R.2 0.6
Pneumonia death under 5 years Impact 46 14 8 8 15 1
Pneumonia separation under 5 years 2,670 436 804 587 671 172
Child under 5 years severe acute malnutrition case fatality rate Sz o2 Tz /> Bas 2o
Severe acute malnutrition death under 5 years Impact 98 13 22 22 40 1
Severe acute malnutrition inpatient separation under 5 years 1,011 139 196 293 348 35
Infant PCR test positive around 10 weeks até 0.4 0.5 0.7 0.1 0.4 0.5
Infant PCR test positive around 10 weeks Outcome 42 8 18 2 12 2
Infant PCR test around 10 weeks 8,692 1,339 2,362 2,377 2,283 331
Immunisation under 1 year coverag] output NS.7 78.6 84.9 78.7 78.1 76.0
Immunised fully under 1 year new 40,118 6,363 9,049 11,394 11,372 1,940
Infant exclusively breastfed at DTaP-IPV-Hib-HBV 3rd dose rateut 42.5 65.1 I 26.7 \I 39.3 | 43.0 56.6
Measles 2nd dose coverage Output 80.0 78.8 83.5 78.4 79.7 80.6
Measles 2nd dose 40,152 6,377 8,905 11,331 11,540 1,999
Vitamin A dose 12-59 months covergge| 61.3 58.7 62.9 60.8 61.1 68.3
Vitamin A dose 12-59 months Output | 208,022 31,534 47,068 54,678 64,206 10,536
COS Vitamin A dose 12-59 months 43,946 7,527 7,022 17,985 7,978 3,434

Worst in the Province @
Best in the Province @
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Despite the slight decrease in deaths of children undefedr, the latest report [2021] Perinatal Problem
Identification Programme (PIPP) data shows that the main causes of all neonatal death$48A%IJi K ¢ SA I K
grams) are immaturity related, 21.5% caused by infection of which nosocomial infection is the highest cause and
10.3% are due to hypoxia. There are also complications of prematurity intrapaefated events which account

for 47.9%, wth mainly intrauterine hypoxia at 24.3% and infections (including pneumonia) at 11.6%. This is eminent
with the high neonatal death in facility rate at 16.2 per 1 000 live births. Lejweleputswa and Mangaung have
recorded the highest neonatal deaths, withjlveleputswa negatively performing abogeovincial average on both

early and neonatal death rates.

The table above demonstrates that children die mostly in their first few days of life due to premature complications
[PIPP: 2018]. Efforts need to be strengthened to ensure that mothers attend antenatal care before 20 weeks
gestation and strengthening oéferral and linkage to PHC facilities pdsiivery. 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 refed to the Mangaung Metro.

According tgSaving Mothers and Babies 202019: Executive SummaryR.2% of women who died attended
antenatal care, but only 54% before 20 weeks gestation. Attending antenatal care before 20 weeks is not only
ONHzOA L f G2 (GKS Y2GKSNJodzi AG A& Ifaz2z o0SYSTAOAFE G2

Vitamin A coverage has also increased from 55.7% in 2021/22 FY to 61.3% in 2022/23. Vitamin A9 oseritBs
coverage administered at the community has also increased from 12.6% to just above 21% in 2022/23 FY. Xhariep
and Lejweleputswa districts havenformed above provincial average, with Xhariep performing highest. Fezile Dabi
performed lower than the provincial target amseragecht 58.7%. The province will continue to strengthen health
education at community level to ensure all have access toa@agleimprove coverage of health care services.

The inequities in the access and utilisation of primary health care services by the under 5 years population persist
across the province. This is demonstrated by below the target performance on indicators involving children under
5 years across all progranes in previous financial years. Preventive services such as immunisation of children are
crucial in preventing childhood vaccine preventable illnesses and fatalities. However, there is an improvement in
the performance of both immunisation under 1 yeardameasles 2 dose coverages, as at‘Zjuarter 2022/23,

they performed at 82% and 80% respectfully. However, Mangaung metro performance remains slightly lower than
that of other districts due to the vast choice of health providers in private health services.

The province is trying to rebuild the health services after the devasting impact of the pandemic. It will continue to
improve accessibility of health services through different platforms, including school health programme and
implementation and monitoringf catchup 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

Tablel11:Provincial and District HIV 985-95 CascadéDecember 2023)

lnﬂ;ﬁfr _ ztr(gjégsz‘?zs Free _State Fez_ile _Dab Lejweleputsw M;’\tﬁngt?:ng Mo;mggr?yan Xhari_ep
ch)rlglﬁtlon Province District District Municipality District District
P Target

95% 95% 95% 95% 95% 95%

. 94% 93% 95% 93% 96% 94%
Total populatio [405 315] [69 451 [90 86B [110 47D [118 91]L [15 04B

1st-95 95% 94% 96% 94% 97% 95%
SR /\dult Females % [256 847] [42 69D [58 56D [69 18B [76825 [0 438
know their Adult Males achieved 94% 93% 94% 93% 95% 93%
SIS [137 870] [24 97 [29 87F [38 43D 39 00 [5 163

. 83% 83% 84% 81% 86% 87%

Children (<15) [10 467] 1796 [2 429 [2 849 3077 [449

P‘g’r‘gﬁgo” 95% 95% 95% 95% 95% 95%

. 85% 82% 90% 76% 90% 84%
ond - 95 Total populatio [342 988] [56 98B [81 94B [83 91B [10744D | [1269D
% 89% 87% 95% 80% 95% 89%

PLA':'F% Rl AdultFemales)  aopieved | 229 158] [37 167 [55 40D [55 331 [72 835 [8414
adult Males 78% 76% 84% 70% 84% 7%

[107 343] [18 858 [25 101 [26 787 32 627 3 980

. 62% 54% 60% 63% 64% 68%

Children (<15) 6 487] [967 [1 447 [1792 (1978 [303

P‘g’r‘gﬁgon 95% 95% 95% 95% 95% 95%

. 94% 95% 92% 95% 94% 93%

3495 Total populatio [241 935] 36 83D [54 54D [55 22D [88 87 [8 113

- : % 94% 95% 92% 95% 95% 94%
\é'lzmorge'gggﬁ Adult Females|  ,-pieved [163 109] [24 199 [36 981 [36 808 [60 909 [5 433
PP Adult Males 94% 95% 92% 95% 95% 94%
[76 404] [12 27p [16 755 [17 81D [27 285 [2 570

. 69% 71% 74% 68% 68% 57%

Children (<15) (3 025] 1407 [849 [708 [098 [109

Narrative:

As of December 202Brovincial performance on HIV @5%-95 was at 9483-94 against the totapopulationusing
data available in public and private sectors. Resuttsifeach population group vary across districts and province.
Generally, the provincimcluding allistricts,are notperforming well on the  95. Only Lejweleputswa and Thabo
Mofutsanyana districts have reached 90% achievement on tH&2 during the reporting period.The same

districts have also achieved 95% on tHé @5 on adult femalesThe children <15 years population group is not

performing well

across

all

985-95

cascade in

the

entire

province.

The performance displayed on the table above indicates thatftloeis should not only ben initiating clients on
ART but retaining them on care isiagortantto ensure better quality of ¢ and improved treatment outcomes.

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 9895-95, there is a need to ensure that all eligible clients are initiated on treatment and are retained

on care.The 29 95 strategy requires attentioacrossall populationgroupsin the entire province
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TUBERCULOISIS
Provincial TB Treatment Outcomes Trends

TheFree State province has seen a fluctuation in total number of all patients registered asudaeptible TB (All
DSTB) between 2018 and 2022. This ranged fro8v® 11240, 7960, 8007 and an increase of 9 838 was
recorded for 2022.

In 2021, the department successfully treated 5 622 (73%) of those registered. There was however, a slight increase
in those who died from 880 (11.4%) ta0@3 (13%) and those that left the programme without completing
treatment from 947 (12.3%) to @09 (13.1%) in the previous year.

The department intends to improve TB screening at®0%,treatment success to 80%, and to reduce {uss
follow-up (LTFU) rate to 9% by the end of 2024/25. Plans to assist in achieving the above targets are outlined below:

TBscreening will be strengthened in all facilities by using comprehensive health screening tool.
Create the demand for the use of TB HealthCheck onlinessedening tool in the communities to improve
early presentation at the facility for timeous diagnosis and treatment.
The treatment success is highly reliant on reduced LTFU and death rates;
Provincial TB recovery plan version 2 with the following key objectives, will be implemented
Create demand for TB testing through advocacy and communication to increase finding undiagnosed
TB,
Accelerate implementation of TUTT (targeted universal TB testing)
Establish reliable linkage pathways
Improve retention in care
Strengthen TB prevention
Strengthen TB programme in the mines
Improve TB data systems, governance and accountability
Advocacy Communication and Social Mobilization (ACSM) activities such as radio slots, awareness
campaigns and community dialogues will take place. This will ensure that TB messages on the importance
of knowing symptoms, early presentation to facilities treditment adherence reach out to communities.
Strengthen counselling services to establish good patient relationship during initial phase and throughout
treatment duration.

Drugresistant TB (DRB) treatment success rate decreased from 61.5% in 2019 to 59.4%, witit@fobsw-up
rate that increased from 10.5% in 2019t0 12% in26286.S A Y i NP RdzOG A2y 2F .t [ W[ ¢
enables more patients to qualify, therefore, will improve treatment completion, LTFU and death

Tablel2: TB Cascade 2018022

Norm 2018 2019 2020 2021 2022
PHC Headcount 5 years and older 5 497 162 % 5 557 560 % 3 851 862 % 4 043 414 % 4197 371 %
Screen for TB symptoms 5 years
and older 85% 3847 302 69,99 - 4 201 832 75,61 - 3851 862(91,30 G 3593 416| 88,90 G 3880 673| 92,50 G
TB symptomatic 5 years and older  [2-109% 62 716| 1,63 . 60 364| 1,44 . 43 651| 1,10 - 40957 1,10 . 52717 1,40 .
TB investigation done 5 years and
older 90% 49 832| 79,46 . 50 455 83,34 G 38 958| 89,20 G 41 225| 100,70 G 53 064 100,70 G
DS -TB confirmed 5 years and
older 2-10% 10 266| 20,60 - 9 203|18,24 - 6 612|17,00 - 7 148| 17,30 - 8610| 16,20 -
DS -TB treatment start 5 years and
older 90-100% 7919|77,14 - 8 743| 95,00 G 6 256 94,60 c 6 608| 92,40 G 7 858| 91,30 c
DS-TB confirmed died before
treatment start 5 years and older <2% 117| 1,14 U 118| 1,28 U 212| 3,21 - 131 1,83 U 87| 1,00 U
DS-TB confirmed lost to follow up
before treatment start 5 years and
older <2% 313| 3,05 . 243| 2,83 . 264| 3,99 - 302| 4,22 . 228| 2,64 .
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The PHC headcount fluctuated between 2018 and 2022 frd8ir5162 to 4197 371 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 69.9% in 2018 to 92.5% BR2, which was a great achievement. TB investigations done in those 5
years and older was 100.7 % and this was due to all investigations per person being inthaedwhaostarted

on treatment following diagnosis is an important indicator and the prowiachieved 91.3%.

Figure27: All DS TB treatment outcomex)21
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The above graph demonstrates All TB treatment outcomes for the above period. This indicates fluctuation in
success rate between the province and all five districts. 3 of the districts are above 70% and Thabo Mofutsanyana
just below 80%. Xhariep and Fedilabi districts attained the lowest treatment success rate below 70% and the
loss to followup rate is also highest in the Xhariep district at 20%. However, there is a general decline in average
TB treatment success rate at 73%, steady decline has beenvelossince 2018.

High losdo-follow-up rate was higher than provincial average in 3 of the districts excluding Thabo Mofutsanyana
at 7.3%. Xhariep recorded the highest percentage of loss to follow up rate at 20%. This challenge is mainly attributed
to people movement andot being able to adhere to treatment, which result in high TB death rate.

The provincial target for All DS-@iBath rate was 10.2%. Two of the districts recorded outcomes above provincial
average performance of 13.1%. On average, the three districts; Fezile Dabi, Lejweleputswa and Xhariep reported
lower death rates of below 13% the provinceThere is an ongoing health education on treatment adherence in

the province in all the districts.

Tablel13: XDR/MDRTB Outcomes

Period | Number started | Treatment Death Rate Loss to follow Treatment Not evaluated
on treatment Success Rats up rate Failure Rate Rate
. 47 B% 0 28% 1% 1% 2%
2017 407 61% 21% 15% 1% 0%
2018 349 65.9% 17.8% 14% 0.6% 0.3%
2019 296 61.5% 26.4% 10.5% 0.7% 0%
2020 251 59.4% 26.7% 12% 1.2% 0.4%

The number of patients initiated on BB treatment fluctuated over the yedfBable 12] with the lowest recorded
in 2020. The highest number of patients initiated on treatment was 467, which was recorded in 2016. The highest
treatment success rate was recorded in 2018 at 65.9%, then decreased to 59.4% in 2020.
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Table above also portrays fluctuation in death rate over a period of 5 years. The lowest death rate was recorded in
2018 at 17.8% with the highest seen in 2020 at 26.7%.

However, losdo-follow-up rate has hugely improved over the last five ydaiable 12] The lowest was recorded
in 2019 at 10.5% compared to the 17% that was recorded in 2016. Treatment failure has also increased and clients
not evaluated in 2020 was 0.4%.

Non-Communicable Diseases [NCDs]

Noncommunicable diseases are some of the common causes of death in South Africa, including the Free State.
According to the Nlational Strategic Plan for The Prevention and Control of@tnmunicable Diseases 2Q22

2027T  &gbdngunicable diseases (NCDs+), including mental health disorders and disability, pose some of the
greatest threats to health and development, particularly in4amud middleA y 02 YS O 2 di#yQiestingtes X ® ¢ ®
that deaths from NCDs+ are likely to increase globally by 17% over the next ten years, and that the African region
will experience a 27% increase, which amounts to about 28 million additional deaths. It is projected that by 2030,
the number d deaths from NCDs+ will exceed deaths due to comnalatég maternal, perinatal and nutritional
diseases combined.

Noncommunicable are some of the top 10 causes of death in the country, including the Free State. Promotion of
healthy lifestyles within the communities is crucial as it ensures that communities take charge of their own health.
Early detection is importarat the Primary Health Care level to prevent complications due to NCDs and ensure that
those eligible for treatment are initiated on treatment on time. In 2022/23 FY, over 1.5 million people 18 years and
older were screened for hypertension and about 0\8&6e found to be eligible and were initiated on treatment.
Percentages of clients who were put on treatment varies across the districts in the province and from the table
below 45 years and older have the higher percentages in comparison to t#é {8argroup.

Table14: Hypertension new client 18 years and older detection rate 2223

Client 18-44 Hypertension Client 45 years Hypertension

Org Unit Name years screened client treatment and older client treatment

for hypertension new 18-44 screened _for new 45 years

years hypertension and older

Free State Province 1 088 707 5177 493 211 6 826
Percentage initiated on treatment 0.5% 1.4%
Fezile Dabi District 168 922 | 691 58 905 | 1363
Percentage initiated on treatment 0.4% 2.3%
Lejweleputswa District 215 882 | 1572 86 777 | 2 452
Percentage put treatment 0.7% 2.8%
Mangaung Metropolitan 271 241 | 1987 158327 | 1931
Percentage initiated on treatment 0.7% 1.2%
Thabo Mofutsanyana District 361213 | 646 156235 | 912
Percentage initiated on treatment 0.2% 0.6%
Xhariep District 71 449 | 281 32 967 | 168
Percentage initiated on treatment 0.4% 0.5%

Source: DHIS

Controlled blood glucose is very important in the reduction of potential risks g@hliéatening complications like,

heart attack, stroke, etc. There has been a fluctuation with the trends of Normal Haemoglobin Alc (HbALlc) tests
with result <7% rate. 112019/20, data showed that out of 91 997 tests conducted, 84% had blood glucose
controlled. This was oveaurned by COVIRR9 pandemic, when the number of tests done declined significantly to
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30 612 and only 34.5% had controlled blood glucose. However, successive years show a slight improvement though
the desirable outcome is still not achieved. Below graph shows results over time.

Figure28: Normal Haemoglobin Alc (HbAl®st result <7% rate
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Besides the COWI® pandemic, other challenges identifi@gere that some PHC facilities were not conducting
HbAlc tests on diabetic clients. Such facilities have been identified and closely monitored to ensure compliance
with the policy. Community health workers are also tracing and linking defaulters back toicasatment.

Proper management of NCDs, including mental healthredace related premature mortality by one third and
promote mental health and wellbeing as cited in both the Strategic Plan of the department ardatienal
Strategic Plan for the Prevention and Control of NMimmmunicable Diseases 2@2P27. This is not limited to
prevention and treatment of substance abuse including harmful use of alcohol. To improve management of mental
health disorders at primary care, the department will further contract psydfiste and or registered counselors

to attend to mental health clients at this level. Number of mental health care boards has increased to 3. Below is
the table showing trends in mental health care in the province.

Tablel5: Mental Health care trends 2021/22

Org Unit Name | Data Name |
Free State Province Mental health case load Mental health clients total
2.1 107 765
. e Mental health case load Mental health clients total
Fezile Dabi District 5o 19 146
Lejweleputswa District Mental health case load Mental health clients total
1.5 16 864
Mental health case load Mental health clients total
Mangaung Metropolitan 2.7 33 467
o Mental health case load Mental health clients total
Thabo Mofutsanyana District >4 35 395
Xhariep District Mental health case load Mental health clients total
0.9 2 893
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MTEF Budgets

OVERVIEW OF THE FISEMVIRONMENT AND ITS IMPACT ON THE FUNDING FOR HEALTH SERVICES

The global and domestic economic outlook

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

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

Weak economic performance and residual problems in tax administration have resulted in large revenue
shortfalls again. Theage bill and the weaknancial position of stat®@wned companie$SOCSs) continue to
pose risk to the fiscus.

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

The 202 MTEF Budget Framework

The Provincial Budget Framework continues to be under pressure as defined by the constrained fiscal space as
a result of ongoing fiscal consolidation stance by central governméhie currentMTEFperiod isguided by
the following principles:
Fiscal SustainabilityAchieving a balance between revenue and expenditure, debt level and other fiscal
aggregates in amanner that promotes economic stability over the economic cycle and ensures a
sustainable fiscal position in the medium to long term period.
Allocative EfficiencyAchieving an allocation of resources that reflects the priorities of government on the
basis of evidence of programme effectiveness.
Value for Money provision of public services through effective, efficient, economical and optimal
utilisation of limited resources.
The negative consequences of the projected downward growth for our Provincial Fiscal Framework are an
indication that the departments will continue to face fiscal challengé® departments are remindeithat
new spending priorities will requir¢he identification of savings and reprioritization within the current
baselines.
The fiscal consolidation position and data updates to the provincial equitable share formula continue to impact
on the provincial allocations and require prudent fiscal management by all.

ALIGNMENT OF BUDGET AND FUNDING FOR DEPARTMENTAL PRIORITIES

Thedepartment will have to vigorously evaluate its programmes and reprioritize funds towards core priorities.
In line with the principles of allocative efficiency and value for mobeggets must align with national and
subnational plans, which include the National Development Plan (NDP) Vision 2030;Ytear SNDP
Implementation Plan (Mediuaterm Strategic Framework), Budget Priorities Framework (Mandate Paper), the
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injunctions for the new cycle.

Initial allocation for 202t MTEF

The economy of the country is not growing at the desired level and hence provincial budget framework
continues to be defined by the constrained fiscal space.
The 202 MTEF budget is set and guided by the following:
Budget must be aligned to national and provincial plans.
The 202 budget composition and spending must stimulate and support economic growth and achievement
of greater value for money.
Funds must be shifted from n@ssential items to priority items that support service delivery.
This must include proposals for nprority programmes and projects to be scaled down or closed,
changing service delivery models, and using technology more effectively.

TRANSFORMATION / REALIGNMENT OF BUDGETING PROCESSES TOWARDS NHI IMPLEMENTATION

Over the recent years the Department has implemented the different elemehBHC reengineering including

the establishment and deployment of WBOTS, contracting of general medical practitioners in clinics and the
implementation of decanting strategies in the form of CCMDDs and treatment adherence clubs. All the health
facilities are also subjectetd the accreditation programme against the standards of the Ideal Health Facility
framework.

In preparation for the implementation of the NHI by 2026, the Department will progressively implement the
following interventions:

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

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

The implementation of quality improvement plans to ensure the compliance of the ambulances and EMS
stations with the new EMS regulations. To this end, the FSDoH has developed an automated online system
for the registration of both public and private EMS.

wWS@ASs 2F tf (GKS RSLINIYSYdQa LI NIYSNEKALI [ ANBSY

IMPROVING FINANCIAL STEWARDSHIP IN THE DEPARTMENT

Appointment of programme managers and allocation of responsibilities done accordingly.

There is a need to increase the capacity at district level in supply chain management and internal control units
to address irregular expenditure.

The role and functions of manageraicountants as well as their abilities need to be revisited.

a9! {!'w9{ ¢h 9b{'w9 ¢19 59t!w¢adb¢Q{ CLb!b/L!I[ {¢!

The following measures are already in place in the department:

Effective cash flow management
Adherence to costontainment measures is emphasized.
Budget process that is open and transparent.
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Procurement of Goods and Services in an economical way.

The following areas need to be improved:

Budget management at facility level.

Managed procurement process, whithpacts on accruals and payables.

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

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

Enhanced measures on revenue collection for patient services rendered.

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

Packaged services must be made available to the populatitimpriority given to equity and cos#ffective
services.

Tablel6: Allocation over MTEF Period per Programme

Table 5.3 : Summary of payments and estimates by programme: Health
Outcome Maiﬁ . AdjusFeq Reyised Medium-term estimates % change

appropriation appropriation  estimate from 2023/24
R thousand 2020/21 2021/22 2022123 2023/24 2024/25 2025/26 2026/27
1. Administration 274,509 324,335 324,410 332,145 346,145 346,145 348,084 348,649 357,263 0.6
2. District Health Services 5,725,803 5,833,705  6,005,46 5555037 5,670,812 582367 6,034,807 6,193,765  6,414,74 36
3. Emergency Medical Services 788,795 960,226 1,004,35 907,849 951,295 982,978 974,852 985,765  1,010,84 (0.8
4. Provincial Hospital Services 1,624,402 1,664,711  1,687,73 1,751,879 1,822,424  1,779,27 1,892,153 1,997,391  2,059,66 6.3
5. Central Hospital Services 2,647,036 2,477,250  2,892,87 2,954,029 3,027,129  3,042,79 3,178,752 3,356,387  3,561,53 45
6. Health Science & Training 244,610 249,251 321,422 339,461 332,793 298,395 342,604 342,510 352,126 14.8
7. Health Care Support Services 156,529 157,157 159,283 179,670 167,339 164,251 174,747 178,655 183,748 6.4
8. Health Facilies Management 488,307 534,251 790,957 738,951 750,202 750,202 771,510 676,585 725,308 2.8
Total payments and estimates 11,949,991 12,200,886 13,186,494 12,759,021 13,068,139 13,187,711 13,717,509 14,079,707 14,665,239 4.0

Tablel7: Allocation Over MTEF Period peconomic Classification

Outcome Maif‘ . AdjusFeq Re?’ised Medium-term estimates % change
appropriation appropriation  estimate from 2023/24
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 10,904,268 11,431,975 11,981,604 11,789,436 12,037,700 12,186,258 12,717,150 13,190,508 13,756,104 4.4
Compensation of employees 7,654,537 8,387,307  8,663,67 8,591,762 8,961,049  8,977,11 9,516,387 9,755,769 10,201,314 6.0
Goods and services 3,249,731 3,043,972 3,314,91 3,197,524 3,076,501 3,206,85 3,200,604 3,434,580 3,554,63 (0.2
Interest and rent on land 696 3,020 150 150 2,287 159 159 159 (93.0
Transfers and subsidies to: 139,527 156,506 205,317 153,636 151,949 156,229 140,059 150,593 150,593 (10.4
Provinces and municipaliies 1 3
Departmental agencies and accounts 40,000 61,000 57,000 66,081 66,081 66,081 68,082 63,218 63,218 3.0
Higher education institutions
Foreign governments and international o
Public corporations and private enterprises 3,484 6,463 11,025 10,000 10,000 10,042 10,000 10,000 10,000 (0.4
Non-profit institutions 3,431 2,353 11,253 4,700 4,700 4,700 4,000 4,411 4,411 (14.9
Households 92,611 86,687 126,039 72,855 71,168 75,406 57,977 72,964 72,964 (23.1
Payments for capital assets 906,196 612,405 999,573 815,949 878,490 845,224 860,300 738,606 758,542 1.8
Buildings and other fixed structures 511,027 432,335 641,113 448,025 490,410 504,879 498,874 452,147 464,924 1.2
Machinery and equipment 380,533 179,870 358,460 366,670 345,076 297,341 339,313 285,205 292,364 14.1
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 14,636 200 1,254 43,004 43,004 22,113 1,254 1,254 (48.6
Payments for financial assets
Total economic classification 11,949,991 12,200,886 13,186,494 12,759,021 13,068,139 13,187,711 13,717,509 14,079,707 14,665,239 4.0
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Audit Outcomes of FS DoH 2022/2023

The department targeted an unqualified audit opinion on financial reporting as well as performance reporting for
2022/23 FY. However, due to control gaps the department received a qualified audit opinion on financial reporting
with two financial statementparagraphs.

The Trading Entity of the department also maintained a qualified audit opinion for 2022/23 Financial Year.
The performance report received unqualified opinion on the three programmes that weresdudit

To address the qualification paragraphs:
The department is reviewing the control environment processes for standardization of operating procedures,
implementation of remedial actions as recommended by the Auditor General will be monitored.
Training of Finance officials will benphasized,
The department will also work closely work witlational department to ensure that there are standard
operating procedures on AFS compilation and that there is consistency in application of accounting standards,
Skilled capacity has been requested from National to assist with immovable assets qualification paragraph.

ORGANISATIONAL CULTURE

[ dzf GdzNBSX f SFRSNEKALI FyR 2NHIFYyAalGA2yFE &0G§NHzOG dzNB I NX
the main building blocks of a successful organisation and must be managed in a way that helps it to reach its
goals.Leadership must be able to guide and inspire the employees, establish a clear vision, build a cohesive team
and make effective decisions tchieve organisational mandate. The department will continuously strive to
address common areas of concerns through the following; tegingtural, human resource management and
strategic change interventions.

In 2023/2024 employee satisfaction survey was drafted to gather information from employees to assist
management in evidenebased decisioimaking to improve organisational functionality and effectiveness.

PERFORMANCE MANAGEMENT DEVELOPMENT SYSTEM [PMDS]

The department strives to reduce backlog on the payment of outstanding performance incentives from previous
years for all employees in the department.

The focus will now shift towards putting systems in place to improve the quality of both the performance
agreements and assessments, the alignment with job profiles, improve implementation of the system and
adherence to policy, performance monitoring anthking individual performance to the organisational
performance.

LABOUR RELATIONS

Section 195 of the Constitution provides that Public Administration must be governed by the democratic values
and principles which are, amongst others, underpinned by a high standard of professional ethics that must be
promoted and maintainedn giving effect to this constitutional imperative, the department has since 2021/2022
embarked on capacitating employees on the Code of Conduct for the public service.
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During the 2023/2024 FY, the department grappled with different misconduct cases, which included general theft
and that of medication, misuse of state vehicles, assault of fellow employees and general inappropriate conduct.
Some of these cases resulteddismissal of the officials involved. Consequence management will continue to be
AYLIE SYSYGSR YR gAff NBYFAYy &adFyRFNR (2 Fff SYLX 2@
integrity.

Moreover, the department will continue to foster relations with all social partners in pursuit of achieving the
standard of conduct expected from all officials. Various workplace structures such as the Union Management
Committees and the Provincial Chamlbiexrve been established to ensure that there is continuous dialogue on
issues affecting workers and this also minimises strikes and disruptions in the provision of health care services in
the province.

EMPLOYEE HEALTH & WELLNESS

Employee wellness programme has been established in accordance with the DPSA requirements. The framework
for Employee Health and Wellness consisttheffollowingpillars; HIV and AIDS in the workplace, Safety, Health,
Environment, Risk and Quality and Employee Wellness. The department is currently at 50% compliance; Safety,
Health, Environment, Risk and Quality and Employee Wellness. The programme is aimedwahgrtpe quality

of the working life and contributing positively towards service delivery in the department. However, challenges
such as safety of some buildings occupied, staff shortdgesto ilkhealth, which leads to absenteeism through

sick leave, as well as low morale due to psysboial issues impact service delivery in the department.

Relevant professional skills are employed in the section but the current personnel structure is unable to meet the
demand. Health and safety committees have been established to assist in reduction of some identified risks in all
institutions through, e.gimplementation of mental health awareness programmes, organising debriefing sessions
as well as individual counselling sessions.

HUMAN RESOURCE DEVELOPMENT AND CAPACITY BUILDING

Currently, Public health sector is faced with major challenges to train, produce, recruit and retain skilled and
competent personnel. The shortage of resources in the sector (poor human resource planning, skilled and
competent personnel, shrinking fiscais)hegatively affecting service delivery and overall health outcomes.

Public Service Human Resource Strategic Framework 2020 outlingsiongision for HRD and proposes a set of
steps that can be incrementally implemented to address challenges of human resource development. One of the
proposed steps is for government dapaents to review organisational structures to aid implementation of HRD
Strategic Framework to improve training and development needs of all employees.

Education and Training are offered through two colleges; Free State School of Nursing (FSSO8h) State
College of Emergency Care (FSCoOEC). The department strives to ensure accreditation of the programmes of these
colleges through Council for Higher Education, SAQA and professional bodies; SANC and HPCSA.
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competencies, performance on priority programmes and to keep abreast with the latest development in the clinical
protocols and treatment guidelines.

Transversal training programmes are implemented to improve performance, competency and career development
as prioritized from the personal development plans and workplace skills plan. Training platform is through National
School of Government and Free $tdtraining and Development Institute.
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HRD policies of the department need to be reviewed to ensure that they are in line with the latest developments
in HRD Strategic Framework and other related strategic documents. One of the key strategic developments is
professionalisation of public servicend induction program has been identified as one of the pillars in
professionalisation framework. The department continues to induct employees as per the directives on compulsory
induction programs.

The department will also consider innovation in training and development. This is to meet the current technological
and service demands, while improving the efficiency of HRD services. The department is in the process of
implementing the new Skills Auditéthodology issued by DPSA in 2023, this will assist in identifying current and
future skills needs of the department.

HUMAN RESOURCE FOR HEALTH PLAN

Human resource planning is a continuous process to ensure optimum functioning of the department to fulfil its
mandate. This is done through recruitment of critical and scarce occupational categories as set out in the Human
Resource Plan 2022025, to aligrwith current and future skills needs of the department. This will also improve
efficiencies and effectiveness of the department.

HR Planning, policies and strategies will coordinate and enforce human resource management strategic documents.
Appropriate recruitment processes, proper talent management and implementation and monitoring of retention
strategy will improve operations with the department. Promotion of gender equality, diversity and
transformation are also key in the department and the Departmental Employment Equity Forum was appointed.
Currently female SMS representation is at 36.96% out of the 50% target. The na#iayel for disability
representative at workplace is 2% and currently, the department is at 0.3%, with the challenges emanating mostly
from the employees who are reluctant to declare their disabilities. Targets will be set in the departmental
employment eqity plan to ensure targeted recruitment. However, the department will continue to ensure equity

in the workplace and improve lives of women, youth and people with disabilit@snprove lives of womed0%

of public procurement in the department goes wpmen-owned businesses and this is measured under budget
programme 1. As of end ofd3quarter 2023/24, 44.1% was achieved of the 40% quarterly target.

Staff establishment of the Department

The process of reviewing organisational personnel structure is ongoing in the department to ensure synergy
between the structure, departmental strategic plan, individual performance agreements and job descriptions. Skills
audit will also be conducted to eatify the required current and future skills. The department has a fixed staff
establishment 023 139posts,16 370are active filled an® 769are vacant.
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Figure29:Age distribution of employees in the department
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Staff turnover

Cenerally, there isa high turroverof clinical personnel in the departmenthe graplbelowshowsthe vacancy rate

for 2022/23 FYProper management of human resources is critical in providing quality health care services. The
high turnover of health professionals negatively affects the quality and accessibility of health care services. This
exposes the department to increased comipks, adverse events and unnecessagdicallitigations.

Figure30: Health Professionals vacancy rate
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The department continuouslgndeavorgo fill critical funded vacancies, this is undone by the high levels of staff
terminations and internal recruitments.
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Information & Communication Technology (ICT)

The Department has made great strides in embracing Information and Communication Technology to enhance
patient care and improve administrative functions. In the 2023/24 financial year, the following initiatives were
undertaken:

Completion of the Mail migrations to Microsoft 365
Anti-Virtus software project
ICT Infrastructure projects to continue at the following facilities under construction:
Zastron Clinic (Zastron), Bophelong Clinic (Petrusburg), JD Newberry District Hospital, Tsepong Clinic
(Verkeerdevlei), Kgotsong Clinic (Bothaville), Rouxville Clinic (Rouxville) and Masilo Clinic, Thandanani and
Reheerderpark (Welkom), FSPC (BFN)
Local Area Networg Design and upgrade projects at Healthcare facilities, dependent on SITA and
available budget.
Innovation project Singelboard microcomputing device project to ensure af&tctive endpoint devices
for the future. (dependent on budget and procurement)
Upgrading/replacing facilities PABX systems via the RZDQ%5 contract.
Implement software firewalls at ten facilities.
Network monitoring tool deployment at ten facilities.
Implement QoS on the Departmental VPN.
ICThas acquired a patient baedcanning solutiohas been tested at Pelonomi, Univesitas and other nominated
facilities and it is anticipated to improve record keeping of maternity patient files.
HMS2 Implementations at nominated District Hospitals:
10 x District Hospitals implemented successfully
6 x District Hospitals to implement in the new financial year
New Enterprise Applications:
E-Recruitment System completed the Phasel
Electronic Delivery of Payslips
Procedure Hospital Booking System
SCM System
Medical Depot and Pharmaceutical Systems:
Data System for Delivery of Chronic Medication (Mobile App)
Electronic Training and development platforms:
Thutoe-Ncha System (EMS Colleg&)pgrade
FSSON Website

Health Information Management

Health Information Management plays an essential role in collecting, storing, maintaining and analysing patient
information/data from health facilities (hospitals, PHC and community). This is all done following the characteristics of
data quality which areonsistency, accuracy, timeliness, completeness, validity and uniqueness.

While there are still some challenges in data management in the department, there have also been some gains, such as
standardisation of data collection tools for hospitals and PHC facilities, implementation of standardized tick register and
implementationof daily data capturing in facilities. This is done to improve data quality and data use.

The use of Tier.net in all facilities as the electronic register for PrEP, ART and TB services has also improvedtiba continua
of care and eliminated the need for multiple paper registers. The department has implemented data decentralisation in
all 220PHC facilities and 14 hospitals by end of financial year 2023/24. This has improved the data quality and alignment
in health facilities. The department benchmarked a patient information system from Eastern Cape Department of Health



Page56 of 180

called HMS2, which has currently been implemented in 10 District Hospitals and has improved availability déypaitient
data for clinicians to provide continuous care.

The department continues to monitor implementation of HPRS in all our PHC facilities and this has improved the
collection of patient demographic information, generation of 1 unique patient record number and standardization
of filing. It also includes theniplementation of an appointment system that will reduce patient waiting times, the
implementation of one patient file and one entrance and one exit. The project is ongoing in hospitals and, once completed,
it will improve continuity of care.

Relevant data quality control measures are being implemented, such as use of SharePoint for data management
throughout the department. This has allowed easy sharing and use of data across different stakeholders, including the
NDoH.Thedaily data sign off in facilities, monthly data sign off at all levels of care and monthly data reconciliations are
also being implemented to improve data quality and the use at each level oAdidreugh data quality has not reached

100%, there has been a great improvemeas a result no accuracy findings were made by AGSA during the
performance audit of 2022/23. Furthermore, there were no material audit findings for Budget Progra&me 2

Despite the strides that have been made by the province in improving data managetatntompleteness and
validity continue to be a challenge due to inadequate recording and alignment of the services between the patient files
and the service registers and vice versa. ICT infrastructure, which includes connectivity and fragmenteddnformati
systems, is still a challenge within the Free State health facilities. Data collection tools are stitigsageat points of
collection, which affects the integritgnd quality of data recorded and reported. The official data collection system,
WEBDHIS still relies on pafiersed registers in health facilities, which leaves room for human error during capturing.
Computer theft is one of the major challenges thatoistdbuting negatively to the timeliness and completeness of data

in the province. The current electricity supply disruptions are a huge challenge in data management, as health facilities are
not able to capture data on time, etc. However, the departmemntigons a single electronic system to be developed and
implemented with the guidance of National Department of Health during 2024/25. This will solve a lot of data
management challenges within the public health sector.

Added to the efforts of ensuring data quality, research continues to play an important role in the Health Information
Management. Conductingesearch within FSDoH facilities is recommended and promoted within the research
community. Some of the research conducted within the department includes Free State Health Research Priority Setting.
Collaborative research is also conducted with other diepants such as the DPSA and COGTA. A study on service delivery
was conducted in collaboration with DPSA, with the aim of capturing the perspective of health care workers and
community representatives on service delivery. Given the nature of this stwdys itnade one of the main focus at the
national commemoration of the Public Service Month (PSM) 2023. This event was then put on the national calendar of
the PSM, the 4 September 2023, where FSDoH was showcasing all the good practices, the use of tecdahology
innovations, and all lessons learned.

Disaster Management

The department is a core role player in the provincial disaster management planning and response, as led and coordinated
by the Department of Cooperative Governance dmdditional Affairs. Each health district participates in the district
disaster management and each hospital has institutional disaster response plans.

The department has participated in humerous multisectoral disaster responses, both provincially, nationally and
internationally. These includes the tailings dam disaster in Jagersfontein in 2022, various flooding incidents within the
province, snowfalls ithe Eastern Cape and the Drakensburg, and major international disasters, such as the tsunamis and
earthquakes.
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The department played a leading role in the proviaéde COVIEL9 response in conjunction with the National
Department of health, the whole provincial government, development partners and the private sector. The response is
linked to the ongoing diseaseutbreak response readiness that is geared at the prevention, containment and
management of epidemics.

In line with the Disaster Management Amendment Act, 16 of 2015, the department will develop and finalise the
departmentwide disaster management plan in the 2024/25 financial year. The process will be outlined in the annual
operational plan.
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Alignment of the Strategic Plan and Annual Performance Plan

The Department appliednter alia the PESTLE and Theory of Change tools through various sessions to compile the
foregoing situation analysis and determine the set of appropriate impact statements and planned outcomes. Based
on the aforementioned tools, the two impact statements as o@tirin the Strategic Pla2019/20 ¢ 202425 and

the eleven outcomes documented in this APP from departmental strategy are reflected hereunder:

Departmental strategy
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E Universal Health Coverage State community improved

g i i e to 62 years by 2024, and 65

=2 community progressively years by 2030

—
achieved
A
Maternal, N
In <t
A
' Y [
-
< - S
Quality of health services in
o= .
5 public health facilities | [+ Package of services
- Conti el available to the
ey |'m:'I|'nge:ft population expanded
e Iability < 3 with priority given to
a— medico-legal 1 equity and most cost-
Ow cases reduced effective services
-
:: Leadership and governance in the
= — | health sector enhanced to improve |
- o
—_ quality of care
=
- r }
- : 1
= ‘ N N /Institutional capacity™ @ \
g z Infrastructure Improved financial — thF:'?Juwh Robust and effective
in 2 maintained and ——» management and ng . B health information
z 3 backlog reduced sustainability appropriate human systems
E resources for health ¥
I
& L) [ LY
VALUES

The FSDOH strategy outlines the key elements of the requisite heath system thatdgillLJ2 NI G KS RS LI
internal operations, which will in turn result in improved health outcomes. These elements are focused on
infrastructure, financial management, human resources and information management systems.

Internal operational excellence entails good leadership and governance and the provision of appropriate package
of services, which are jointly the two crucial requirements for the provision of quality health care services. The

latter will reduce the incideces of adverse events that invariably lead to increased contingent liability due to
medicclegal cases.

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



Pageb9of 180

Institutional Programme Performance Information

BUDGEPROGRAMME 1: ADMINISTRATION

t N2 3N} Y'Y SThet agtad e 8r&g¥amme is to conduct the strategic management and overall
administration of the Department of Health.

Budget Programme 1 has the following sub programmes:

A Office of the MECRendering of advisory, secretarial and office support services.

A Management Policy formulation, overall management and administration support of tBepartment
and the respective districts and institutions within the Department in order to ensure service
effectiveness.
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SUBPROGRAMME: OFFICE OF THE MEC

Purpose Renderingadvisory, secretarial and support services.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS
Outcome: Leadership angovernance in the health sector enhanced to improve quality of care

Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
1. Functionality of health 1.1 Number of districts with
governance structures improved functional District Health Councils

SUBPROGRAMME: MANAGEMENT

Purpose Policy formulation, overall management and administration support of the department an@spective districts and institutions within the
department.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS
Outcome: Leadership and governance in the health sector enhanced to improve quality of care
Output Output Indicator Audited/Actual Performance

Estimated MTEF TARGETS
Performance

2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
40 60 63 60 60 60 60

1. Public health facilities| 1.1 Number of public health facilities security
audited for safety and | audited
security 1.2 Number of facilities with security QIPs New
implemented indicator




OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS
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Outcome: Improved financial management and sustainability

Output Output Indicator . Estimated
P P Audited/Actual Performance MTF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
2. Audit 2.1 Audit opinion of FS Department of Heal Qualified Qualified Qualified Unqualified Unqualified | Unqualified | Unqualified
recommendations| opinion opinion opinion opinion opinion opinion opinion
|mp_lemented for | 2.2 Percentag_e of |_nternal audit 49% 63% 54% 70% 80% 90% 100%
improved recommendations implemented
governance _Number of internal audit recommendations 08 179 240 112 144 198 280
implemented
:;rg:er of internal audit recommendations 200 284 429 160 180 220 280
3. Own revenue | 3.1 Percentage own revenue collected 70.9% 117.2% 100.3% 30% 92% 95% 95%
collection Amount of own revenue collected (R) 85 036 000 | 146 345 296| 214 161 000| 41 260 800 132 859 040 | 144 051 350 | 144 051 350
improved Forecasted own revenue (R) 119951 000| 124 868 000| 213 520 439| 137 536 000 144 412 000 | 151 633 000 | 151 633000
4. Creditors 4.1 Percentage of invoices paid within 30 75.7% 75.4% 65.8% 79% 100% 100% 100%
management | days
improved Number of invoices paid within 30 days of 17 288 21 760 12 786 20 777 28 856 28 856 28 856
receipt by the institution
L‘:t‘;"t::g:ber of invoices received by the 22838 28 859 19 443 28 8% 28 8% 28 8% 28 8%
5.. Eff|C|_ent 5.1 Percentagg of the annual Departmental _ New 97% 100% 100% 100% 100% 100%
financial Budget Allocation Spent indicator
resources | Expenditure on Departmental Budget Allocat - 12599134 | 13189421 | 12759021 | 13717509 | 14079707 | 14 665239
promoted Ynnn owo
Loﬁa't;;”“a' Departmental Budget allocation - 12599134 | 13189421 | 12759021 | 13717509 | 14079707 | 14665239

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved financial management and sustainability

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 \ 2021/22 | 2022/23 2023/24 2024/25 2025/26 \ 2026/27

6. Women 6.1 Percentage of most procured goods', servicy New ' New 32 9% 20% 20% 20% 40%
empowerment | and works awarded to womeawned businesses| indicator | indicator
through public | Rand value of 15 mogrocured items spent on - - 673321743 | 860000000 | 880000000 | 880000000 | 880000 000

procurement | womerrowned businesses [R]
improved tThoetZ'uRa?tr;‘:[g]i'”e 15 most procured items spentfo - 2048 743185 | 2150 000000 | 2200 000000 | 2 200 000000 | 2200 000000
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OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Contingent liability of medictegal cases reduced
Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 202526 | 2026/27

7. Management of | 7.1 Percentage osummons audited to New New New New
med_lcolegal cases determ_lng baseline oflaimants amenable indicator indicator indicator indicator 100% 100% 100%
improved to mediation
Number of summons dzZRA G SR F2 N
amenability to mediation i i i i 43 50 20
Total number of all summons received - - - - 43 50 50

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Institutional capacity strengthened through appropriate humegsources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27

8. Workforce 8.1 Number of employees trained on codecoinduct,

discipline improved| grievance procedure and disciplinary code and New 1077 2034 3000 3000 3000 3000

indicator

procedures

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Robust and effective health information systems

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
9. Research 9.1 Number of research projectscommended for
recommendations implementation in the department by PHRC
. . 3 3 3 3 3 3 3
implemented for evidence
based managemer::
10. Information 10.1 Publichealth dataset timeliness rate _ New _ New 95.3% 96.7% 97 7% 98.5% 99%
management and systems| indicator | indicator
improved for departmental | Publichealth data sets completed by public health i i 1340 1360 1374 1385 1392
efficiency facilities by the 10 of each month

Pup!lt_:health data sets assigned to public health ) i 1 406 1 406 1 406 1406 1406
facilities
10.2 Number of business processes automated 4 4 7 4 4 4 4
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Audited/Actual Performance | Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
New New
indicator | indicator

ective health information systems
Output Output Indicator

10.3 Number of district hospitals implementing
HMS?2

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

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

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

2. Number of public health facilities security audited 60 15 15 15 15

3. Number of facilities with security QIPs implemented 60 - - - 60

4. Auditopinion of FS Department of Health Unqualified i i i Unqualified

opinion opinion

5. Percentage of internal audit recommendations 100% i i i 100%
implemented

6. Percentage own revenue collected 92% 23% 46% 69% 92%

7. Percentage of invoices paid within 8ays 100% 100% 100% 100% 100%

8. gsrecnetntage of the annual Departmental Budget Allocati 100% 2504 50% 7506 100%

9. Percentage of most procured _goods, services and work 40% i i i 40%
awarded to womerowned businesses

10. Percentage of summons auqmad determine baseline of 100% 100% 100% 100% 100%
claimants amenable to mediation

11. Ngmber of employees traln_ed_or_l code of conduct, 3000 750 750 750 750
grievance procedure and disciplinary code and procedu

12. Number of research projectecommended for 3 i i i 3
implementation in the department by PHRC

15. Publichealth dataset timeliness rate 97.7% 97.7% 97.7% 97.7% 97.7%

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

17. Number of district hospitals implementing HMS2 6 - - - 6
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Revision of the policies that guide the governance structures, especially clinic committees, to improve their
functionality.
Appointment of the members of all governance structures and establishment of the district health councils
will be implemented on ongoing basis in line with applicable prescripts.

Capacitation of clinical higtisk areas to reduce the incidences of adverse events.
Strengthening the implementation, monitoring and corrective actions in clinical governance.
Implementation of the FSDOH Litigation Reduction Strategy64bwint plan of which entails:
Improve clinical governance processes to ensure enhancement of professional actions and a conducive work
environment;
Prioritize resources in the medical legal hitgtk areas, i.e., Maternal and Neonatal care &wugery;
Educate health professionals on skills to mitigate legal risk;
Mitigate risk through an improved customer communication programme;
Create awareness of the impact of unrealistic legal actions on the health care system through community
directed campaigns; and
Establish a more aggressive defensive strategy through a well skilled medical and legal expert team
advising on defensive strategies.
Sustaining and resourcing of tdepartmental medicdegal litigation unit
Establishment of the medielegal litigation committee.
Establishment of court compliant / capacitated rehabilitation hubs.
Investigating the institutionalisation of mediation as alternative dispute resolution processes in the handling
of medicclegal cases.

Monitoring of the functionality of the risk committees and the implementation of strategic risks on quarterly
basis.

Consistent monitoringof the audit action plans and implementation dfiternal and external audit
recommendations

Strengthening of the departmental internal controls on prescribed policies and procedures.
{GNBY3IGKSYyAy3d GKS STFFAOIO& YR adadlrAylroArAtAde 2F
Digitization of the patient administration and records.

Community outreach programmes on the importance of provision for correct and accurate information for
billing at Health Facilities.

Strengthening compliance with PFMA to improve health system sustainability.

Concluding and effectively monitoring the major SCM contracts to improve efficiency in the procurement of
goods and services.

Review of financial management delegations and devolution of budget controls and power.

Ensuring that budget allocation in line with the priorities of the department.
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Implementation of effective cash flow management strategy and the reduction of accruals.
Reducing unauthorised, fruitless and irregular expenditure through:
Strengthening the internal controls to prevent unauthorised, fruitless and irregular expenditure.
Training of officials on unauthorised, fruitless and irregular framework.
Budgeting for efficient and effective referral system, based on diagnosis and package of care, devoid of
gatekeeping and duplication.
Setting aside a budget to increase CHW cadres to cover all catchment areas (ward).
Facilitating the funding for fully functioning maternity & theatre service according to the package of service.
Applying preferential procurement effectively to respond to gender inclusion and empower women owned
businesses through public procurement.
Increase revenue collected by the Department to contribute to the improved fiscus and budget allocations.
Payingcreditors within 30 days of receipt of invoices will prevent losses through payment of interest charges
and accruals that impact on the funding of health services.

Automation of the following support functions

E-submission

Electronic Delivery of Payslips

Procedure Hospital Booking System

SCM System
Aligned information management systems for service efficiencies and improved data quality for reliable
decision making.
Finalgation of the procurement and implementation of the patient health information at identified facilities.
Conduct facility readiness assessment with the support of the hospital management and leadership to
determine the readiness of the respective facilities to undertake the initiative.
Source funding for ICT infrastructure, e.g. laptops, printers, 2D scanners, labels, switches, network points, for
successful implementation of functional integrated patient mx system.
Implement of patient information system in hospitals to enhance clinical record keeping, continuity of
healthcare and improve health outcomes, revenue collection and management of redalditigation.
Progressive implementation of the HMS2 information system in hospitals over the MTEF period.
Strengthening the profiling of communities through the work of WBOTs by means of the mobile App
Digitizing the patient files, with emphasis on maternal patient records.
Establishing health intelligence for routine data analysis and strengthening the use of Child Problem
Identification Programme (CHIP) and M&@uonnect.
Improve Data Management and use.

Implementation ofevidencebased health planning and management aintbrovement of the level of
innovativeness in health care provision:
Convening thannual research conference during théduiarter of each financial year.
Aligning the recommendations for implementation in line with the priorities of the department and
available resources to address service needs, improve access to care and to quality of health care services.
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Systendesign andeffectiveness by finalization of the organisational structure and reduce fragmentation.
Improve turnaround times in fillingf critical vacanciet improve healthoutcomes.

Implementation of the appropriate staffing norms for current and future health service needs.

Approval and implementation of the employment equity plan to enable acceleddargeted recruitment
procesesfor empowerment of womenyouthand people with disabilitiegin line with the DPSA directive of
50% representivity of women in the SMS echéétfor people with disability].

Forming partnerships with organizations of people with disabilities to progressively increase the number of
people with disabilities employed in the department.

Intensifyingimplementation ofemployee wellness programnte support weltbeing of all employeeand
alleviate sociatelated challenges that negatively affect employee performance.

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

Create awareness on fraud and corruption across the department.

Incrementally implement approved security plan for the period of three years starting from 2024/2025
financial year.

Implementsecurity enhancements at health facilities, including installation of €&f¥ras and appointment

of armed response teams. CCTV cameras have already been installed in some health facilities around
Mangaung Metrand assessmenfor CCTV systemgere alsoconductedin some health facilitieiroughout

the province

Continuous security audits to identiftyreats and conduct risk analysis to improve safety and security of health
workers, patients, community and property.

Devdop and implement quality improvement plans to address the gaps identified.
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Budget Allocation

Summary opayments and estimates by gubgramme: Administiah

Main Adjusted  Revised . .
Outcome - o h Medium-term estimates % change
appropriatior appropriatior estimate from 2023/22
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1. Office Of The Mec 7,719 8,596 9,126 13,477 13,477 13,161 16,690 13,700 14,036 26.8
2. Management 266,790 315,739 315,284 318,668 332,668 332,984 331,394 334,949 343,227 (0.5
Total payments and estimates 274,509 324,335 324,410 332,145 346,145 346,145 348,084 348,649 357,263 0.6

Summary of payments and estimates by economic classification: Administration

Outcome app?gzlr?ation ap?)?(l;:)s:ztciion :;;::;i Medium-term estimates fr? mc;ggg/ez !
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
Current payments 263,867 306,311 312,043 315,901 327,108 327,127 331,858 332,405 341,019 1.4
Compensation of employees 205,245 231,521 244,586 245,844 257,675 258,247 268,783 272,348 280,962 4.1
Goods and services 58,622 74,789 67,418 69,939 69,315 68,819 62,957 59,939 59,939 (8.5
Interest and rent on land 1 39 118 118 61 118 118 118 93.4
Transfers and subsidies to: 5,094 8,968 2,674 11,200 13,369 13,368 11,000 10,551 10,551 (7.7
Provinces and municipalities 1 3
Departmental agencies and accounts
Higher education institutions
Foreign governments and international ¢
Public corporations and private enterprises 3,484 6,463 1,405 10,000 10,000 10,000 10,000 10,000 10,000
Non-profit instituions
Households 1,609 2,502 1,269 1,200 3,369 3,368 1,000 551 551 (70.3
Payments for capital assets 5,548 9,056 9,693 5,044 5,668 5,650 5,226 5,693 5,693 (7.5
Buildings and other fixed structures
Machinery and equipment 5,548 9,056 9,693 5,044 5,668 5,650 5,226 5,693 5,693 (7.5
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets
Total economic classification 274,509 324,335 324,410 332,145 346,145 346,145 348,084 348,649 357,263 0.6
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BUDGET PROGRAMME 2: DISTRICT HEALTH SERVICES (DHS)

Programme Purposeto render PrimarHealth Care Services and District Hospital Services.
Programme 2 has the following syibogrammes:

District Management
Community Health Clinics
Community Health Centres
Community Based Services
District Hospitals

HIV/AIDS

Tuberculosis

Maternalb S2y I Gt = / KAt RE _2dziK s 22YS8SyQa 1SHfdK | yR

Coroner Services

Disease Prevention and Control
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SUBPROGRAMME: DISTRICT MANAGEMENT

Purpose:Management of all district health services including resources.

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1.Implementation of 1.1 Ideal clinic status obtained rate 43% 65.6% 70.8% 85.9% 95% 95% 96.8%
Quality Improvement | Fixed PHC health facilities have obtained Ided
Programmes increased Clinic status, as determined B TICRM (PRs) 94 144 155 189 209 209 213
in PHC facilities or Peer Reviews Updates (PRUS)
Fixed PHC clinics or fixed CHCs and or CDC¢ 219 219 219 220 220 220 220
1.2 Percentage of PHC facilitiesplementing | 5, 88.5% 95.9% 100% 100% 100% 100%
quality improvement programme
Percentage of PHC facilities implementing
Quality improvement programme after 94 194 210 219 220 220 220
assessment
Fixed PHC clinics or fixed CHCs and or CDC¢ 219 219 219 219 220 220 220
2. Patient satisfaction | 2.1 Patientexperience of carsatisfaction
: s 67.8% 66.9% 67.9% 80% 80% 80% 80%
levels withexperience of | rate (PHC)
care in qullc health | Patientexperience of carsurvey satisfied 178 598 176 227 173 360 210 735 210 735 210 735 210735
facilities increased responses
Patientexperience of carsurvey total response| 263 419 263 419 255316 263 419 263 419 263 419 263 419
3. Clinical governance | 3.1 Severity assessment code 1 incident New New New New
strengthened reported within 24 hours rate indicator indicator indicator indicator 39.8% 50% 67.5%
nggnty assessment code 1 incidents reportef 38 50 81
within 24 hours
Severity assessment code 1 incident reported - - - - 96 100 120
3.2 Patientsafety incident caselosure rate _ New _ New _ New . New 60.2% 70% 80%
indicator indicator indicator indicator
Patientsafety inciden{PSl) case closed 77 91 120
Patientsafety inciden{PSI) case reported - - - - 128 130 150
4. Access to clinical care 4.1Number of GPs contracted to render PH o8 35 38 40 40 40 40
improved at PHC level | services
5. Availability of 5.1 Percentage availability of medication 87% 88.9% 90.5% 90% 90% 90% 90%
medication in health | Number of items of tracer medicati@vailable 100 103 105 72 72 72 72
facilities improved The _tota.I number of items of approved tracer 115 116 116 80 80 80 80
medication




OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant and Child Mortality reduced

Output

6. Access to PHC serviceg
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improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 202324 | 2024/25 | 2025/26 | 2026/27
6.1 PHC utilisation under 5 years rate 2.5 2.8 3 3.2 3.2 3.2 3.2
PHC headcouninder 5 years 659 108 733199 798 367 809 565 804 119 800 954 800 490
Population under 5 years 263 643 259 445 266 089 252989 251 287 250 298 250 153

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Package of services available to fepulation expanded with priority given to equity and most cosffective services

Output

Access to PH€Ervices

improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
6.2 OHH visit coverage 33.4% 50.7% 68% 40% 42% 45% 48%
COS householduisit+ COS household 280313 | 426517 | 572732 338 100 355 844 382 160 408596
follow-up visit
OHHhouseholdsn population[Stats SA] 839 259 841 256 842 253 845 250 847 247 849 244 851 241
6.3 Number of functional wartbased 122 172 182 167 177 177 190
outreach teams
6.4 Number of PHC facilities operated ov¢ 7 7 4 6 7 7 7
24 hours

OUTCOMES, OUTPUDEITPUTNDICATORS AND TARGETS

Outcome:Leadership and governance in the health sector enhanced to improve quality of care

Output

Output Indicator

7. Functionality of health
governance structures

Audited/Actual Performance

2020/21

2021/22 | 2022/23

Estimated
Performance

2023/24

2024/25

MTEF Targets

2025/26

2026/27

improved

7.1 Percentage of PHC facilities with 69% 68.5% 67.4% 82.2% 100% 100% 100%
functional clinic committees

PHC facilities with functional climommittees 151 150 147 180 220 220 220
All fixed PH@&cilities 219 219 218 219 220 220 220




OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS
Output indicators

1.
2.

Ideal clinic status obtained rate

Percentage of PHC facilitiesplementing quality
improvement programme

Patientexperience of careatisfaction rate (PHC)

Severity assessment code (SAC) 1 incident reported within
hours rate

Patientsafety incident (psi) cagdosure rate

Number of GPs contracted to render PHC services
Percentage availability of medication

PHC utilisation under 5 years rate

OHH visit coverage

Number of functional wardbased outreach teams

Number of PHC facilities operated over 24 hours
Percentage of PHC facilities with functiodalic committees

Annual Target

95%
100%
80%
39.6%

60%
40
90%
3.2
42%
177
7
100%

Target: Q1

39.6%
60%
90%

3.2
10.5%

Target: Q2

39.6%
60%
90%

3.2
10.5%

Target: Q3

39.6%
60%
90%

3.2
10.5%
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Target: Q4

95%
100%
80%
39.6%

60%
40
90%
3.2
10.5%
177
7
100%
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PLANNED PERFORMANCE OVER THE MEERMIPERIOD

In preparation for the implementation of universal health coverage through the NHI, all the PHC facilities will

be assessed for compliance with the Ideal Clinic Realisation and Maintenance (ICRM) framework.

QIPs will be implemented to address the gagentified inPHC facilitiefor compliance with ICRM framework.
Decanting strategies, including PHC outreach through mobile clinics and WBOTSs as well as the CCMDDs will be
implemented to improve the accessibility of health services and reduce long queues, thus improving patient
waiting times and patient satisfactionvels at PHC to®B%6 over the MTEF period.

Private medical general practitioners will be contractegtovide services in PHC facilities in order to improve

the accessibility of skills and quality of services at PHC level, which will improve the patient experience of care.
Support and monitoring of clinic committees whle done toimprove their functionality and community
involvement in PHC

Implementation and monitoring of the Ideal Clinic Realization & Maintenance (ICRM) programme:
Implementation of progressive reprioritisation of funding towards PHC services and ICRM compliance.
Implementation of booking system at all facilities to expedite service delivery.

Implementation, monitoring afuality improvement planfQIPs) per health facility.

Conductingpatient experience of cardPEC) surveys in all the PHC facilisl implement Quality

Improvement Plans (QIPs) per facility.

Improving the outreach household coverage by the WBOTSs:

Increasing the number dfinctional wardbased outreach teams
Capacitation of CHWs and improving linkage and supervision at facility level.

Improving accessibility xpansionand quality ofPHCserviceghrough extened clinic opening hours, WBOTSs

and CCMDDsr improved health outcomes

Prioritise critical posts in PH@xcilities to improve service delivery.

Implementation of clinical outreach from district hospitals to PHC facilities.

Participating in the National Department of Health Quality Improvement plkugs,Quality Learning Centre

(QLCs).

Strengthening pharmaceutical inventory management to improve availability of medicines at health facilities.

Implementation of regular monitoring and oversight on pharmaceutical services at health facilities.
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SUBPROGRAMME: DISTRICT HOSPITALS
Purpose:Rendering of a hospital service at district level.

OUTCOMES, OUTPUDE TPUTNDICATORS AND TARGETS

Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
1. Quality of care in | 1.1 Ideal hospital status obtained rate 28% 44% 8% 12% 20% 52% 2%
hospitals improved for| Hospitals that obtained Ide&lospital status 7 11 2 3 5 13 18
NHI accreditation Total number of hospitals (Public Hospitals) 25 25 25 25 25 25 25
1.2 Eerpentage of hospitals implementing 48% 7204 100% 100% 100% 100% 100%
quality improvement programme
Number of hospitalsnplementing quality 12 18 o5 o5 o5 o5 o5
improvement programme after assessment
Total Number of hospitals at each level of care 25 25 25 25 25 25 25
2. Patient satisfaction | 2.1 Patientexperience of careatisfaction rate 72% 70.6% 70.7% 80% 80% 80% 80%
levels Wlth experience Patientexperience of carsurvey satisfied 18 636 18 331 23138 2077 2077 2077 2077
of care in public health| responses
facilities increased | Patientexperience of carsurvey total responses 25964 25964 32721 25 964 25 964 25 964 25 964
3. Clinical governance| 3.1 Severlty qssessment code 1 incident 54% 65.9% 755% 75% 78% 80% 80%
strengthened reported within 24 hours rate
S_evgrlty assessment code 1 incidents reported 139 351 145 360 351 360 360
within 24 hours
Severity assessment code 1 incident reported 258 533 192 480 450 450 450
3.2 Patientsafety incidentase closure rate 62.5% 83.7% 90.7% 88% 90% 95% 95%
Patient Safety Incident (PSI) case closed 693 486 466 440 405 428 428
Patient Safety Incident (PSI) case reported 1108 580 514 500 450 450 450
3.3 Morbidity and mortality review rate 36.3% 75% 86.3% 81% 100% 100% 100%
Mortality and morbidity review conducted 109 225 259 243 300 300 300
gll;rr?:ee(; of mortality ananorbidity reviews 300 300 300 300 300 300 300
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OUTCOMES, OUTPUDETPUTNDICATORS AND TARGETS

Outcome: Leadership and governance in the health sector enhanced to improve quality of care

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
4. Functionality of | 4.1 P_ercentage dfospitals with functional 72% 80% 100% 92% 100% 100% 100%
health governance | hospital boards
structures improved | Number of hospitals with functional hospital boar 18 20 25 23 25 25 25
Total number of hospitals 25 25 25 25 25 25 25

OUTCOMES, OUTPUDEITPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant and Child Mortality reduced

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
5. Child mortality reduced r5":.1'[16Chlld under 5 years diarrhoea case fatality 2 204 0.9% 0.8% 1.6% 1.2% 0.6% 0.6%
Diarrhoea death under 5 years 10 7 10 12 8 4 4
Diarrhoea separation under 5 years 461 787 1234 740 680 650 650
rSa.lfeChlld under 5 years pneumonia case fatality 1% 0.4% 0.9% 1.7% 11% 0.7% 0.7%
Pneumonia death under 5 years 3 2 13 8 5 3 3
Pneumonia separation under 5 years 378 525 1527 480 470 450 450
5.3 Child ynder 5 years severe acute malnutritic 2 7% 4.7% 5 6% 3.3% 3% 2 5% 250
case fatality rate
Severe acute malnutrition death under 5 years 19 25 36 20 18 15 15
gi\gzrres acute malnutrition inpatient separation unc 685 533 649 600 600 600 600
5.4 Death under 5 years against live birth rate 0.6% 0.57% 0.6% 0.5% 0.4% 0.3% 0.3%
Death in facility under 5 years total 154 150 141 132 106 80 80
Livebirths in facility 27 067 26542 23538 26 488 26 488 26 488 26 488
6. Deaths due to cervicall 6.1 Cervical cancer screening New New New New
- - - - 860 900 1000
cancer reduced indicator | indicator | indicator indicator
7. Maternal mortality 7.1 Maternaldeathsin facility 14 15 7 10 9 8 7
reduced
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target  Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. Ideal hospital status obtained rate 25% - - - 25%
2. _Percentaga)f hospitals implementing quality 100% i i i 100%
improvement programme
3. Patientexperience of care satisfaction rate 80% - - - 80%
4. Severity assessment code 1 incident reported within . 78% 78% 78% 78% 78%
hours rate
5. Patientsafety incident caselosure rate 90% 90% 90% 90% 90%
6. Morbidity and mortality review rate 100% 100% 100% 100% 100%
7. Percentage ohospitals with functional hospital boards 100% - - - 100%
8. Child under 5 years diarrhoea case fatality rate 1.2% 1.2% 1.2% 1.2% 1.2%
9. Childunder 5 years pneumonia case fatality rate 1.1% 1.1% 1.1% 1.1% 1.1%
10. Chllc_i under 5 years severe acute malnutrition case 3% 3% 3% 3% 3%
fatality rate
11. Death under 5 years against live birth rate 0.4% 0.4% 0.4% 0.4% 0.4%
12. Cervicaktancer screening 860 80 360 300 120

13. Maternaldeathsin facility 9 - - - 9
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Inter-sectoral collaboration on social determinants of health that predispose children to diarrhoeal
diseases, pneumonia and malnutrition and other childhood illnesses. Reduction of child mortality will lead
to the desired impact of increased life expectancy.

Implementation of IMCI programme at all levels of health care.

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

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

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

Strengthening of Clinical Governance committees at all levels of care.
Patient safety will be prioritized, through close monitoring, reporting and management of adverse events.
Implementation and sustenance of clinical outreach programme from level 2 and 3 hospitals to district
hospitals.
Implementation and sustenance of clinical outreach programme from district hospitals to PHC facilities.
Root cause analyses (RCAS) to be closely monitored to improve quality of health care services and reduce
adverse events.
Strengthening of the implementation and monitoring of current referral policy.
Support and monitoring functionality of hospital boards for positive contribution to service delivery and
community involvement in health care, which will in turn improve the accountability towards the
community.




SUBPROGRAMME: HIV & AIDS, STI & TB CONHASI)
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Purpose:Rendering of primary health care services in respect of HIV/AIDS campaigns and Special Projects including reductiatedfdeathe.

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome:Morbidity and premature mortality due to Communicable diseases reduced

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
1. HIV incidences | 1.1 HIV positive 224 years (excl ANC) rate 3.4% 2.6% 2.1% 4.8% 4.5% 4% 4%
reduced HIV positive 1224 years (excl ANC) 5333 4877 4 068 9120 8 559 7 608 7 608
HIV test 1824 years (excl ANC) 154 643 | 187569 190 681 190 000 190200 | 190200 | 190 200
2.People living with | 2.1 ART adult remain in care rate [12 months] 52.8% 67.3% 62.5% 95% 95% 95% 95%
HIV tested, initiated orl ART adult remain in careotal 17 198 19 281 19571 20 863 20 863 20 863 20 863
treatment, and ART adult start minus cumulatitr@nsfer out 32545 28 650 31314 21961 21961 21961 21961
retained on care at 12 2.2 ART child remain in care rate [12 months]| 56.1% 76.2% 58.3% 95% 95% 95% 95%
months ART child remain in caré¢otal 531 1029 787 469 469 469 469
ART child start minus cumulatitransfer out 947 1350 1350 494 494 494 494
3.viral suppression atl 3.1 ART adult viral load suppressed ralbelow 89.4% 92.20 91.8% 95% 95% 95% 95%
12 months increased | 50 [12 months]
in both children and | ART adult viral load under 50 5 862 6 454 6 426 26 773 28 b1 28 261 28 261
adults on ART ART adult viral load done 6557 7 000 7 000 28 182 29 748 29 748 29 748
3.2 ART child viral load suppressed rdbelow 71.29% 68.5% 61.9% 95% 95% 95% 95%
50 [12 months]
ART child viral load under 50 105 137 124 1038 103 103 103
ART child viral load done 147 200 200 1093 1093 1093 1093
4. HIV related deaths| 4.1 ART death rate 2.4% 2.4% 2% 3% <3% <3% <3%
reduced ART cumulative deathtotal 569 720 653 673 673 673 673
ART start minus cumulative transfer out 23 691 30 000 32 664 22 455 22 455 22 455 22 455
5. Access to TB 5.1 DSTB treatment start 5 years and olderra] 94.6% | 92.4% 90% 92% 92% 93% 94%
treatment improved | DSTB treatment start ears and older 6 256 6 608 6 889 7042 7042 7119 7195
Sum of DB clinically diagnosed and b8 6612 7148 7 654 7 654 7 654 7 654 7 654
bacteriologically confirmed 5 years and older
6. TB Drugensitive | 6.1 All DSIB client lost to followp rate 11.1% 12.6% 13.1% 9% 9% 8.9% 8.9%
treatment adherence | All DSTB client loss to followp 1211 966 812 688 688 680 680
and outcomes All DS TB treatment start 10 931 7 695 6200 7 637 7 637 7 637 7 637
improved 6.2 All DSIB clientreatment success rate 77.1% 74.4% 73% 80% 80% 80% 80%
All TB client successfully completed treatment 8 426 5725 4526 6110 6110 6110 6110




Outcome:Morbidity and premature mortality due to Communicable diseases reduced
Audited/Actual Performance

Output

Output Indicator

Estimated

Performance

MTEF Targets
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2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
All DS TB treatment start 10931 7 695 6200 7637 7637 7637 7637
7. Drug resistant TB | 7.1 TB Rifampicin resistamiltidrug - resistant 57 1% 43.6% 50.4% 60% 60% 60% 60%
treatment outcomes | treatment success rate
improved TB Rifampicin resistant /Multidrug Resistant 230 129 208 240 240 240 240
successfully completed treatment
TBRifampicin Resistant /Multidrug Resistant clie| 349 206 350 400 400 400 400
started on treatment
7.2.TB Rifampicin resistant /multidrag . New . New . New 15% 14% 13% 13%
resistant lost to follow up rate indicator | indicator | indicator
TBrifampicin resistant /multidrug resistant client i i 60 56 50 57
loss to follow up
TB Rifampicin Resistant /Multidrug Resistant clie i i ) 400 400 400 400
started on treatment
7.3 TB PreXDR treatment success rate _ New _ New _ l\_lew 50% 55.6% 61.1% 61.1%
indicator | indicator | indicator
TB PreXDR client who successfully completed i i 20 20 22 22
treatment
TB preXDR Client started on treatment - - - 40 36 36 36
7.4 TB PreXDR loss to follow up rate . New . New . New 20% 19 %% 16.7% 11.1%
indicator | indicator | indicator
TB PreXDR clients who are loss to follow up - - 8 7 6 4
TB preXDR Client started on treatment - - - 40 36 36 36
8. TB related deaths| 8.1 All DSIB client death rate 10.6% 11.4% 12.9% 10.1% 10% 10% 9.9%
reduced All DSTB client death 1160 658 800 772 764 764 756
All DS TB treatment start 10 931 5770 6200 7637 7637 7637 7637
. . 9.1 Malaria case fatality rate 0% 0% 11.8% 0% 0% 0% 0%
9. Malaria fatalities -
decreased Malaria deattsreported 0 0 2 0 0 0 0
Malaria case reported 40 38 17 15 15 15 15
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3  Target: Q4
1. HIV positive 124 years (excl ANC) rate 4.5% 4.5% 4.5% 4.5% 4.5%
2. ART adult remain in care rate [12 months] 95% 95% 95% 95% 95%
3. ART child remain in care rate [12 months] 95% 95% 95% 95% 95%
4. ART adult viral load suppressed rateelow 50 [12 months] 95% 95% 95% 95% 95%
5. ART child viral loasluppressed rate below 50 [12 months] 95% 95% 95% 95% 95%
6. ARTdeath rate <3% <3% <3% <3% <3%
7. DSTB treatment start 5 years and older rate 92% 92% 92% 92% 92%
8. All DSTB client lost to followp rate 9% 9% 9% 9% 9%
9. All DSTB client treatmensuccess rate 80% 80% 80% 80% 80%
10. TB Rifampicin resistantiultidrug - resistant treatment success rate 60% 60% 60% 60% 60%
11. TB Rifampicin resistant /multidrugresistant lost to follow up rate 14% 14% 14% 14% 14%
12. TB PreXDR treatment success rate 55.6% 55.6% 55.6% 55.6% 55.6%
13. TB PrexXDR loss to follow up rate 19.4% 19.4% 19.4% 19.4% 19.4%
14. All DSTB client death rate 10% 10% 10% 10% 10%
15. Malaria case fatality rate 0% 0% 0% 0% 0%




PLANNED PERFORMANCE OVER THE MHERM PERIOD
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The graphic below outlines the theory of change for the planned reductiomdrbidity and premature
mortality due to communicable diseases. The outcome focuses on HIV, TB,-T80¥d Malaria,
notwithstanding the fact that the latter is not endemic to the Free State Province.

Figure31: Theory of change Outcome 2

HIV positive 1824
years (excl ANC) rate

ART child viral load
suppressed rate
61.9%-95%

Viorbidity and prematuré

mortality due to Communicable
Diseases reduced

ART Death rate

All DSTB client deat

COVIB19
rate: case fatality rate

suppressed rate

[
e SD;?:"Z:EZEEL TB Rifampicin resistant/
91.8%-95% Id Y t MDR success rate
i a0 59.4%-60%

90%-92%

ART(Adult & child)
remain in care rate
60.4%- 95%

3z 4

Viral Load
Completionrate:

CCMDDs &
Adherence Clubs

082 Clinician:
trained on HAST +
NCDs & 50PNs
on IMCI

p |
E 2

ART client naive¢

start ART during
month ¢ sum

26 364¢ 25 026

HTS 646 918)TB
Screening90%)&
Case Finding

ART LTFU rate:
<10%

Improved PTB
Cure Rate:

ffampicin
resistant/MDR
start rate:
Medicine 70%-100%

Availability

TB Defaulters traced:
All DSTB client Issto follow-
up rate:
13.1%-9%

S treatment stakt

ewly diagnosed HIV
clients screened for TR

17 133HIV+ clients
started on TP & PREP

PLHI Knowing thei
status:

laced &100
95% D )
HTA
h sites e

5 years and older

530Lay rate:
Counsellors

90%-92%
OHH Visit

coverage:

Voluntary MMC:
2 591- 20 000

implemented

Condom Distribution:
Male =48 975 450

Female =190 000 el

No. of WBOTs:

TB Prevention
v

OVIBI9 vaccination
rate:
54.2%- 70%

COVIB19 positivity
rate rate:
4%-0.07%

Malaria case fatality

rate:
11.8%-0%

Early detection,
Diagnosis, Referral,
Treatment &
Notification

ncidences o
Communicable
Di (Malaria)

COVIBL9 test

coverage:
100% |

Covid19 screening
conducted

COVIB19 Health
Promotion &

Programmes /

2-177 Interventions

Prevention

reduced

Disease Surveillance
& Outbreak
Response

Environmental
Health & Disease
Prevention
Strengthened

Inclusion of HIV Testing modalities such as HIVSS and index testing will incréasedbef the HIV cascades

and assist in the determination of positivity rate, which will lead to more HIV positive clients being initiated on
ART. Enhanced implementation of treatment adherence strategies will lead to improved viral load suppression,
more clients being virally suppressed will contribute to the reduction in new HIV infections and mortality.

TB casdindings will result in early diagnosis of TB clients and early initiation of eligible patients on TB
treatment. The reduction in TB clients that become lost to follgnwill increase the number of TB clients that
complete their treatment regimen and get succeslf treated. It will also reduce the incidence of drug
resistant TB and Fielated deaths.
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Improve HIV case finding through targeted intervention for hard to reach population
Strengthen management of all HIV positive children.

Strengthening management of patient on ARTntgprove retention in care.

Upscale provision PsExposure Prophylaxis (PrEP) and fogtosure Prophylaxis (PEP).

Implementation and monitoring of treatment Adherence Guideline Strategy.

Scaling up TB screening.

Acceleration of TB treatment initiation for adults and children.

Strengthening TB disease management.

Strengthening TB management information and monitoring of patient progress on the EDRweb.

Implementation of the uniform structure for District Outbreak Response Team (DORT).
Implementation of malaria treatment guidelines to mitigate deaths
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Purpose: To reduce maternal, neonatal and child mortality.
The focus will be on accelerating the implementation of key interventions to save mothers, newborns and children, enleafttirogute worker
trainingand strengthening health systems and to improve quality of care.

OUTCOMES, OUTPUDETPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant and Chifdortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Improvediamily | 1.11UCD uptake 1589 1146 1197 1200 1250 1300 1400
planning coverage
2. Deaths due to cervice 2.1 Cervical cancer screening coverage - New ~ New ~ New 45% 47% 50% 60%
cancer reduced indicator | indicator | indicator
Cervical cancescreening done - - - 34 502 36269 38 874 47 087
[(80% women aged 380yrs/10)+(20% wome ) ) i 76 670 77 168 77 748 78 477
aged 20 years and above /3)
3. Teernea:jguecggegnancy 3.1Delivery 1014 years in facility 128 147 139 130 130 125 120
4.Increased early ANC| 4.1 Antenatal 1 visit before 20 weeks rate | 61.3% 60.5% 62.1% 60% 62% 65% 68%
coverage Antenatal F visit before 20 weeks 29 169 27 669 27 099 27 840 28 644 29 900 31280
Antenatal 1st visit total 47 584 45733 43656 46 400 46 200 46 000 46 000
5. Perinatal mortality | 5.1 Still birth in facility rate (per 1 000 New New New New 35 32 30
reduced births) indicator | indicator | indicator indicator
Still birth in facility - - - - 1719 1573 1476
Totalbirths in facility - - - - 49 100 49 150 49 200
5.2 Ngonatal death in facility ratpér 1 000 16 159 16.2 218 18 15 15
live birthg
Neonatal deaths (under 28 days) in facility 775 794 750 1046 864 720 720
Live birth in facility 48 472 49 972 46 291 48 000 48 000 48 000 48 000
6. Postnatal care 6.1 Mother postnatal visit within 6 days rat  79.7% 76.6% 84.3% 82% 82% 83% 84%
coverage increased g/leo“t\i:;rypostnatal visit within 6 days after 38 710 38 291 38 842 40 836 40836 41334 41 832
Delivery in facility total 48 509 49 977 46 076 49 800 49 800 49 800 49 800
7. Mother to child 7.1 Antenatal client start on ART rate 98.2% 97.7% 98% 98% 98% 98% 98%
transmission of HIV | Antenatal start on ART 3451 3173 2 940 2940 2205 2205 2205
reduced :tni??/:iltknown HIV positive but NOT on Af 3516 3248 3000 3000 2250 2 250 2 250
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Outcome: Maternal, Neonatal, Infant and Chitdortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
7.2 Infant PCR test positive around 6 _ New _ New _ New 1% 1% 1% 1%
months rate indicator | indicator | indicator
Infant PCR test positive around 6 months - - - 80 80 80 80
Infant PCR test arourimonths - - - 8 000 8 000 8 000 8 000
7.3 HIV test positive around 18 months rat . New . New . New 1% 1% 1% 1%
indicator | indicator | indicator
HIV test positive around IT8onths - - - 200 200 200 200
HIV tests done around 18 months - - - 19 980 19 980 19 980 19 980
8. Immunisation 8.1 Immunisation under 1 year coverage 75.8% 83.7% 79.7% 85% 85% 90% 90%
coverage improved Immunised fully under 1 year new 38 807 42 161 40118 42 819 42 956 45 680 45939
Population under 1 year 51196 50 371 50 358 50 375 50512 50 755 51 043
8.2 Measles ® dose 1 year coverage 73.3% 77.5% 80% 92% 95% 95% 95%
Measles 2 dose 37 822 39 455 40 152 46 052 47 487 47 463 47665
Target population 1 year 51 599 50910 50177 50 057 49 986 49961 50173
9. Child mortality 9.1 (;hl|d under 5 years diarrhoea case 270 230 1.8% <206 1.8% 13% 1.2%
reduced fatality rate
Diarrhoea death under 5 years 20 29 36 39 35 25 22
Diarrhoea separation under 5 years 735 1271 1979 1979 1943 1917 1894
9.2 (;hlld under 5 years pneumonia case 2 8% 3.20 1.7% 4% 3.50 3% 2 7%
fatality rate
Pneumonia death underyears 26 44 46 106 100 86 82
Pneumonia separation under 5 years 916 1355 2670 2776 2873 2959 3039
9.3 Child under 5 years severe acute 3.1% 8.6% 9.7% 11% 10.5% 10% 9.7%
malnutrition case fatality rate
Severe acutenalnutrition death under 5 yearg 48 86 98 123 117 111 98
Severe acute malnutrition inpatient separatid 1571 1004 1011 1122 1117 1112 1011
under 5 years
?a.lf[leDeath under 5 years against live birth 20 2 204 2 5% 29% 2 4% 220 220
Death in facility under 5 years total 975 1097 1157 1392 1152 1 056 1 056
Live births in facility 48 472 49 972 46 291 48 000 48 000 48 000 48 000
10. Maternal mortality | 10.1 Maternal mortality in facility ratio (per
reduced 100 000 livebirths) 178.8 156.5 124.3 119 1157 110 100
Maternal death in facility 94 85 66 63 59 55 50

Live births known to facility 52 541 54 301 53 117 52 986 51 000 50 000 50 000
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OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Morbidity andpremature mortality due to NonCommunicable diseases reduced

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
11. Child fqod putrltlonal 11.1 Vitamin A dose 129 months 28.1% 55.8% 61.3% 60% 65% 65% 65%
supplementation increased foi coverage
improved development | Vitamin A dose 189 months + COS | o) 275 | 33329 | 205380 243 1% 261007 | 259400 | 258842
Vitamin A dose 139 months
Target population 159 months * 2 424890 | 418152 | 410 760 405 224 401548 | 399 076 398 218

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. IUCD uptake 1250 312 312 313 313
2. Cervical cancer screening coverage 47% 47% 47% 47% 47%
3. Delivery 1014 years in facility 130 33 33 32 32
4. Antenatal ®tvisit before 20 weeks rate 62% 62% 62% 62% 62%
5. Still birth in facility rat€per 1 000 births) 35 35 35 35 35
6. Neonatal death in facility rate (per@00 live birth3 18 18 18 18 18
7. Mother postnatal visit within 6 days rate 82% 82% 82% 82% 82%
8. Antenatal client start on ART rate 98% 98% 98% 98% 98%
9. Infant PCRest positive around 6 months rate 1% 1% 1% 1% 1%
10. HIV test positive around 18 months rate 1% 1% 1% 1% 1%
11. Immunisation under 1 year coverage 85% 85% 85% 85% 85%
12. Measles 2¢ dose 1 year coverage 95% 95% 95% 95% 95%
13. Child under 5 yeardiarrhoea case fatality rate 1.8% 1.8% 1.8% 1.8% 1.8%
14. Child under 5 years pneumonia case fatality rate 3.5% 3.5% 3.5% 3.5% 3.5%
15. Child under 5 years severe acute malnutrition case fatality | 10.5% 10.5% 10.5% 10.5% 10.5%
16. Deathunder 5 years against live birth rate 2.4% 2.4% 2.4% 2.4% 2.4%
17. Maternalmortality in facility ratio(per 100 000 live births) 115.7 - - - 1157

18. Vitamin A dose 1-59 months coverage 65% 65% 65% 65% 65%
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Figure32: Theory of Change Outcome 1
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The quest for the reduction of maternal mortalities involves the effective clinical management of woman and
maternal health throughout all levels of care and in all healitesettings.

Improving couple year protection through family planning will enhance sexual and reproductive health and
reduce the occurrence of unwanted pregnancies, including those of teenagers. This is also a predisposing factor
to pregnancyrelated and perinatal cormjzations. The early attendance of antenatal care by pregnant mothers

will improve early diagnosis and management of pregnaetated complicatios, includinginitiation of

eligible pregnant women oART screening and management of TB, which will contetto the improvement

in health outcomes for both the mothers and babies aeduceunavoidablematernal mortalities.

The current facility neonatal mortality rate in the Free State Province 8 (€. 1000 live births, with
Lejweleputswa and Mangaung performing negatively above the provincial avéage.attention needs to
be given to the infrastructural challenges in health care facilities whietexacerbated by the increasing

burden of premature babies.
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The increase in mothers and neonates that are assessed by appropriate health professionals-@ittaips3
after giving birth create opportunities for early diagnosis and management of neonatal conditions. This will
reduce deaths among neonates.

Strengthen Community engagement and education to improve access for better pregnancy outcomes.
Improve sexual reproductive health to promote quality and safer reproductive health services and
practices by women, men, and youth through informed choice and with a rights based approach.
Improve of maternal health services by scaling up provision of quality care during antenatal, birth and
postnatal period.

Reduce deaths in children under five years by increasing coverage of evidence based child health
strategies.

Improve youth health services by strengthening Integrated School Health Services.

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

Improve leadership and accountability to provide quality, comprehensive, and integrated Maternal,
Perinatal and Neonatal (MPN) care and treatment services across the healthcare continuum.
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SUBPROGRAMME: COMMUNITY BASED SERVICES [DISEASE PREVENTION AND CONTROL (DPC)]

Purpose:To render preventive, promotive and management of NObnmmunicable Diseases including Palliative Care and upscale screemiadyfor
detection and initiation on treatment.
Provision of a communitpased health service at naealth facilities in respect of hordeased care, victims of abuse, mentahd chronic
care, school health, etc.

OUTCOMES, OUTPUDETPUTNDICATORS AND TARGETS

Outcome: Morbidity and premature mortality due tmon-Communicablaliseases reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
1. NCD 1.1 Client _1844 years screened for _ I\_Iew _ I\_Iew _ New _ New 299 359 299 359 299 359
treatment hypertension indicator indicator indicator indicator
coverage and | 1.2 Client 45 years and older screened for New New New New
outcomes hypertension indicator indicator indicator indicator 109 435 109435 109435
improved i [
p 1.3 Normal Hemoglobin Alc (HbA1c) test with 34.5% 28.1% 52 1% 5506 60% 65% 70%
result <7% rate
;h¥e nu)n}szJer of diabetic clients with HbAlc resuls 10560 21181 26 050 33 000 39 000 42950 45500
Total diabeAtiC clients with HbA1C test done 30612 44018 50 000 60 000 65 000 65 000 65 000
1.4Client 1844 years screened for diabetes _ I\_Iew _ New _ New _ New 53441 53 441 53 441
indicator indicator indicator indicator
1:5CI|ent 45 years and older screened for _ I\_Iew _ New _ New _ New 15 670 15 670 15 670
diabetes indicator indicator indicator indicator
2. Management| 2.1 PHC mental disorders treatment rate new _ l\_lew _ l\_lew _ New _ New 0.01% 0.01% 0.01%
of mental health indicator indicator indicator indicator
disorders PHC client treated for mental disordersew 360 400 500
improved PHC headcountTotal - - - - 5058936 | 5060 000| 5 080 000
2.2 Number ofnental health care practitioners _ r\_lew 2 2 6 10 10 10
contracted indicator
2.3 Number of mental health clients seen by New
contractedmental health care practitionerat - 529 711 6 720 8 400 8 400 8 400
indicator
PHC level
2.4 Percentage diospitalscompliant on 72 _ l\_lew _ New 3.50 34.5% 51.7% 69% 69%
hour mental health assessment indicator indicator
Numberof hospitalscompliant with requirements
for 72-hour mental health assessment ) ) ! 10 15 20 20
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Outcome: Morbidity and premature mortality due tmon-Communicablediseases reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27

Number of plannediospitalscompliant with 72
hour mental assessment

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Leadership andovernance in the health sector enhanced to improve quality of care

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
3. Functionality of | 3.1 Percentage of functional mental health revie 100% 100% 100% 100% 100% 100% 100%
healthgovernance| boards
structures Number of functional Mental Health Review Board, 2 2 2 3 3 3 3
improved Number of planned Mental Health Review Boards 2 2 2 3 3 3 3

SUBPROGRAMME: FORENSIC PATHOLOGY SERVICES (CORONER)

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

OUTCOMES, OUTPUDEITPUTNDICATORS AND TARGETS

Outcome: Quality of services in public healtacilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Efflcacy of 1.1 Percentagenedicolegal cases attended 13.7% 13.5% 2 1% 10% 10% 10% 10%
Forensic Pathology to where cause of death remained unknowr|
Services improved Number of medicdegal cases where the cause 331 408 57 272 272 272 272
of death was not established after an autopsy
Total number of medictegal autopsies 2419 3020 2720 2720 2720 2720 2720
performed
1.2 Percentage of autopsies performed 923% | 97.5% | 99.2% 98% 99% 99% 99%
within 5 working days
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Outcome: Quality of services in public healtacilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
Autopsies preformed within 5 working days 2233 2 945 2698 2 668 2 693 2 693 2 693
Number of all autopsies performed 2419 3020 2720 2720 2720 2720 | 2720
OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS
Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3  Target: Q4
1. Client 1844 years screened forypertension 299 359 74 840 74 840 74 840 74 839
2. Client 45 years and older screened for hypertension 109 435 27 359 27 359 27 359 27 358
3. Normal Hemoglobin Alc (HbAlc) test with result <7% rate 60% 60% 60% 60% 60%
4. Client 1844 years screened faliabetes 53 441 13 361 13 360 13 360 13 360
5. Client 45 years and older screened for diabetes 15670 3918 3918 3917 3917
6. PHC mental disorders treatment rate new 0.01% 0.01% 0.01% 0.01% 0.01%
7. Number of mental health care practitionecsntracted 10 - - - 10
8. Number of mentgl_health clients seen by contracted mental 8400 2100 2100 2100 2100
health care practitioners at PHC level
9. Percentage ohospitalscompliant on 7zhour mental health 51 7% i i i 51.7%
assessment
10. Percentage of functional mental health review boards 100% - - - 100%
11. Percentage_ medictegal cases attended to where cause of 10% 10% 10% 10% 10%
death remained unknown
12. Percentage of autopsies performed within 5 working days 99% 99% 99% 99% 99%
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

This planned outcome is impacted by the extent of reduction of morbidity and mortalities related to three
priority non-communicable diseases, i.e., mental disorders, diabetes mellitus and hypertensiofigUiee
below outlines the intermediate outputs that will contribute to the aforementioned reductions.

Figure33: Theory of Chang®utcome 3
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Health education is provided to promote healthy lifestyle and preventcammunicable diseases (NCDs). The
patients utilising PHC facilities are screened for NCDs, to ensure early detection of incidences and initiate
eligible ones on treatment. Increasdrbtatment coverageof NCDswill reduce related complications and
mortalities. Low HbA1c denotes effective diabetic treatment.

PHC users are screened for mental illnesses and diagnosed patients are put on treatment. Any treatment
defaulters are traced back to care in order to promote positive outcomes. The Mental Health Boards are crucial
in reviewing patient admissions in linetkvthe Mental Health Act.

The department will play a vital role in advancing health promotion and disease prevention in health facilities.
This will include early identification, management and control of NCDs at all levedaltfcare.

The sustained functionality of the Mental Health Review Boards (MHRBs) will ensure the provision and
management of mental health care services according to the Mental Health Act, 2002. This will improve the
outcomes for mental health care services and citmite to the rehabilitation of mental health care users and
ultimately to increased life expectancy.
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All the unnatural deaths are subjected to mediegal autopsies and the decrease in cases attended to where
the cause of death remained unknown will lead to better interventions to prevent recurrence. The turnaround
time of 5 working days for autopsieslimprove client satisfaction levels. The improvement on both outputs
will contribute to increased life expectancy in the province.

Implement 9660-50 strategy for control of hypertension and diabetes.

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

Coordinate ossite training for the implementation of the available guidelines.

Intensify monitoring of adherence to guidelines and protocols.

Intensify the universal Mental Health access to service at all levels of care.

CNIFAY tl1/ LINPFSaarzylftaQ ydNESa @rategsSy it KSIFf (K
Develop a detailed plan for the refurbishment @2hr assessment faciliies and monitor its
implementation.
Prioritise the appointment of Psychiatristsrelevant health institutions
Refurbish the identified unit at FSPC for the admissions of Adolescent / under 18 years.

Expansion of the mental health care services through phased implementation of the Mental Health grant.
Recruit healthcare personngl line with thebusiness plan.

Staffing of theforensic mortuaries.
Operationalising the Bloemfontein Forensic Mortutaigoratory.
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Budget Allocation

Summary of payments and estimates by spbogramme: District Health Services

Outcome appr'\gzlrri]ation apApCritl)L:)Sr::?ion ?;;:]If;i Medium-term estimates f,-ZO r:rzlggg/ez !
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25 2025/26  2026/27
1. District Management 134,348 152,242 160,828 120,940 131,109 139,384 130,378 125,674 128,644 (6.5
2. Community Health Clinics 1,097,136 1,065,120 1,116,49 1,115,319 1,113,044 1,083,172 1,232,569 1,305,577 1,301,86 13.8
3. Community Health Centre 157,105 149,807 164,529 173,872 186,872 184,764 188,810 189,444 197,860 2.2
4. Community Based Services 499,854 531,022 704,574 688,638 759,906 722,216 759,673 787,484 842,673 52
5. Hiv/Aids 2,183,474 2,228,399 1,995,969 1,683,804 1,622,633 1,860,525 1,804,552 1,811,821 1,881,532 (3.0
6. Nutrition 11,214 12,403 14,784 17,991 18,491 17,426 19,140 19,142 19,829 9.8
7. Coroner Services 43,812 40,631 47,927 49,581 53,581 51,708 54,818 55,996 58,260 6.0
8. District Hospitals 1,598,860 1,654,081 1,706,729 1,704,892 1,785,176 1,761,573 1,844,867 1,898,627 1,984,07 4.7
9. Other Community Services i T 93,626 i T 2,905 T i i (100.0
Total payments and estimates 5,725,803 5,833,705 6,005,464 5,555,037 5,670,812 5,823,673 6,034,807 6,193,765 6,414,74. 3.6

Summary of payments andstimates by classification: District Health Services

Outcome appr'\g;:’ri]ation ap/:)[::)li)srtizgon E;;::;i Medium-term estimates frZD n::gg;g/ez )
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
Current payments 5,455,405 5,759,875 5,939,67 5,506,806 5,589,686 5,740,346 5,954,801 6,145,229 6,366,20 3.7
Compensation of employees 3,593,473 4,101,440 4,171,387 3,878,984 4,061,295 4,255,299 4,446,809 4,446,430 4,598,52 45
Goods and services 1,861,932 1,658,178 1,766,009 1,627,796 1,528,365 1,482,821 1,507,958 1,698,765 1,767,65 1.7
Interest and rent on land 257 2,274 26 26 2,226 34 34 34 (98.5
Transfers and subsidies to: 14,880 17,158 15,529 10,990 12,947 14,502 14,429 8,576 8,576 0.5
Provinces and municipalities
Departmental agencies and accounts 2,863 2,863 2,863 4,864 69.9
Higher education institutions
Foreign governments and international o
Public corporations and private enterprises 1,290
Non-profit institutions 653 1,480 2,200 2,200 2,200 2,000 2,200 2,200 (9.1
Households 14,880 16,505 12,759 5,927 7,884 9,439 7,565 6,376 6,376 (19.9
Payments for capital assets 255,518 56,672 50,265 37,241 68,179 68,825 65,577 39,960 39,960 (4.7
Buildings and other fixed structures 57,480 185 10 10 57 (100.0
Machinery and equipment 183,402 56,289 50,265 35,977 45,265 45,864 43,464 38,706 38,706 (5.2
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 14,636 198 1,254 22,904 22,904 22,113 1,254 1,254 (3.5
Payments for financial assets
Total economic classification 5,725,803 5,833,705 6,005,464 5,555,037 5,670,812 5,823,673 6,034,807 6,193,765 6,414,74. 3.6
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BUDGET PROGRAMME 3: EMERGENCY MEDICAL SERVICES (EMS)

Programme PurposeTo render prehospital Emergency Medical Services including #delity-

transfers, Planned Patiefiransport and emergency communications.

SubProgrammes of EMS are:

A Emergency Transport
A Planned Patient Transport
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SUBPROGRAMME: EMERGENCY TRANSPORT

Purpose:Rendering Emergency Medical Services includimgulance Services [pfeospital and intethospital], Special Operations and Communications and
Air Ambulance services.

OUTCOMES, OUTPUDS TPUTNDICATORS AND TARGETS
Outcome: Package of services available to the population expanded with prigitgen to equity and most coseffective services

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 2021/22 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
1. EMS !31 1.1 EMS P1 urbaesponse under 30 minutes 55 4% 56.6% 49.1% 65% 65% 70% 7506
response times| rate
improved EMS P1 urban response under 30 minutes 7684 7771 6 440 8 821 8 821 9499 10178
EMS P1 urban responses 13870 13730 13109 13570 13570 13570 13570
r1a.ltzeEMS P1 ruraésponse under 60 minutes 78.8% 86.8% 80.3% 80% 826 85% 85%
EMS P1 rural response under 60 minutes 23 348 24 156 23713 24 000 24 600 25 500 25500
EMS P1 rural responses 29 630 27830 29 530 30 000 30 000 30 000 30 000
2.Ambulance | 2.1 EMS operational ambulance coverage 0.49 0.50 0.50 0.47 0.50 0.50 0.55
coverage EMS Operational Ambulances 145 145 148 138 148 148 164
improved Total population in the province (*10 000) 2 949 037 2910132 2 920 480 2 930 982 2941783| 2952791 | 2964 384
2.2 Number of new EMS stations established New New New
- L - 5 3 5 7
indicator indicator indicator

OUTCOMES, OUTPUDS TPUTNDICATORS AND TARGETS
Outcome: Maternal, Neonatal, Infant and Child Mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27

3.1 Number of rostered
obstetric ambulances

3. Operational dedicated
obstetric ambulances increase
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SUBPROGRAMME: PLANNED PATIENT TRANSPORT

Purpose:To render services on planned patient transport which includes local outpatients and around towns in the province tccefgrsalof patients.

OUTCOMES, OUTPUDS TPUTNDICATORS AND TARGETS
Outcome: Package of services available to the population expanded with priority given to equity and moseffestive services

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27

1. Ambulance coveragq 1.1 Number of rostered planned
improved patient transport vehicles operational

OUTPUTNDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. EMS P1 urban response under 30 minutes rate 65% 65% 65% 65% 65%
2. EMS P1 rural response under 60 minutes rate 82% 82% 82% 82% 82%
3. EMSoperational ambulance coverage 0.50 0.50 0.50 0.50 0.50
4. Number of new EMS stations established 3 - - - 3

5.  Number of rostered obstetric ambulances 25 25 25 25 25

6. Number of rostered planned patient transpor¢hicles

70 70 70 70 70

operational




Paged6 of 180

PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

The department will work towardsicreasing lhe number ofrostered ambulances tomprove ambulance
coverageand response times
Improving the triage of incoming emergency calls, ambulance dispatch and fleet tracking.
Improving the availability of advanced life support for EMS P1 responses.
Resourcing the EMS with the requisite purpassverted ambulance fleegppropriate skilleand expertise
to increase the average number of rostered ambulances.
Procurement of medical rescue equipment.
Improving the response times for P1 obstetrics emergencies:
Sustaining the rostering of 25 dedicated obstetric ambulances at identified maternity sites in all districts
to reduce maternal and neonatal mortalities.
Prioritising all obstetric calls for dispatch
Increasing the number of EMS statiardreducing the number of towns without ambulances for increased
ambulance coverage.
Reduction in the number of planned patient transport vehicles in view of the implementation of clinical
outreach and specialised services in some districts

Budget Allocation

Summary of payments and estimates bypsogramme: Emergency Medical Services

Outcome Ma‘f‘ . Ad]usteq Re?"se" Medium-term estimates % change
appropriation appropriation estimate from 2023/22
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
1. Emergency Transport 775,167 946,026 990,229 887,388 932,334 965,665 954,023 964,835 989,260 (1.2
2. Planned Patient Transport 13,628 14,200 14,127 20,461 18,961 17,313 20,829 20,930 21,589 20.3
Total payments and estimates 788,795 960,226 1,004,35 907,849 951,295 982,978 974,852 985,765 1,010,849 0.8

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

Outcome appr'\gslr?ation ap):;(r‘:)lijsr::gon :;;:I::; Medium-term estimates fr?r:gggg;azl
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 762,906 932,201 977,217 880,049 921,454 949,573 947,471 958,430 983,514 0.2
Compensation of employees 521,698 604,758 619,043 657,992 691,596 625,427 684,624 722,384 747,468 9.5
Goods and services 241,208 327,443 358,174 222,057 229,858 324,151 262,847 236,046 236,046 (18.9
Interest and rent on land
Transfers and subsidies to: 596 643 1,678 300 696 770 640 594 594 (16.9
Provinces and municipalites
Departmental agencies and accounts
Higher education institutions
Foreign governments and international o
Public corporations and private enterprises 60 42 (100.0
Non-profit institutions
Households 596 643 1,618 300 696 728 640 594 594 (12.1
Payments for capital assets 25,293 27,382 25,461 27,500 29,145 32,635 26,741 26,741 26,741 (18.1
Buildings and other fixed structures 4,720
Machinery and equipment 25,293 27,382 20,741 27,500 9,045 12,535 26,741 26,741 26,741 113.3
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 20,100 20,100 (100.0
Payments for financial assets
Total economic classification 788,795 960,226 1,004,35 907,849 951,295 982,978 974,852 985,765 1,010,849 (0.8
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BUDGET PROGRAMME 4: PROVINCIAL HOSPITAL SERVICES

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

t NEIANF YYS n KIFa GKS F2ff26Ay3 adzomLINPINI YYSAY

General Hospitals (Regional Hospitals)

Psychiatric/Mental Hospitals (FSPC)
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SUBPROGRAMME: GENERAL (REGIONAL) HOSPITALS

Purpose:Rendering of general specialist hospgatvices as well as platform for the training of health professionals and research

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023124 | 2024/25 | 2025/26 | 2026/27
1. Quiality of care in | 1.1 Ideal hospital status obtained rate 50% 75% 0% 0% 50% 100% 100%
hospitals improved for| Hospitals that obtained Ideal Hospital status 2 3 0 0 2 4 4
NHI accreditation Total number of hospitals (Public Hospitals) 4 4 4 4 4 4 4
12 Pereentage of hospitals implementing 50% 750 100% 100% 100% 100% 100%
quality improvement programme
Number of hospitals implementing Quality 2 3 4 4 4 4 4
improvement programme after assessment
Totalnumber of hospitals at each level of care 4 4 4 4 4 4 4
2. Patient satisfaction | 2.1 Patientexperience of carsatisfaction rate 67.2% 61.4% 68.8% 80% 80% 80% 80%
levels vyith experience Patientexperience of care survegtisfied 7897 7216 7733 9402 9402 9402 9402
of care in public health| responses
facilitiesincreased Patientexperience of carsurvey total responses 11752 11752 11242 11 752 11 752 11 752 11 752
3. Clinical governance| 3.1 Sevent_y essessment code 1 incident 65% 82% 85.3% 85% 87.5% 90% 90%
strengthened reported within 24 hours rate
\/Svi\r/]ier]rltzy4aﬁ§§rs.ssment code 1 incidents reported 54 65 87 68 70 72 72
Severity assessment code 1 incident reported 83 80 102 80 80 80 80
3.2 Patientsafety incidentase closure rate 73% 83% 90% 86.7% 90% 90% 90%
Patientsafety inciden{PSI) case closed 612 335 690 340 351 351 351
Patientsafety inciden{PSI) case reported 838 404 767 392 390 390 390
3.3 Morbidity and mortality review rate 47.9% 85.4% 97.9% 100% 100% 100% 100%
Mortality and morbidity review conducted 23 41 47 48 48 48 48
Number of mortality and morbiditseviews 48 48 48 48 48 48 48
planned




OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Leadership and governance in the health sector enhanced to improve quality of care
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Output

4. Functionality of
health governance
structures improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
ﬁélazjzrcentage diospitals with functional hospital 100% 100% 100% 100% 100% 100% 100%
Number othospitals with functional hospital boards 4 4 4 4 4 4 4
Total number of hospitals 4 4 4 4 4 4 4

OUTCOMES, OUTPUDEITPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant and Child Mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 2021/22 | 2022/23 2023/24 2024/25 2025/26 2026/27
5. Child mortality reduced | 5.1Diarrhoea death under 5 years 5 16 19 20 16 10 6
5.2 Pneumonia death under 5 years 13 31 25 14 12 8 6
5.3Svere acute malnutrition death under 24 39 16 34 32 o5 20
5 years
5.4 Death in facility under 5 years 547 537 559 455 420 400 380
6. Deaths due to cervical | 6.1 Cervical cancer screening New New New New
- - - - 450 475 500
cancer reduced indicator indicator indicator indicator
7. Maternal mortality reduced| 7.1 Maternal deaths in facility 43 39 29 25 23 20 18

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS
Output indicators

1.
2.

Nookw

Ideal hospital status obtained rate

Percentage of hospitals implementiggality improvement
programme

Patientexperience of care satisfactioate

Annual Target

Severity assessment code 1 incident reported withim@drs rate

Patientsafety incidentase closure rate
Morbidity and mortality review rate
Percentage ohospitals with functional hospital boards

50%
100%

80%
87.5%
90%
100%
100%

Target: Q1 Target: Q2 Target: Q3 Target: Q4

87.5%
90%
100%

87.5%
90%
100%

87.5%
90%
100%

50%
100%

80%
87.5%
90%
100%
100%




Output indicators

8. Diarrhoea death under 5 years
9. Pneumonia death under 5 years

10.
11.
12.
13.

Severe acute malnutritio(SAM)death under 5 years
Death in facility under 5 years
Cervical cancer screening

Annual Target
16
12
32
420
450
23

Target: Q1
4
3
8
105
80

Target: Q2
4
3
8
105
200

Target: Q3
4
3
8
105
100
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Target: Q4
4
3
8
105
70
23

Maternal deaths in facility

SUBPROGRAMME: SPECIALISED PSYCHIATRIC HOSPITAL SERVICES (FSPC)

Purpose:Renderingspecialized acute and rehabilitation health services as well as a platform for the training of health professionals acit resea

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
1. Quiality of care in 1.1 Ideal hospital status obtained rate 0% 0% 0% 100% 100% 100% 100%
hospitals improved for | Hospitals that obtained Ideal Hospital status - - - 1 1 1 1

NHI accreditation Total number of hospitals (Public Hospitals) 1 1 1 1 1 1 1
_1.2 Percentage of hospitals implementiggality 100% 100%
improvement programme

Number of hospitals implementing Quality
improvement programme after assessment

Total Number of hospitals at each level of care 1 1 1 1 1 1 1

1 1 1 1 1 1 1

2. Patient satisfaction | 2.1 Patientexperience of care satisfaction rate 72.7% 87.6% 82.4% 80% 80% 80% 80%
levels vy|th experience of| Patient Experience of Care survey satisfied 053 086 019 2 260 2960 2260 2260
care in public health | responses
facilities increased Patient Experience of Care survey to&sponses 2 825 2382 2450 2825 2825 2825 2 825
3. Clinical governance 3..1 $everlty assessment code 1 incident report 100% 66.7% 66.7% 70% 80% 100% 100%
strengthened within 24 hours rate
nggrlty assessment code 1 incidents reported 3 5 10 7 8 5 5
within 24hours
Severity assessment code 1 incident reported 3 3 15 10 10 5 5
3.2 Patientsafety incidentase closure rate 98% 100% 96.7% 100% 100% 100% 100%
Patientsafety inciden{PSI) case closed 80 140 116 122 122 122 122
Patientsafety inciden{PSI) case reported 82 140 120 122 122 122 122




Outcome: Quality of services in public health facilities improved
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Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 2024/25 | 2025/26 | 2026/27
3.3 Morbidity and mortality review rate 66.7% 100% 100% 100% 100% 100% 100%
Mortality and morbidity review conducted 8 12 12 12 12 12 12
Number of mortality and morbiditseviews planned 12 12 12 12 12 12 12
4. Optimised Mental | 4.1 Inpatient bed utilisation rate 92% 92.6% 89.1% 87% 87% 87% 87%
Health Care services | Inpatient days total x 1 + Day patient total x 0.5 234 750 236 286 247 170 221992 221992 221992 221992
Inpatient beds approveqtotal * 30.42*12 255163 | 255163 277430 255 163 255 163 255 163 255 163

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Leadership and governance in the health sector enhanced to impgudity of care
Output Output Indicator Audited/Actual Performance

Estimated
Performance
2023/24

MTEF Targets

2020/21 | 2021/22

2022/23 2024/25

2025/26

2026/27

5. Functionality of | 5.1 P_ercentage diospitals with functional 100% 100% 100% 100% 100% 100% 100%
health governance | hospital boards
structures improved | Number of hospitals with functional hospital board 1 1 1 1 1 1 1
Total number of hospitals 1 1 1 1 1 1 1
OUTPUT INDICATORS: ANNUAL AND QUARTARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. Ideal hospital status obtained rate 100% - - - 100%

2. Percentage of hospitals implementiggality improvement 100% i i i 100%

programme

3. Patientexperience of care satisfactioate 80% - - - 80%
4. ift\éerlty assessment code 1 incident reported within 24 hours 80% 80% 80% 80% 80%
5. Patientsafety incidentase closure rate 100% 100% 100% 100% 100%
6. Morbidity and mortality review rate 100% 100% 100% 100% 100%
7. Inpatient bed utilisation rate 87% 87% 87% 87% 87%
8. Percentage ohospitals with functional hospital boards 100% - - - 100%
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Inter-sectoral collaboration on social determinants of health that predispose children to diarrhoeal
diseases, pneumonia amdalnutrition and other childhood illnesses.

Implementation of IMCI programme at all levels of health daremproved child health outcomewill
lead to the reduction of child mortality and the desired impact of increased life expectancy.

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

Establishment and capacitation of District Clinical Governance Response Team per Health District.
Completion all projects for expansion of maternity and neonatal units in all regional hospitals.
Capacitation of all regional & tertiary hospitals to conduct-rméch.

Strengthen poshatal down referral.

Establishment of onsite birthing unit at Bongani Regional Hospital.

Capacitation of EMS and expedite ways of attracting skilled persemmetiuce maternal and neonatal
mortalities.

Appointment of clinical consultants in all the basic clinical specialties of regional hospitals.
Implementation of booking system at &lcilities in order to expedite service delivery

Conducting the Patient Experience of Care (PEC) surveys in all the four Ragidt@sychiatric

Hospitals each year during the 2nd quarter; develop and monitor implementatiQuality

Improvement Plans (QIRS)

Implementation of clinical governance policy and conducting monthly morbidity and mortality reviews per
hospital.

Strengthening othe central and tertiary clinical outreach services to level 2 hakpit

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

Strengthening the implementation and monitoring of current referral policy.

Prioritise patient safety through monitoring, reporting and management of related incidents or adverse
events.

The reduction in the average length of stay of patients and bed utilisation rate at the Free State Psychiatric
| 2aLAGEE [/ 2YLX SE Attt O2y(iNRO6dziS (2 GKS 5SLI NIYSy
Justice for observation. Thisll also reduce ovecrowding of patients in the FSPC and improve the health

outcomes for mental health care users.
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Budget Allocation

Summary of payments an estimate by syisogramme Provincial Hospital Services

Outcome Ma'W . AdJUSFeq ReY'SEd Medium-term estimates % change
appropriation appropriation estimate from 2023/2¢
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
1. General Hospitals 1,270,978 1,299,829 1,312,002 1,360,879 1,416,424 1,396,253 1,480,954 1,545,466 1,596,09 6.1
2. Public-Private Partnerships i i i i i i 7 i i
3. Psychiatric/Mental Hospital 353,424 364,882 375,729 391,000 406,000 383,022 411,199 451,925 463,570 7.4
Total payments and estimates 1,624,402 1,664,711 1,687,731 1,751,879 1,822,424 1,779,27% 1,892,153 1,997,391 2,059,66 6.3

Summary of payments andstimates by economic classification: Provincial Hospital Services

Outcome appr'\gglr?ation ap?)‘:zjalinsr}zgon :;;2'18;: Medium-term estimates fr‘? mctzlg;g;az !
R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
Current payments 1,576,212 1,648,417 1,660,265 1,734,338 1,804,519 1,764,286 1,876,699 1,978,711 2,040,987 6.4
Compensation of employees 1,265,372 1,363,514 1,327,23 1,339,052 1,411,688 1,390,084 1,485,658 1,537,353 1,599,629 6.9
Goods and services 310,840 284,755 332,790 395,286 392,831 374,204 391,040 441,357 441,357 45
Interest and rent on land 148 242 1 1 1
Transfers and subsidies to: 8,441 8,292 15,248 7,050 7,414 6,760 5,604 6,576 6,576 17.1
Provinces and municipaliies
Departmental agencies and accounts
Higher education institutions
Foreign governments and international of
Public corporations and private enterprises 8,270
Non-profit institutions 1,985 1,700 2,179 2,500 2,500 2,500 2,000 2,211 2,211 (20.0
Households 6,456 6,592 4,799 4,550 4,914 4,260 3,604 4,365 4,365 (15.4
Payments for capital assets 39,749 8,002 12,218 10,491 10,491 8,229 9,850 12,104 12,104 19.7
Buildings and other fixed structures 24,237 110
Machinery and equipment 15,512 8,000 12,108 10,491 10,491 8,229 9,850 12,104 12,104 19.7
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets 2
Payments for financial assets
Total economic classification 1,624,402 1,664,711 1,687,73 1,751,879 1,822,424 1,779,275 1,892,153 1,997,391 2,059,667 6.3
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BUDGET PROGRAMME 5: CENTRAL HOSPITAL SERVICES

t N2 3NJ YYSThe amafiPddamme 5 is to provide tertiary health services and to
create a platform for theraining of health workers.

t NEIANF YYS p KIFa GKS F2ff26Ay3 adzomLINPINI YYSAY

Central Hospital Services

Provincial Tertiary Services
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SUBPROGRAMME: PROVINCIAL TERTIARY HOSPITAL SERVICES

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

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance | Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Quality of care in 1.1 Ideal hospital status obtained rate 100% 100% 0% 0% 0% 100% 100%
hospitals improved for NHI| Hospitals thabbtained Ideal Hospital status 1 1 0 0 0 1 1
accreditation Total number of hospitals (Public Hospitals) 1 1 1 1 1 1 1
1.2 Percentage diospitals implementing 100% | 100% | 100% 100% 100% | 100% | 100%
quality improvement programme
Number of hospitals implementing Quality
. 1 1 1 1 1 1 1
improvement programme after assessment
Totalnumber of hospitals at each level of care 1 1 1 1 1 1 1
2. Patient satisfaction level{ 2.1 Patientexperience of cg satisfaction rate 59.2% 70.7% 62.7% 80% 80% 80% 80%
with e>'(per|ence of'c.:gre in| Patient experience of care survey satisfied 629 2782 5116 5597 5597 5597 5597
public health facilities responses
increased Patientexperience of care survey total responsey 1 062 3935 8166 6 996 6 996 6 996 6 996
3. Clinical governance | 3.1 Severlty gssessment code 1 incident 67% 5706 72204 75% 80% 87 5% 87 5%
strengthened reported within 24 hours rate
nggnty assessment code 1 incidents reported o4 16 13 o4 32 35 35
within 24 hours
Severity assessment code 1 incident reported 36 28 18 32 40 40 40
3.2 Patientsafety incidentase closure rate 6% 12% 63% 75% 90% 95% 95%
Patientsafety inciden{PSI) case closed 16 24 58 150 171 171 171
Patientsafety inciden{PSI) caseeported 203 201 92 200 190 180 180
3.3 Morbidity and mortality review rate 33.3% 75% 91.7% 100% 100% 100% 100%
Mortality and morbidity review conducted 4 9 11 12 12 12 12
Number of mortality and morbidity reviews 12 12 12 12 12 12 12
planned




OUTCOMES, OUTPUDETPUTNDICATORS AND TARGETS
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Outcome: Leadership and governance in the health sector enhanced to improve quality of care

Output

4. Functionality of health
governance structures

improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
4.1 Percentage diospitals with 100% 100% 100% 100% 100% 100% 100%
functional hospital boards
Numk_)er of hospitals with functional 1 1 1 1 1 1 1
hospital boards
Total number of hospitals 1 1 1 1 1 1 1

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant and Child Mortality reduced

Audited/Actual Performance

Output

Output Indicator

2020/21 | 2021/22 | 2022/23

Estimated
Performance
2023/24

MTEFTargets

| 2024/25 | 2025/26 | 2026/27

5. Child mortality reduced | 5.1Diarrhoea death under 5 years 4 3 5 6 4 3 2
5.2 Pneumonia deattunder 5 years 10 8 8 6 4 3 2
5.3Severe acute malnutrition
(SAM)death under 5 years ! 10 14 11 8 ! 5
5.4 Death in facility under 5 years 142 204 172 150 135 120 110

6. Deaths due to cervical | 6.1 Cervical cancer screening New New New New

- - - - 120 130 150
cancer reduced indicator indicator indicator indicator
7. Maternal mortalityreduced | 7.1 Maternal deaths in facility 11 8 7 8 7 6 6
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1  Target: Q2  Target: Q3  Target: Q4
1. Ideal hospital status obtained rate 0% - - - 0%
2. Percentage of hospitalsmplementing quality

: 100% - - - 100%
improvement programme
3. Patientexperience of care satisfactioate 80% - - - 80%
4. Severity assessment code 1 incident reported within 24 80% 80% 80% 80% 80%
hours rate
5. Patientsafety incidentase closure rate 90% 90% 90% 90% 90%
6. Morbidity and mortality review rate 100% 100% 100% 100% 100%
7. Percentagef hospitalswith functional hospital boards 100% - - - 100%
8. Diarrhoea death under 5 years 4 1 1 1 1
9. Pneumonia deathinder 5 years 4 1 1 1 1
10. Severe acute malnutritio(SAM)death under 5 years 8 2 2 2 2
11. Death in facility under 5 years 135 34 34 34 33
12. Cervical cancer screening 120 20 40 40 20

13. Maternal deaths in facility 7 - - - 7
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SUBPROGRAMME: CENTRAL HOSPITAL SERVICES

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

OUTCOMES, OUTPUDS TPUTNDICATORS AND TARGETS
Outcome: Quality of services in publiealth facilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Quality of care in | 1.1 Ideahospital status obtained rate 100% 100% 0% 100% 100% 100% 100%
hospitals improved for| Hospitals that obtained Ideal Hospital status 1 1 0 1 1 1 1
NHI accreditation Total number of hospitals (Public Hospitals) 1 1 1 1 1 1 1
1.2 Percentage diospitals implementing 100% 100% 100% 100% 100% | 100% | 100%
qualityimprovement programme
Number of hospitals implementing Quality
. 1 1 1 1 1 1 1
improvement programme after assessment
Totalnumber of hospitals at each level of care 1 1 1 1 1 1 1
2. Patient satisfaction | 2.1 Patient experience of care satisfaction raj  83.4% 71.3% 78.6% 80% 80% 80% 80%
Ievelsw!th experience Patient experience of care survey satisfied 5 667 4148 5945 5597 5597 5597 5597
of care in public health| responses
facilities increased | Patientexperience of carsurvey total responses 6799 5819 7560 6 996 6 996 6 996 6 996
3. Clinical governance| 3.1 Seventy qssessment code 1 incident 88.5% 72% 93.9% 83.3% 86.7% 9% 90%
strengthened reported within 24 hours rate
nggrlt)assessment code 1 incidents reported 23 23 30 o5 26 27 27
within 24 hours
Severity assessment code 1 incident reported 26 32 32 30 30 30 30
3.2 Patientsafety incidentase closure rate 99% 94% 93.7% 100% 100% 100% 100%
Patientsafety inciden{PSI) case closed 123 120 148 126 125 125 125
Patientsafety inciden{PSI) case reported 124 128 158 126 125 125 125
3.3 Morbidity and mortality review rate 41.7% 83.3% 91.7%% 100% 100% 100% 100%
Mortality and morbidity reviewconducted 5 10 11 12 12 12 12
Number of mortality and morbidity reviews 12 12 12 12 12 12 12
planned




OUTCOMES, OUTPUDETPUTNDICATORS AND TARGETS

Pagel09o0f 180

Outcome: Leadership and governance in the health sector enhanced to improve quality of care
Output

4. Functionality of
health governance
structures improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
4.1 P_ercentage dfospitals withfunctional 100% 100% 100% 100% 100% 100% 100%
hospital boards
Number of hospitals with functional hospital boar 1 1 1 1 1 1 1
Total number of hospitals 1 1 1 1 1 1 1

OUTPUTSHUTPUTNDICATORS AND TARGETS

Outcome: Maternal, Neonatal, Infant an@hild Mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 | 2024/25 | 2025/26 | 2026127
5. Child mortality reduced | 5.1Diarrhoea death under 5 years 0 0 0 0 0 0 0
5.2Pneumonia death under 5 years 0 1 0 0 0 0 0
5.3Severe acute malnutritiofSAM) 0 0 1 0 0 0 0
deathunder 5 years
5.4 Death in facility under 5 years 108 163 171 160 140 120 100
6. Deaths due to cervical | 6.1 Cervical cancecreening _ New _ New _ New _ New 120 195 150
cancer reduced indicator indicator indicator indicator
7. Maternal mortality reduced| 7.1 Maternal deaths in facility 16 17 3 5 4 3 2
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. Ideal hospital status obtained rate 100% - - - 100%
2. Percentage of hospitals implementing Quality

100% - - - 100%
Improvement Programme

3. Patientexperience of carsatisfaction rate 80% - - - 80%
4, ?j\;]%rl:?/sar::ssment code 1 incident reported withi 86.7% 86.7% 86.7% 86.7% 86.7%
5. Patientsafety incidentase closure rate 100% 100% 100% 100% 100%
6. Morbidity and mortality review rate 100% 100% 100% 100% 100%
7. Eg;(;(ejgtage ohospitals with functional hospital 100% i i i 100%
8. Diarrhoea death under 5 years 0 0 0 0 0
9. Pneumonia death under 5 years 0 0 0 0 0
10. Svere acute malnutritiolfSAM)death under 5 years 0 0 0 0 0
11. Death in facility under 5 years 140 35 35 35 35
12. Cervical cancer screening 120 20 40 40 20

13. Maternal deaths in facility 4 - - - 4
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Inter-sectoral collaboration on social determinants of health that predispose children to diarrhoeal diseases,
pneumonia malnutrition and other childhood illnessemnd this will lead to the reduction of child mortality

and impact positively increased life expectancy.

Implementation of IMCI programme at all levels of health darémproved child health outcomes.
Establishment andtapacitation of District Clinical Governance Response Team per Health District

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

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

Intensifying the utilisation of telemedicine to enhance efficiency of access to tertiary health services and
related skills.

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

Conducting the Patient Experience of Care (PEC) surveys in the Tertiary and Central Hogpitals
implement Quality Improvement Plans (QIPS).

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

Strengthening of the Central and Tertiary clinical outreach services to level 2 hospitals.

Strengthening of the implementation and monitoring of current referral policy.
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Budget Allocation

Summary of payments and estimates by spbogramme: Central Hospital Services

Outcome Ma".‘ . AdjusFeq Reylsed Medium-term estimates % change
appropriation appropriation estimate from 2023/22

R thousand 2020/21  2021/22  2022/23 2023/24 2024/25  2025/26  2026/27
1. Central Hospital Services 1,799,799 1,646,308 1,869,760 1,874,418 1,921,518 2,013,490 2,013,586 2,125,673 2,276,82 0.0
2. Public-Private Parmership 653 21,987 12,715 12,783 12,783 15,132 12,783 17,783 17,783 (15.5
3. Provincial Tertiary Hospital Services 846,584 808,955 1,010,39 1,066,828 1,092,828 1,014,170 1,152,383 1,212,931 1,266,92 13.6
Total payments and estimates 2,647,036 2,477,250 2,892,871 2,954,029 3,027,129 3,042,792 3,178,752 3,356,387 3,561,535 45

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

Outcome apprl\gs:'?ation ap?)?él:)?:gon :;;Irlr?aeti Medium-term estimates fr°0A: n::gg;g;sz !
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 2,495,557 2,405,708 2,694,40 2,808,926 2,890,026 2,906,197 3,005,255 3,211,867 3,409,85 3.4
Compensation of employees 1,800,203 1,818,185 2,024,449 2,147,707 2,214,707 2,151,65. 2,306,905 2,435,137 2,617,909 7.2
Goods and services 695,354 587,237 669,486 661,219 675,319 754,545 698,350 776,730 791,947 (7.4
Interest and rent on land 286 465
Transfers and subsidies to: 8,373 10,766 8,828| 7,497 7,497 5,849 7,497 7,497 7,497 28.2
Provinces and municipalites
Departmental agencies and accounts
Higher education institutions
Foreign governments and international o
Public corporations and private enterprises
Non-profitinstitutions
Households 8,373 10,766 8,828 7,497 7,497 5,849 7,497 7,497 7,497| 28.2
Payments for capital assets 143,106 60,776 189,643 137,606 129,606 130,746 166,000 137,023 144,182 27.0
Buildings and other fixed structures 45
Machinery and equipment 143,061 60,776 189,643 137,606 129,606 130,746 166,000 137,023 144,182 27.0
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets
Total economic classification 2,647,036 2,477,250 2,892,871 2,954,029 3,027,129  3,042,79. 3,178,752 3,356,387 3,561,53? 45
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BUDGET PROGRAMME 6: HEALTH SCIENCES AND TRAINING (HST)

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

Theprogramme has following SuProgrammes:

SubProgramme: Nurse Training College
Increase the number professional nurses throughput from the Nursing Colleges.

SubProgramme:Primary Health Care Training
Provision, Cerdination and Management of all Clinical Training Programs for Health Care
Professionals to improve skills, knowledge and competency for better health outcomes.

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

SubProgramme: EMS Training Colleges

To provide EMS education and training in line with National Health Act and National Education
and training Policy 2017, to ensure highality standards which is demand driven and cost
effective through partnerships and coperation with relevant stakeHders using world class
best training practices.
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SUBPROGRAMME: NURSE TRAINING COLLEGES

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

OUTCOMES, OUTPUDE TPUTNDICATORS AND TARGETS

Outcome: Institutional capacity strengthened through appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 | 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Nurse througkput | 1.1 Number of graduating nurse students inth|  New New New
. ) o . . . - . 122 110 110 110
increased 1-yearhigher certificatein nursing programme | Indicator | Indicator | Indicator
1.2 Numper of graduating nurse students in thi New New New 143 119 129 145
3-year diploma general nursing programme Indicator | Indicator | Indicator

SUBPROGRAMME: PRIMARY HEALTH CARE TRAINING

Purpose:Provision, Cardination, and Management of all Clinical Training Prognamforhealth care professionals line with Regionalraining Ceme
Mandate on training of health professionals

OUTCOMES, OUTPUDEITPUTNDICATORS AND TARGETS

Outcome: Institutional capacity strengthened through appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
2. Skills and 2.1 Number of doctors and nursesskilled
Competence level of | on ESMOE 150 117 207 200 250 250 250
clinicians improved | 2.2Number of nurses trained on NIMART New New New New
L . o - 100 125 150
indicator indicator indicator indicator
2.3 Number of midwives trained on BANC P| _ New _ I\_Iew _ New 250 200 200 200
indicator indicator indicator
2.4 Number of HCW trained on Basic Life 0 416 457 450 500 500 500
Support
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SUBPROGRAMME: TRAINING OTHER

Purpose:Provision, Cerdination and Management of all Transversal Training Programs for Health Care Workers, in line with the Depattieaitih of
Workplace Skills Plaand Human Resource Plan

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Institutional capacity strengthened through appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Orientation and induction o] 1.1 Number of induction New New
. : - - 5 4 5 5 5
new appointees strengtheneq programmes implemented indicator indicator
2. Management and 2.1 Number of managers trained
leadership development | on leadership and management 24 20 55 0 60 65 70
pipeline strengthened programmes

SUBPROGRAMME: EMS TRAINING COLLEGES

Purpose: To provide EMS education and training in line with National Health Act and National Education and training Policy 280& togiguality
standards which is demand driven and cost effective through partnerships amspkcation with relevant stakeholders using world class best
training practices.

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome: Institutional capacity strengthened through appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 |  2023/24 | 2024/25 | 2025/26 | 2026/27
1. EMS officials  [1.1 Percentage of EMC Higher Certificate studef  New New New
. A . - - - 20% 23.5%

capacitated to meet | completing in minimum time indicator | indicator | indicator

the service demands| Number of EMC Higher Certificate students who i ) ) 4 4
completed all modules in minimum time
Total number of EMC Higher Certificate students

' - - - - 20 17 -

enrolled for the first time
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OUTPUTNDICATORS: ANNUAL AND QUARTERLY TARGETS

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

1. Number of graduating nurse students in theydarhigher 110 i i i 110
certificate in nursing programme

2. Number of graduating nursgtudents in the 3year diploma 119 i i i 119
general nursing programme

3. Number of doctors and nurses-gkilled on ESMOE 250 - 100 75 75

4. Number of nurses trained on NIMART 100 - 30 50 20

5. Number of midwives trained on BANC Plus 200 50 50 50 50

6. Number of HCW trained on Basic Life Support 500 - 200 150 150

7. Number of induction programmes implemented 5 2 2 1 -

8. Number of managers trained on leadership and manageme 60 i i i 60
programmes

9. Percentage of EMC Higher Certificate studemsipleting in 23 5% i i i 23 5%

minimum time
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PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

The department will continu#o train, recruitand capacitate health professionatsimprovehuman resources
for health and build competent healthorkforce.

Strengthen students support services, teaching and learning at training colleges (FSSONoS€GIE.
Collaborate with relevant stakeholders to improve training interventions at the colleges.

Strengthen collaboration with program managers at both district and provincial level for planning, and
implementation of training programs

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

Maintain competent and knowledgeable health care providers to ensure quality, safe and effective
MPNH servic¢hrough training.

Budget Allocation

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

Outcome app:\gslrination apﬁtj)[;)sr::gon Revised estimate Medium-term estimates fr?nfgg;gfzz
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1. Nurse Training Colleges 131,699 129,799 143,447 141,539 141,539 135,870 150,668 142,347 148,223 10.9
2. Ems Training Colleges 22,815 22,409 23,712 28,630 28,638 24,363 35,442 26,507 27,661 45.5
3. Bursaries i i i i i i i i i
4. Primary Health Care Training 19,326 16,543 21,319 51,572 44,554 28,329 34,895 52,090 53,919 23.2
5. Training Other 70,770 80,500 132,944 117,720 118,062 109,833 121,599 121,566 122,323 10.7
Total payments and estimates 244,610 249,251 321,422 339,461 332,793 298,395 342,604 342,510 352,126 14.8

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

Outcome Malh . Ad]usFEd_ Revised estimate Medium-term estimates % change
appropriation  appropriation from 2023/2¢
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 180,928 175,433 198,132 259,758 258,210 221,016 275,599 263,919 273,535 24.7
Compensation of employees 157,359 151,630 161,600 198,329 198,234 176,950 187,050 201,378 210,994 5.7
Goods and services 23,569 23,802 36,532 61,423 59,970 44,066 88,543 62,535 62,535 100.9]
Interest and rent on land 1 6 6 i 6 6 6
Transfers and subsidies to: 59,821 69,614 118,265 76,321 69,748 74,830 60,705 76,321 76,321 (18.9

Provinces and municipalities |
Departmental agencies and accounts 21,000 22,000 23,218 23,218 23,218 23,218 23,218 23,218 0.0
Higher education instituions |

Foreign governments and international organi:
Public corporations and private enterprises
Non-profit institutions

Households 59,821 48,614 96,265 53,103 46,530 51,612 37,487 53,103 53,103 (27.4
Payments for capital assets 3,861 4,204 5,025 3,382 4,835 2,549 6,300 2,270 2,270 147.2]

Buildings and other fixed structures

Machinery and equipment 3,861 4,204 5,025 3,382 4,835 2,549 6,300 2,270 2,270 147.2)

Heritage Assets
Specialised military assets
Biological assets

Land and sub-soil assets
Software and other intangible assets

Payments for financial assets

Total economic classification 244,610 249,251 321,422 339,461 332,793 298,395 342,604 342,510 352,126 14.8




BUDGET PROGRAMME 7: HEALTH 8AREORT SERVICES (HCSS)

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

SUBPROGRAMME: LAUNDRIES

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

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS

Outcome:Quality o
Output

services in public health facilities improved
Audited/Actual Performance

Output Indicator

1. Availability of clean
linen stocks in health

1.1 Percentage availability of clean linen il

2020/21

2021/22

2022/23

Estimated
Performance
2023/24

2024/25

MTEF Targets

2025/26

2026/27

facilities improved

nte 85.4% 76.6% 66% 84% 86% 88% 94%
health facilities
Total number of clean linen items delivered{ , o753 546 | 5577443 | 1890 245 1747 892 1755209 1760107 | 1842513
health facilities
Total number of dirty inen items collected | 5 30/ 550 | 3364808 | 2864008 2080824 | 2040941 | 2000122 | 1960120

from health facilities

SUBPROGRAMME: ORTHOTICS AND PROSTHETICS

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

Disability & Rehabilitation

OUTCOMES, OUTPUDB TPUTNDICATORS AND TARGETS

Outcome: Quality of services in public healtacilities improved

Output

1. Backlog of O&P

medical devices

reduced

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance

2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1.1 Medical orthotic devices issued rate 72.8% 72.2% 78.5% 73% 78% 79% 79%
Number of medical orthotic devices issued 7 353 9359 10 187 9463 10111 10 241 10 241
Number of medical orthotic devices requested 10 100 12 963 12 978 12 963 12 963 12 963 12 963
1.2 Medical prosthetidevices issued rate 55.7% 63.4% 65.4% 62% 68% 70% 70%
Number of medical prosthetic devices issued 119 455 460 434 476 490 490
Number of medical prosthetic devices requeste 214 718 703 700 700 700 700




SUBPROGRAMME: MED PAS (MEDICINE TRARTKGUNT)

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

OUTCOMES, OUTPUDSITPUTNDICATORS AND TARGETS
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Outcome: Quality of services in public health facilities improved

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 = 2021/22 = 2022/23 2023/24 2024/25  2025/26 = 2026/27
1. Availability of | 1.1 Percentagéracer drugavailability 79% 76% 81% 78% 79% 80% 80%
medication in health| Number of tracer drug stock items available 1166 1122 1196 1151 1166 1181 1181
facilities improved | Total number of tracer drug stock items 1476 1476 1476 1476 1476 1476 1476
1.2 Servicéevel fa normal orders 54% 74.5% 70.7% 80% 80% 80% 80%
Number oforders fulfilled 61 380 87 900 86 469 97 843 97 843 97 843 97 843
Number of orders placed 113 667 117 986 122 304 122 304 122 304 122 304 122 304
OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS
Output indicators Annual Target Target: Q1  Target: Q2  Target: Q3  Target: Q4
1. Percentage availability of clean linen in health facilities 86% 86% 86% 86% 86%
2. Medical orthotic devices issued rate 78% 78% 78% 78% 78%
3. Medical prosthetic devices issued rate 68% 68% 68% 68% 68%
4. Percentagdracer drugavailability 79% 79% 79% 79% 79%
5. Servicdevelfor normal orders 80% 80% 80% 80% 80%




PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

Laundry service is one of the ministerial Aeggotiables and from the NHI policy perspective laundry service should
be provided irhouse in a continuous and an uninterrupted manner.

Oversee implementatioof the following laundry services for continuous and uninterrupted supply of linen to
health facilities:
Rehabilitation, renovation and refurbishment of laundries in Kroonstad and Bloemfontein which will be
completed in 2027. Qw@wa laundry will be completed in 2024 and FBRAdrywill be completed in
2026.

Increase the supply of orthosis and prosthesis devises to reduce the current medical devises backlog.
Improvement of infrastructure and equipment in the service facilities.

Increase the capacity of Orthotics & Prosthetic centres to manufacture or adjusepaitsurgical

boots/shoes and to design, manufacture splints, braces, surgical appliances and artificial limbs or prosthetists.

Monitor consistent procurement and availability of medicatiomadical depot tamprove its capacity to fulfil

the demand and orders for medication from the different health facilities. This will improve the availability of
medication at health facilities, which will contribute to the quality of health care services, higher patient
satisfaction levels, health outcomes and ultimately contributewhievinguniversal health coverage.

Improving the efficiency of procurement, warehousing and distribution of medicines.
Strengthening inventory management at health facilities.

Strengthening governance in the management of pharmaceutical services.
Improving antimicrobial stewardship amptharmacovigilance.

Ensuring medicines availability (Tracer drugs).
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Budget Allocation
Summary of payments and estimates by spbogramme: Health Care Suppo8ervices
Outcome Maif‘ . AdjusFeq Revised estimate Medium-term estimates % change
appropriation  appropriation from 2023122
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1. Laundry Services 96,677 95,162 100,123 111,502 96,171 97,121 105,692 108,694 112,601 8.8
2. Orthotic And Prosthetic Services 19,852 21,995 24,160 28,168 31,168 27,130 29,055 29,961 31,147 7.1
3. Medicine (Medpas) Trading / 40,000 40,000 35,000 40,000 40,000 40,000 40,000 40,000 40,000 0.0
Total payments and estimates 156,529 157,157 159,283 179,670 167,339 164,251 174,747 178,655 183,748 6.4
Summary of payments and estimates by Economic Classification: Health Care Support Services
Outcome Maiq . AdeSt_eq Revised estimate Medium-term estimates % change
appropriation  appropriation from 2023/24
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 115,654 115,575 121,694 138,176 125,845 123,275 133,217 136,961 142,054 8.1
Compensation of employees 88,295 90,929 90,650 93,854 95,854 93,745 98,658 102,839 107,932 52
Goods and services 27,359 24,643 31,044 44,322 29,991 29,530 34,559 34,122 34,122 17.0
Interest and rent on land 3
Transfers and subsidies to: 40,234 41,039 35,501 40,278 40,278 40,150 40,184 40,478 40,478 0.1
Provinces and municipaliies
Departmental agencies and a 40,000 40,000 35,000 40,000 40,000 40,000 40,000 40,000 40,000 0.0
Higher education institutions
Foreign governments and international organi:
Public corporations and private enterprises
Non-profit institutions
Households 234 1,039 501 278 278 150 184 478 478 22.7
Payments for capital assets 641 543 2,088 1,216 1,216 826 1,346 1,216 1,216 63.0
Buildings and other fixed structures
Machinery and equipment 641 543 2,088 1,216 1,216 826 1,346 1,216 1,216 63.0
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets
Total economic classification 156,529 157,157 159,283 179,670 167,339 164,251 174,747 178,655 183,748 6.4




BUDGEPROGRAMME 8: HEALTH FACILITIES MANAGEMENT (HFM)

Programme Purpose?rovision of new health facilities and the refurbishment, upgrading and

maintenance of existing facilities including health technology.

The Programme is funded from the following sources:
Health facility Revitalisation Gra(tonditional Grant)
Infrastructure Enhancement Allocatigiquitable Share)

EPWP Allocatio(EPWP)



BUDGET PROGRAMME 8: HEALTH FACILITIES MANAGEMENT

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Infrastructure maintained and backlog reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2020/21 | 2021/22 | 2022/23 2023/24 | 2024/25 | 2025/26 | 2026/27
1. Heal.th facilities | 1.1 Percentage_ of health facilities W[th 75% 60% 80% 70% 70% 70% 70%
refurbished and completed capital infrastructure projects
adequately malnta_lned Totql ngmber of health fgcnlmes with complete 15 18 40 35 35 35 35
for effective service | capital infrastructure projects
delivery Total number of health facilities planned to ha 20 30 50 50 50 50 50
completed capital infrastructure projects
1.2 Percentagg of facilities that have 75% 95% 90% 70% 70% 70% 70%
undergone maintenance
Total number of health facilities that have 30 76 90 70 56 56 56

undergone maintenance
Tot_al number of health facilities planned for 40 80 100 100 80 80 80
maintenance

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. E%(;i?;age of health facilities with completed capital infrastructure 70% i i i 20%

2. Percentage of facilities that have undergone maintenance 70% 70% 70% 70% 70%



PLANNED PERFORMANCE OVER THE MEBRMIPERIOD

The improved outputs in the maintenance, refurbishment and rebuilding of health infrastructure will contribute to

compliance with infrastructure norms and standards. Most importantly it will enhance the accessibility and quality
of health care service tcenlise the projected outputs. Efficient and effective engineering services for proper care

of patients.

Efficient and effective patient health care compliant to health standards and National Italttards.

Facilities fit for implementation of the NHI programme.

Facilities that are compliant to ideal clinic and hospital standards, addressing issues of women, children and
people with disabilities.

Compilation of a User Asset Management Plan (UAM#RS.will be done through prioritization of construction
of new health facilities in consultation with clinical services and alignment with the IDP for new and existing
settlements.
Conducting health establishment assessments to determine the required interventions such as upgrades,
refurbishment and replacements over the MTEF period in consultation with the relevant stakeholders.
OYAaAdzNAY 3 FlLOAfAGASAQ O2YLA AlLYOS Ay (GSN¥Xa 2F hl{ a&aidly
maintenance and regular servicing of fire extinguishers,
electrical installations for Certificate of Compliance [CoC],
implementation of statutory maintenance of lifts in all applicable health institutions and
repairs and installations of Heat Ventilation Air Conditioner [HVAC].
9y adz2NAYy3 FFLOATAGASAQ O2YLIX AlFYOS gAGK &dlFyRFNRA F2NJ I
Develop architectural drawings and specifications for new facilities which comply with standards for both
access to people with disabilities and mental health.
Identify existing facilities that lack access for the disabled and mental health, and in accordance with
health care service demands.
Prioritising the maintenance projects within the allocated budget by conducting conditional assessments of all
infrastructure assets andllocatingbudgets for maintenance appropriately.
Appropriate execution of project management by conducting regular site meetings and quarterly performance
reviews to monitor progress.
The department will provide baakp for both electricity and water supply in health facilities by;
installation of generators, inverters and digging of boreholes with purification systems.
Regular maintenance of generators to ensure uninterrupted delivery of health services,
Promote water harvesting and installation of water tanks,
Recruitment of artisans.
Implementation of improved security measures at health establishments by installation of perimeter fencing.
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Budget Allocation

Summary of payments and estimates by spbogramme: Health Facilities Management

Outcome appr’\(/lelr'i]ation ap?)cri(];:)sr:;;:on Revised estimate Medium-term estimates "‘? r:tz\ggglez y
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
1. Community Health Faciliies 66,454 100,024 121,962 167,596 178,513 156,130 174,771 145,752 145,752 11.9
2. District Hospital Services 167,892 187,206 336,941 226,203 310,316 308,431 249,561 179,633 189,633 (19.1
3. Provincial Hospital Services 126,700 103,851 190,065 131,869 124,582 159,200 127,840 122,500 135,277 (19.7
4. Emergency Medical Rescue ! 7,186 i 4,438 12,000 5211 6,131 5,952 -412 4,400 (2.9
5. Central Hospital Services 76,158 89,684 105,090 100,214 84,970 72,283 88,280 92,300 92,300 221
6. Other Facilities 43,917 53,486 32,461 101,069 46,610 48,021 125,106 136,812 157,947 160.5
Total payments and estimates 488,307 534,251 790,957 738,951 750,202 750,202 771,510 676,585 725,309 28

Summary ofpayments and estimates by Economic Classification: Health Facilities Management

Main Adjusted
appropriation  appropriation
R thousand 2020/21 2021/22 2022/23 2023/24 2024/25 2025/26 2026/27
Current payments 53,739 88,455 78,183 145,482 120,852 154,438 192,250 162,986 198,933 245

Compensation of employees 22,892 25,330 24,726 30,000 30,000 25,715 37,900 37,900 37,900 474
Goods and services 30,847 63,125 53,457 115,482 90,852 128,723 154,350 125,086 161,033 19.9
Interestand renton land
Transfers and subsidies to: 2,088 26 7,594
Provinces and municipalies
Departmental agencies and accounts
Higher education institutions
Foreign governments and international organisations
Public corporations and private enterprises
Non-profit institutions 1,446 7,594
Households 642 26
Payments for capital assets 432,480 445,770 705,180 593,469 629,350 595,764 579,260 513,599 526,376 (2.8
Buildings and other fixed structures 429,265 432,150 636,283 448,015 490,400 504,822 498,874 452,147 464,924 (1.2
Machinery and equipment 3,215 13,620 68,897 145,454 138,950 90,942 80,386 61,452 61,452 (11.6
Heritage Assets
Specialised military assets
Biological assets
Land and sub-soil assets
Software and other intangible assets
Payments for financial assets

Outcome Revised estimate Medium-term estimates % change

from 2023/2¢

Total economic classification 488,307 534,251 790,957 738,951 750,202 750,202 771,510 676,585 725,309 2.8




Updated Key Risks RiskMitigations from Strategic Plar2020-25

Risk mitigations

Maternal, Neonatal, Inf:
and Child Mortality
reduced

Inability to reduce Maternal, child and infant mortalitie:

Prioritise maternity staffing, ensueffeasive allocation of midwives to wher
are most needed

Improve efficiency of interfacility transport.

Intersectorabllaboration to address the social determinants of health

Increase demand for health care services

Improve efficiency of interfacility transport

Inability to timeously identify disease outbreaks

Strengthen surveillance for vgueuentable diseases.

Morbidity and prematur

Inability to curb new incidences of HIV and implement

Implement the -9595 strategy for HIV/AIDS programme.

mortality due to

Decreased funding to provide cpealityes

Collaborations with developmental partners.

Communicable disease

Inability to curb new incidences of TB and drug resiste

Implement the 90/90/90 strategy for TB Control programme.

reduced

Inability to adequately manage the disease outbreaks,

Implement effective disease surveillance in the province.

epidemics andfmandemics.

Establish a functional Epidemiology Unit in the Department.

Quiality of services in
public health facilities

Failure to implement quality improvement plans to be
accredited as ideal.

Monitor implementation of quality improvement plans to ensure that heal
qualify and maintain ideal facility status.

improved

Inability to meet the reguksteattiards for health
establishments

Conduct annual ssgessments.
Implement targeted interventions to address gaps.

Inability to provide the required package of services di
inadequate funding.

Redefine service packages for health facilities and ensure adequate rest

Inability to meet increasing health service demands

Implement effective triaging and dispatching of relevant resources.
Opening of new EMS stations to ensure continued health services.

An increase in the burden of disease results in more ¢

Strengthesdclinical outreach and telemedicine program.

referrals.

Address late referrals to be addressed with referring institutions at level .

High number of referrals to central hospital due to inaf
level of care at regional hospitals.

Implement all programme strategies aimed at strengthening PHC.

Failure to implement clinical govepainvyeand
programmes.

Strengthen the implementation, monitoring and corrective actions in clini
governance.

Inability to maintain acceptable medication stock level
ensure accessibility of services.

Ensure @6 of medication is availalfbciities to satisfy demands.

Inability of some contracted suppliers to meet the dem

Procure relevant medicines through quotations.

medicine orders.

Arrange departmental contracts on all items without contracts.

Monitomedicines, medical supplies including dry dispensary.

Theft of medicines, especially ARVSs.

Implement ICT systems for monitoring the ordering of medication, stock
dispensing in all health facilities.

Noncompliance of heddthilities with Regulated Health
Standards.

Conduct Regulated Standards assessments, develop quality improveme
ensure ideal hospital realisation.

Failure to implement quality improvement plans for Id¢
Facility accreditation.

Conduct annual ssessments.
Implement targeted interventions to address gaps.

Develop and implement Provincial Strategic Plan for NCDs aligned to N¢
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Risk mitigations

Morbidity and Prematui
mortality due to ron

Inability to cope with the increasing demands for servi
which could exacerbate increased burden of diseases

Intensify campaigns on healthy lifgstylastion of health education and
implement strategies to strengthen health promotion at PHC level.

Communicable disease
reduced

Poor intesectoral collaboration and resptogision for the
social determinants of health.

Establish formal irgectoral collaboration agtbropriate stakeholders in the
management of the social determinants of health.

Package of services
available to the populat

Poor ambulance response times.

Appoint EM@&actitioners with required skKills.

Increase fleet and ambulance coverage.

expanded with priority

Failure to implement Universal Health Coverage.

Institute relevant institutional arrangements for the implementation of the

given to equity and mos
costeffective services,

Inability to increase dbeessibility of PHC services.

Progressively prioritise funding towards PHC services

Prioritise the funding and training of CHWSs.

Prioritise the appointment of OTLs and CHWs

Prioritise the resources for clinics opening for extenated!dro2dshours.

Leadership and
governance in the heall
sector enhanced to
improve quality of care

Qualified Audit opinion issued by the AGSA.

Conduct workshop on policies and procedures and monitor the impleme
thereof.

Conduct SCM Forurgudale the application of the policies and procedures.

Monitor compliance with internal controls.

Lack of community engagement and involvement in hq

Conduct regular community engagements and provide dedicated suppot
maintenance of functional hospital boards.

Improved financial
management and
sustainability

Poor financial management which leads to irregular, w

Implementation of delegations and accountability framework.

and unauthorised expenditure and negative audit outc

Avall transversal contracts that cover most items medically related.

Capacitate governance assurance service such as internal control, intert
fraud prevention, etc.

Failure to meet revenue collection targets.

Appointment of debt collectors and case managers-apsl dolloutstanding
debt with RAF and government departments.

Monitor implementation of revenue collection per hospital.

Failure to paypplier invoices within 30 days.

Strengthen compliance with PFMA to improve health system sustainabili

Strengthen caflbw management.

Contingent liability of
medicdegal cases
reduced

Increasing cost of metkgal litigatiompacting on the
availability of funding for health services.

Strengthen the implementation, monitoring and corrective actions in clini
governance.

Strengthen the capacity of mkegjabunit.

Implement the E®H Litigation ReducBomategy (Boint Plan).

Robust and effective
health information

Failure to implement efficient information systems and
knowledge management to meet the needs of the deg

Proper information management systems implementedeficgseies and
improved data quality for reliable decision making.

systems

Overreliance on SITA for the implementation of adequ
infrastructure, which hampers optimal functioning of
management information systems

Engage SITA on a formal MOU.

Failure to implement the Electronic Patient Record

Expedite the EPR procurement processes instituted in conjunction with ¢

Prioritise funding for the implementation of.the EPR
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Risk mitigations

Existence of various unlinked management informatio
in thedepartment

Create and enabling ICT environment, comprising of:

I Relevant programming, design and developer capacity

T Process review and redesign

T ICT infrastructure and connectivity in all institutions of the FSDoH
T Relevant ICT tools of trade and equipment

i Effective telecommunication channels

T ICT funding aligned to the redesigned processes.

i Relevant data security.

Institutional capacity
strengthened through
appropriate human
resources for health

Failure to comply with employment equity Act.

Approve and implement employment equity plan to enable accelerated
for empowerment of women, youth and people with fiisdibiditiesh the DPS
directive of 50% representivity of women in the SMS echelon, 3% for pe:
disability].

Failure to comply with relevant regulations for accredi
the nurse college to provide new nursing qualifications

Meeting all set criteria for accreditation by SANC and CHE.

Failure to produce adequate throughput of CHWSs reqt

Prioritise the funding and training of CHWSs.

theWBOTs

Schedule and conduct CHW training according to the demand and plan.

Infrastructure maintaine
and backlog reduced

Inability to provide adequate health facilities, infrastruc
equipment.

Approved Departmental Long Term Strategic Plan for Infrastructure infor
Provincial and National priorities with commitment from provincial and de
role players to the plan.

Implement the health infrastructure in line with the UAMP.

Lengthy procurement processes may result in delayec

Capacitated Departmental SCM practitioners.

implementation of plans.

Implementation of the standaridrémtructure procurement and delivery
management.

Maintenance backlog may result in inadequate service
to the community.

Maintenance and renovation budgets for 2024/25 MTEF in line with nee(
requirements.

Interest claimeddmrvice providers due tepayment and
or delayed payments.

All infrastructure projects service providers paid within 30 days of receipt

Energy and water supply instability and disruptions

Installation of emergency power suppdalperfacility.

Installation of alternative water supply and storage and alternative powel
health facilities.




Public EntitieNot applicable to the department]

Name of public entity Mandate

Outcomes

INFRASTRUCTUREOJECTS

Project name

Prog

Dinaane Clinic (Thaba Nchu) 2
Gariepdam Clinic 2
Rheederpark Clinic (Welkom) 2
n Riebeeckstad/Thandanani Clinic (We
Bophelong Clinic (Kroonstad) 5
n Vaalrock Clinic (Brandfort) 5
Heidedal CHC (Bloemfontein) >
n CaleBMotshabi CHC (Bloemfontein)
n EMS Station: Ventersburg 3
EMS Station: Thakehu 3
EMS Station: Petrusburg 3
EMS Station: Zastron 3
EMS Station: Lindley 3
EMS Station: Wepener 3
Welkom Mortuary .
Bethlehem Mortuary 9
Phuthaditihaba Mortuary 5
Phekolong Gateway Clinic 9
(Bakenpark )
Lesedi Clinic (Harrismith) 5
Lesedi CHC (Kroonstad) 5
Leratong Clinic (Allanridge) 5
Westdene Clinic 5
Phetogo Clinic 5
MUCPP CHC 5
Fauresmith Clinic 5

Project
Description

Construction of
new clinic
Construction of
new clinic
Construction of
new clinic
Construction of
new clinic
Construction of
new clinic
Construction of
new clinic
Construction of
new CHC
Construction of
new CHC
Construction of
new EMS
Construction of
new EMS
Construction of
new EMS
Construction of
new EMS
Construction of
new EMS
Construction of
new EMS
Construction of
new Mortuary
Construction of
new Mortuary
Construction of
new Mortuary
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions
Upgrades and
Additions

outputs

Health infrastructure improved for effective service delivery

PrOJect duration

Start Completlo
Date: Date:

01 Apr
2024
01 Jul
2024
13 Jan
2022
01 Jul
2021
01Apr
2024
01 Apr
2024
02 Apr
2024
03 Apr
2024
01 Apr
2024
02 Apr
2024
03 Apr
2024
04 Apr
2024
05 Apr
2024
06 Apr
2024
01 Apr
2024
01 Apr
2025
03 Apr
2024
01 Apr
2024
02 Apr
2024
03 Apr
2024
01 Oct
2021
01 Apr
2023
01 Oct
2024
01 Oct
2024
01 Oct
2024

31 Mar
2027
30 Aug
2027
30 Aug
2024
30 Aug
2024
01 Jan
2027
02 Jan
2028
31 Mar
2028
31 Dec
2028
31 Mar
2027
01 Apr
2027
02 Apr
2027
03 Apr
2027
04 Apr
2027
05 Apr
2027
31 Mar
2026
31 Mar
2028
31 Mar
2029
31 Dec
2027
01 Jan
2028
02 Jan
2028
30 Apr
2024
01 Jan
2028
02 Jan
2028
03 Jan
2028
04 Jan
2028

Total

Estimate

cost
(R@0)

58 400
58 400
45 788
49 340
58 400
50 000
76 700
76 700
19 000
20 000
12 000
10 000
12 000
10 000
50 000
50 000
50 000
14 524
20 000
20 000
13 453
17 750
9 480
10 000

10 000

Current yeg
expenditure

13 576

6 624

60

56

2024/25

MTEF

6 000

1 000

10 000

10 000

2 000

4 000

1 000

1 000

1 000

100

100

100

100

100

1 000

1 000

1 000

10 000

2000

1000

1300

500

2000

2000

1000
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Project name Project Total Current yed MTEF

Description Start | Completio Estimate expenditurg 2024/25
Date: Date: (}g(%it))

Fezi Ngubentombi Hosplfternity Upgrades and 01 Jul 31 March
Wing/Seclusion 2 Additions 2024 2027 H50LY 29 Sy
Thusanong Hospital various wards Upgrades and 01 Oct 31 Mar
2 Additions 2023 2024 18000 a2 8
Embekweni District Hospital various \ Upgrades and 01 Apr 02 Apr
2 Additions 2024 2027 9 T Y 2080
Boitumelo Hospital: Contra¢idsdital Upgrades and 01Jun 31 Mar
Revitilisation 4 Additions 2023 2026 00D 7 0ES 7 e8
Pelonomi Hospital: Addition of the Upgrades and 01 Apr 31 Mar
Commuters' Waiting Area 2 Additions > 2024 2025 el €00 SR 0Ly
Pelonomi Hospital: Maternity Upgrades and o OlApr 31Mar
5 Additions 2 2019 2024 San 198 ey
Pelonomi Celebral Palsy Unit Upgrades and S 01Jul 31 Mar
5 additions 8 2024 2025 2000 L 0Ly
Pelonomi Hospital: Mental Hediibuy2 Upgrades and S 020ct 01 Apr
Observation rooms 9 Additions § 2023 2024 vise o s oe
Mantsopa Specialised TB Hospital {V Upgrades and > O01lApr 31Mar
Phase 2 4 Additions S 2024 2025 e @ e, 508
Bophelong CHC (Petrusburg) Rehabilitation, 5
2 Renovationand g Ozloéﬁ)r 3210'\2/? r 13 000 0 5000
Refurbishment 5
Tshepong Clinic (Verkeerdevlei) Rehabilitation, .GE)
36 2 Renovatonand § 200 ZMAT 3316 4568 1320
Refurbishment 5
Sekamotho Clinic (MalBtiafung) Rehabilitation, €
37 2 Renovationand 2 Ozlo'gfr 32102560 8 000 0 1000
Refurbishment g
Nelson Mandela Clinic (Edenburg) Rehabilitation, 2
38 2 Renovatonand & OPT OTAPT 6000 0 5 000
Refurbishment E
PAX CH(QViljoenskroon) Rehabilitation, o .
39 2 Renovatonand @ CiAPM 3MAT 45000 13243 5000
Refurbishment 8
Philippolis clinic Rehabilitation, 2
2 Renovationand & OU8PT S MAT 6000 0 1000
Refurbishment £
Seeisoville Clinic (Kroonstad) Rehabilitation, <
2 Renovationand g 0210(2)? 3210(2)50‘ 4740 0 3000
Refurbishment T
Eva Mota Clinic (Maluti a Phofung) Rehabilitation,
42 2 Renovation and ey S Mar 10028 8 804 5028
Refurbishment
Masilo Clinic (Theunissen) Rehabilitation,
43 2 Renovation and L R 11179 6551 3000
Refurbishment
Clinics and CHC's: Refurbish and Rehabilitation, 01Dec 31 Dec
ZZ88 Replacement Mechanical Equipment 2  Renovation and 2022 2025 18 000 2 658 6 000
(Boilers, Autoclaves, etc) Contr 44 of Refurbishment
Clinics and CHC's: Refurbish and Rehabilitation, 01Dec 31 Dec
ZI38 Replacement Mechanical Equipment 2  Renovation and 2022 2025 30 000 1959 10 000
(HVAC) Contr 46 of 23/24 Refurbishment
Clinics & CHCs: Refurbishment of Rehabilitation, 01 Jul 31 30
“53 Electrical Installation 2 Renovation and 2021 2024 15 000 2 665 3000
Refurbishment
Clinics & CHMRefurbishment and Rehabilitation, 01 Jul 31 Jul
“¥A replacement of Generators 2 Renovation and 2021 2024 15 000 1135 3000
Refurbishment
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Project name

District Hospit@&efurbish and
replacement Mechanical Equipment
(Boilers, Autoclaves, etc) Contr 44 o
23/24

Dr JS Moroka Hospital

District Hospit@&efurbish and
replacement Mechanical Equipment
(Medical Gas) Contr 45 of 23/24
DistricHospitalRefurbish and
replacement Mechanical Equipment
(HVAC) Contr 46 of 23/24

District Hospit&efurbishment, and
Replacement of Lifts

District Hospital Refurbishment of Ele
installation

District Hospit&efurbishment and
replacement of Generators

JD Newberry Hospifghase 1

Mafube Hospital Refurbishment

National Hospit&kpairs and
Renovations of Admission, Administr
Emergency and External Works
National HospitBepairs and renovatio
of Dental Clinic, Stepdown, Maternity
Home anAuditorium

National Hospitaepairs and
Renovations of Wards: 2,3,4,5,6,7&8

Phekolong Hospital Hospital Kitchen
Peads, General Ward and Maternity,

Cerebral Palsy & OT)
Phumelela Hospital

Thebe Hospital

Parys Hospital

Installation of Clearview fencing at P
Hospital

Nala Hospital

Installation of Clearview fencing Nala
Hospital

N

Project
Description

Rehabilitation,
Renovation and
Refurbishment

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment

Health infrastructure refurbished and maintained for effective service delivery

Project duration

Start | Completio
Date: Date:

01 Dec
2022

01 Apr
2024

01 Dec
2022

01 Dec
2022

01 Apr
2024

01 Jul
2021

01 Jul
2021

01 Jul
2023

29 Apr
2019

01 Apr
2016

01 Apr
2016

01 Apr
2016

01 Apr
2018

01 Apr
2024

02 Apr
2024

01 Oct
2024

01 Oct
2023

01 Apr
2024

01 Apr
2024

31 Dec
2025

31 Mar
2028

31 Dec
2025

31 Dec
2025

31 Mar
2025

31 Jul
2024

31 Jul
2024

31 Mar
2026

30 Jun
2024

31 Mar
2025

31Mar
2025

31 Mar
2027

31 Mar
2025

31 Oct
2025

31 Mar
2025

01 April
2025

01 Apr
2025

01 Apr
2026

31 Oct
2025

Pagel31of 180

Total
Estimate
cost
(R@0)

60 000

24 000

40 000

26 500

18 300

41 112

64 844

65 589

110 920

12 000

5 000

12 000

12 000

3 000

12000

3 000

Current yeg
expenditure

9321

17 462

2277

60 991

979

6971

682

1270

20983

MTEF
2024/25

10 000

10 000

10 000

20 000

5 000

14 000

8 000

3 000

3 000

3900

2900

4 000

6 000

1 000

1 000

4 000

1 000

3000

1 000
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Project name

Stoffel Coetzee District Hospital (Wau
Pharmacy, Waiting area)

Installation of Clearview fencing at St
Coetzee District Hospital

Bongani Hospital Maternity Wing and
Wards

Bongani Hospital: Refurbish Water ai
Sewer Reticulation/reservoir

Mofumahadi Manapo Mopeli Hospita
Various wards

Installation of Clearview fencing at
Mofumahadi Manapo Mopeli Hospita

Mofumahadi Manapo Mopeli Hospita
Refurbish Water and Sewer Reticulat

Pelonomi Hospital: Refurbish All Roo
(Phase 2)

Pelonontiospital: EMS and disaster
management

Pelonomi Hospital: Refurbish Water ¢
Sewer Reticulation

Provincial HospitRlsfurbish and
replacement Mechanical Equipment
(Boilers, Autoclaves, etc) Contr 44 o
23/24

Provincial HospitRlsfurbish and
replacement Mechanical Equipment
(Medical Gas) Contr 45 of 23/24
Provincial HospitRlsfurbish and
replacement Mechanical Equipment
(HVAC) Contr 46 of 23/24
Provincial HospitRlsfurbishment, and
Replacement of Lifts

Provincial Hospital Refurbishment of
Electrical installation

Provincial HospitRlsfurbishment and
replacement of Generators

Central & Specialized Hospi&dlerbish
and replacement Mechanical Equipm
(Boilers, Autoclaves, etc) Contr 44 o
23/24

Central & Specialized Hospi&dflgbish
and replacement Mechanical Equipm
(Medical Gas) Contr 45 of 23/24

4,5

4,5

Project
Description

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment

Rehabilitation,
Renovation and
Refurbishment

Health infrastructure refurbished and maintained for effective service delivery

Project duration

Start | Completio
Date: Date:

01 Ap
2024

01 Nov
2023

26 Oct
2021

01 Apr
2024

01 Apr
2024

01 Nov
2023

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Jun
2019

01 Jul
2021

01 Jul
2021

01 Dec
2022

01 Dec
2022

02 Apr
2026

31 May
2025

01 Apr
2024

01 Apr
2026

31 Mar
2027

31 May
2025

31 Mar
2027

31 Mar
2027

31 Mar
2027

31Mar
2027

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Mar
2025

30 Jun
2024

31 Jul
2024

31 Dec
2025

31 Dec
2025

Pagel320f 180

Total
Estimate
cost
(R@0)

12 000

3 000

19 287

15 000

19 500

8 756

15 000

15 000

15 000

18 000

15 000

10 000

15 000

24 000

70 000

27 020

10 000

10 000

Current yeg
expenditure

5777

3552

508

565

10 945

2 967

8923

230

4 850

4279

462

361

MTEF
2024/25

3 000

1 000

2500

5000

1 000

2 000

3000

8 000

2 000

4 000

15 000

10 000

15 000

10 000

10 000

8 000

15 000

5000
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Project name

Central & Specialized Hospi&dlsrbish
and replacement Mechanical Equipm
HVAC) Contr 46 of 23/24

Central and Specialised Hospitals
Refurbishment, and Replacement of

Central and Specialised Hospital
Refurbishment of Electrical installatio

Central and Specialisedpitals
Refurbishment and replacement of
Generators

Free State Psychiatric Complex (FSF
(Refurbishment of pharmacy, Block C
Cosmos, ECT theatre)

FreeState Psychiatric Complex
(Refurbishment of Skills Developmen
building)

Free State Psychiatric Complex
(Refurbishment of Child Mental Healt
Unit)

Free State Psychiatric Complex
(Refurbishment of Forensic Unit
Thakaneng Building)

Universitas Hospital: Installation of ar
Replacement of Lifts

Universitas Academic Hospital neong

Universitas Academic Hospital Theat

Universitas Academic Hospital Fencil

Universitas Academic Hospital roof

Universitas Academic Hospital Celeb

Palsy

Bloemfontein EMS Colidjease 2
(accommodation, lecture halls and of
Bloemfontein Laundry (Roof)

Qwa Qwa Laundry (Roof)

Kroonstad Laundry (Roof)

FSSON Manapo Campus

4,5

4,5

4,5

Project
Description

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment

Health infrastructure refurbished and maintained for effective service delivery

Project duration

Start | Completio
Date: Date:

01 Dec
2022

01 Jun
2019

01 Jul
2021

01 Jul
2021

01 Ap
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

01 Apr
2024

20 May
2021

31 Dec
2025

31 Mar
2025

30 Jun
2024

30 Jun
2024

31 Mar
2027

31 Mar
2027

31 Ma
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2027

31 Mar
2026

31 Mar
2025

31 Jan
2024

Pagel33of 180

Total
Estimate
cost
(R@0)

10 000

22775

30 000

17 000

19 500

8000

11 850

19700

19 000

5 000

5 000

6 000

18 775

1500

18 500

11 850

11 850

11 850

17 000

Current yeg
expenditure

1446

1680

434

2912

1642

2543

11 146

MTEF
2024/25

10 000

8 000

5 000

4 000

4 000

4 000

4 000

5000

5000

3000

3 000

3 000

3 000

2 000

6 000

500

500

1 000

2000
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106

107

108

109

110

111

112

113

114

115

116

117

118

119

120

121

122

123

124

125

Project name

FSSON Welkom Campus

Refurbishment, Installation and
Replacement of Water Tanks (incl. Jc
tanks, connections, boreholes and wi
treatment/purification plants)
Refurbishment, and Replacement of
(Other Facilities)

Manapo Hospital Dr's Residence

FSSON Mangaung MeRbase 2

Other facilitieRefurbish and replacen
Mechanical Equipment

(Boilers, Autoclaves, etc) Contr 44 o
23/24

Other facilitieRefurbish and replacen
Mechanical Equipment

(HVAC) Contr 46 of 23/24
Maintenance of CHC's and Clinics
Magaung Metro

Maintenance of CHC's and Clinics Fe
Dabi

Maintenance of CHC's and Clinics
Lejweleputswa

Maintenance of CHC's and Clinics Tt
Mofutsanyana
Maintenance of CHC's and Clinics Xt

Clinics and CHC's: PlarMauhtenance
Mechanical Equipment (Boilers,
Autoclaves, etc) Contr 44 of 23/24
Clinics and CHC's: Day to Day
Maintenance Mechanical Equipment
(Boilers, Autoclaves, etc) Contr 44 of
Clinics and CHC's: Planned Maintens
of Mechanical Equipment (HVAC) Cc
of 23/24

Clinics and CHC's: Day to Day
Maintenance of Mechanical Equipme
(HVAC) Contr 46 of 23/24
Maintenance District Hospitals Fezile
District

Maintenance District Hospitals Mang:
Metro

Maintenance District Hospitals
Lejweleputswa District

Maintenance DistHoispitals Thabo
Mofutsanyana

Maintenance of lifts

District Hospit&#tanned Maintenance
Mechanical Equipment ( Boilers,
Autoclaves, etc) Contr 44 of 23/24

N

N

N

N

N

N

Project
Description

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment

Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Rehabilitation,
Renovation and
Refurbishment
Maintenance
Maintenance

Maintenance
Maintenance
Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance
Maintenance
Maintenance
Maintenance
Maintenance

Maintenance

Healthinfrastructure refurbished and maintained for effective service delivery

Project duration

Start | Completio
Date: Date:

01 Oct
2021

01 Apr
2024

01 Apr
2024

20 May
2021

20 May
2024

01 Dec
2022

01 Dec
2022

01 Apr
2024
01 Apr
2024
01 Apr
2024
01 Apr
2024
01 Apr
2024

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Apr
2024
01 Apr
2024
01 Apr
2024
01 Apr
2024
01 Apr
2024

01 Dec
2022

31 Oct
2024

31 Mar
2026

31 Mar
2027

31Apr
2024

31 Mar
2027

31 Dec
2025

31 Dec
2025

31 Mar
2027
31 Mar
2027
31 Mar
2027
31 Mar
2027
31 Mar
2027

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Mar
2027
31 Mar
2027
31 Mar
2027
31 Mar
2027
31 Mar
2027

31 Dec
2025

Pagel34of 180

Total

Estimate

cost
(R@0)

19 595

6 055

17000

17 500

17000

10 000

10 000

20 000
20 000
20 000
20 000

20 000

5 000

5 000

5000

5 000

50 000
50 000
50 000
50 000

5000

18 000

Current yeg
expenditure

5194

44

12 288

402

2658

14 722

22 289

1959

1113

3276

1353

502

MTEF
2024/25

5000

1 000

3 000

1750

3 000

5000

5000

2 000

2 000

2 000

2 000

2 000

1 000

805

5 000

600

5 000

5 000

5000

5 000

1 000

5 000
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130

131

132

133

134

135

136

137

138

139

140

141

142

143

Project name

District Hospitésy to Day Maintenan:
Mechanical Equipment (Boilers,
Autoclaves, etc) Contr 44 of 23/24
District Hospitals Planned Maintenan
Mechanical Equipment (Medical Gas
Contr 45 of 23/24

District Hospitals Day to Day Mainten
Mechanical Equipment (Medical Gas
Contr 45 of 23/24

District Hospité@tanned Maintenance
Mechanical Equipment (HVAC) Conti
23/24

Maintenance of lifts

Provincial HospitBlanned Maintenanc
Mechanical Equipment (Boilers,
Autoclaves, etc) Contr 44 of 23/24
Provincial HospitBlanned Mechanical
Equipment (Medical Gas) Contr 45 of
23/24

Provincial HospitBlanned Mechanical
Equipment (HVAC) Contr 46 of 23/24
Central & Specialized Hospilatmed
Mechanical Equipment (Boilers,
Autoclaves, etc) Contr 44 of 23/24
Central & Specialized Hospilaimed
Mechanical Equipment (Medical Gas
Contr 45 of 23/24

Central & Specialized Hospilatmed
Mechanical Equipment (HVAC) Cont
23/24

Maintenance of lifts

Other facilitie®lanned Mechanical
EquipmeriBoilers, Autoclaves, etc) Ci
44 of 23/24

Other facilitie®lannedlechanical
Equipment (HVAC) Contr 46 of 23/24
Maintenance Other Infrastructure Fe:
Dabi District

Maintenance Other Infrastructure
Lejweleputswa District

Maintenance Othefrastructure Thabo
Mofutsanyana

Maintenance Other Infrastructure Xhi
District

The expenditure is as at the start of the projec

4,5

4,5

4,5

Project

Description

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Maintenance

Health infrastructure refurbished and maintained for effective service delivery

Project duration

Start | Completio
Date: Date:

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Apr
2024

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Dec
2022

01 Apr
2024

01 Dec
2022

01 Dec
2022
01 Apr
2024
01 Apr
2024
01 Apr
2024
01 Apr
2024

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Dec
2025

31Mar
2027

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Dec
2025

31 Mar
2027

31 Dec
2025

31 Dec
2025
31 Mar
2027
31 Mar
2027
31 Mar
2027
31 Mar
2027

Pagel350f 180

Total

Estimate

cost
(R@0)

10 000

10 000

20 000

10 000

3 000

10 000

5 000

10 000

10 000

20 000

20 000

2 000

10 000

10 000
20 000
20 000
20 000

20 000

Current yeg
expenditure

5902

1350

17 169

6 592

1200

3187

462

853

1 446

398
141

429

MTEF
2024/25

600

3000

400

5000

1208

5 000

3 000

4000

5000

5000

5 000

2000

3 000

10 000

5000

5000

5000

2 000
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PublicPrivate Partnerships (PPPs)

Name of PPP Purpose Outputs Current Value of End Date of
Agreement Agreement
Pelonomi and INFRASTRUCTURE Refurbishment of the Estimated Value 24 months
Universitas DEVELOPMENT: building at both facilities; R265ml. extension has
hospitals Public = Private sector invested funds Pelonomi and Universitas - been granted
Private in theimprovement and hospitals and immovable = The facilities by National
Partnerships maintenance (Infrastructure = assets at the end of the | (Universitas & Treasury (end

development) of existing agreement will be Pelonomi) value only t 55 o ber

public facilities (Pelonomi | transferred back to FSDOH be quantified in the exit 2025)
and Universitas). / closure verification

process.

¢2 I RRNBaa GKS 5SLINIYSyiQa oCNBS {GFGS 5SLINIYSydG 2F | S|
and social developmental needs of the Free State Province (Province) in a context of curtailed budgets, the Department has
consideed and implemented a number of initiatives and mechanisms, among which are -Pulilite Partnership (PPP)
arrangements.

These PPP arrangements are designed to facilitate the leverage of capital and the transfer of risk to the private ssttor whil
benefiting from the innovation and expertise that the private sector brings.

Over the period under review, a lofigrm infrastructure PPP arrangement (model) between the Department and Netcare was
elected as the preferred option to address the challenge stated above. This model was used for the procurement of
infrastructure develoment at the two tertiary and academic hospitals, namely, Pelonomi and Universitas. This partnership
model over the cause of the period has enhanced the capability and reputation of these two hospitals in the province.

In support of the above, below are several reasons why PPP arrangements are becoming a preferred procurement option for
the Department:

1. Risk sharingln a PPP, risks are shared between the public and private sectors. This means that the private sector takes on
some the risks associated with the project, such as construction and operation risks. This reduces the risk for the gbvernmen
and taxpayers.

2. Innovation: The private sector is often more innovative than the public sector. By partnering with the private sector, the
government can benefit from the private sectors expertise.

3. Cost SavingsPPPs can often be more cost effective than traditional government procurement. This is because the private
sector is often able to deliver projects more efficiently and at a lower cost.

4. Improved service deliveryPPPs can lead to improved service delivery. This is because the private sector is often more
focused on customer service and meeting the needs ofesets.

5. Access to financingPPPs can provide access to financing that may not be available to the government. This is because the
private sector is often able to secure financing at a lower cost than the government.

6. Infrastructure Projects Most importantly, the Department will be left with a walbnditioned and maintained asset at the
end of the concession.

In conclusion, although these benefits will ordinarily not be afforded through traditional government procurement and service
delivery, it is imperative that the Department ensures the following when entering into PPP arrangements:

V  Equitable transfer of risk to the private sector

The poor are not excluded from services that they would ordinarily not receive from the private,sector
B-BBEEE and other transformation plans are adhered to

Build internal capacity to manage the PPP arrangement vis a vis

<< <
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Develop a clear and comprehensive PPP Framework
Establish a dedicated PPP unit
Conduct feasibility studies before entering into PPP arrangements
Ensure transparency and accountability
Monitor and evaluate PPP projects
o Provide training and capacity building
By taking thesesteps, the Department can ensure that PPP arrangements are properly managed and that they deliver the
expected benefits to the community.

O O O O O




PART D: TECHNICAL INDICATOR DESCRIPTIONS (TIDs)

BUDGET PROGRAMME 1: ADMINISTRATION

Indicator Title
Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of districts with functional District Health Councils

Sum of all districts with District Health Councils that convened meetings during the repori
period.

Minutes of the Meetings &ttendance registers.

Count all districts with functional district health councils.

Reports

Good record keeping

N/A

N/A

Norncumulative

Annually

More functional district health councils would mean improymeblic participation.
Chief Director: DHS and District Directors

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of public health facilities security audited

Total number of all public health facilities where security audits veerglucted.
Security Audit Reports

Count of all public health facilities that were audited.

Security Audit Reports and QIPS

None

N/A

N/A

Non-cumulative

Quarterly

More facilities audited in order to mitigate against securisks.
DDG: Corporate Services

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of facilities with security QIPs implemented

Public Health facilities that were audited and quality improvement plans developed and
implemented.

Security audits reports

Count all public health facilities that were security audited and QIPs developed and
implemented.

Security reports

QIPs will be developed and implemented

N/A

N/A

Non-cumulative

Annually

All facilities tamplement QIPs in order to improve security.
DDG: Corporate Services

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification

Assumptions

Audit opinion of FS Department of Health

Audit opinion for FS Department of Health for financial performance.
520dzYSYiSR 9OBARSYOSY !yydzZd f wSLRNII ! dzR;
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Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Unqualified Audit Opinion from the Audit@seneral.

Indicator Responsibility Chief Financial Officer
e

Indicator Title Percentage of internal audit recommendations implemented

Definition ¢CKS AYLX SYSyGlFdGAz2y 2F GKS NBO2YYSYyRIFGA2)

Division on the audit of financial and ndinancial information against predetermined norms
and standards.

Source of data Internal audit report

Method of Calculation / Assessment Numerator. Number of internal audit recommendations implemented
Denominator. Number of internal audit recommendations made

Means of Verification Internal audit report

Assumptions All recommendations will be implemented

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Higher percentage of internal audit recommendationgplemented.

Indicator Responsibility Director: Internal Audit
e

Indicator Title Percentage own revenue collected

Definition Revenue collected from all potential sources against forecasted revenue.

Source of data Revenue collectiodatabases (electronic or manual)

Method of Calculation / Assessment Numerator: Amount of own revenue collected
Denominator. Forecasted own revenue

Means of Verification Revenue collection databases (electronic or manual)

Assumptions There will becompliance

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Cumulative

Reporting Cycle Quarterly

Desired performance Collection of 100% of forecasted own revenue

Indicator Responsibility Chief Financial Officer

|

Indicator Title Percentage of invoices paid within 30 days

Definition The percentage of invoices paid within 30 days of receipt by the institution against the
proportion of all invoiceseceived by the institution.

Source of data BAS

Method of Calculation Numerator: Number of invoices paid within 30 days of receipt by the institution
Denominator: Total number of all invoices received by the institution

Means of Verification BAS report

Assumptions All invoices will be paid within 30 days

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly



Desired performance

Indicator Responsibility
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Higher percentage of invoices paid within 30 days, compliance with PFMA and Treasury
Regulations.
Chief Financial Officer

Indicator Title
Definition

Source of data
Method of Calculation

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Percentage of the annual Departmental Budget Allocagfment

Percentage of the allocated annual Departmental budget that was spent by the Departme
[Quarterly; use projected annual expenditure].

BAS

Numerator: Expenditure ordepartmental budgetllocation

Denominator: Total annuatlepartmental budget allocation

BAS Expenditure Report

Ensure that the under / ovespending of the annual equitable is within 1% of the budget
allocation

N/A

N/A

Cumulative

Quarterly

The under lover-spendingof the annualdepartmental budget doesot exceed 1% of the
budget allocagtd.

Chief Financial Officer

Indicator Title
Definition

Source of data
Method of Calculation

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Percentagef most procured goods, services and works awarded to woovened businesses
Proportion of thel5 most procured goods, services and works awarded to women owned
owned businesses

Spent Analysis Report (RR020) and Centralised Suppliers Database

Numerator. Rand value of 15 most procured items spentmmenowned businesses
Denominator. Total Rand value 15 most procured items spent for the quarter

Spent Analysis Report and Centralised Suppliers Database

The CSD ownership information will be accurate

Women

N/A

Non-cumulative

Quarterly

Higher percentage of procurement from qualifying women owned companies
Chief Director: Supply Chain Management

Indicator Title
Definition

Source of data
Method of Calculation

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Percentage of summons audited to determine baseline of claimants amenable to mediati
¢KS LISNOSyiGl3IS 27T &dzyankeyakilityltodzRdialiod & a Prapuntioo |
of all summons received.

Causa Cognito Litigation System

Numerator:b dzY 6 SNJ 2 F &dzyyY2ya | dzRAGSR F2NJ Of I A
Denominator: Total number of all summons received

Submitted Summons to the department

N/A

N/A

N/A

Non-cumulative

Quarterly

The higher percentage of claimants amenable to mediation
Director: Legal Services
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Indicator Title Number of employees trained on code of conduct, grievance procedure and disciplinary ¢
and procedures

Definition Total number of employees trained on Code of the Conduct, Grievance Procedure and
Disciplinary Code ar@rocedures Within Free State Department of Health

Source of data Attendance register, training programme

Method of Calculation A count of all the attendees in the training sessions conducted.

Means of Verification Attendance register, trainingeports

Assumptions There will be compliance.

Disaggregation of Beneficiaries All FSDoH employees.

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Cumulative yeaend

Reporting Cycle Quarterly

Desired performance To have targetd number of employees trained

Indicator Responsibility Director: Labour Relations

Indicator Title Number of research projects recommended for implementation in the department by PHF

Definition Total number of researches reviewed by the committee and earmarked for implementatic
GKS RSLINIYSYy:d I FGSNI GKS RSLINIYSydGQa I

Source of data Research Committee reports

Method of Calculation / Assessment All researches reviewed by the committee and earmarked for implementation in the
RSLINIYSYyd | FGSNI GKS RSLINIYSydQa | yydz

Means of Verification Research Committee reports

Assumptions Quality researches to be presented

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Quality researches

Indicator Responsibility Director: Research & Information Management

Indicator Title Public health dataset timeliness rate

Definition Proportion of all assigned data sets at public health facilities that were completed using tl
51 L{ &/ 2YLX SiiS¢ o dzheéim®yofeachi®M) RI G Sy i NE

Source of data DHIS

Method of Calculation / Assessment Numerator: Public Health data sets completed by public health facilities by theoi@ach
month
Denominator: Public Health data sets assigned to public health facilities

Means of Verification DHIS

Assumptions Availability of data capturers and connectivity in health facilities

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norrcumulative

Reporting Cycle Quarterly

Desired performance All health facilities completing and reporting data on time

Indicator Responsibility Director: Research &formation Management

|

Indicator Title Number of business processes automated

Definition Describes the number of Information Systems implemented in order to improve efficienci

Source of data Signed off project completion reports

Method of Calculation / Assessment Count of the number process automation systems implemented.
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Means of Verification Screenshots, User Testimonials, Appointment letter and Approved-Gladeeport (by
Programme Manager and Service Provider)

Assumptions Reprioritisation

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Annually

Desired performance Actual performance should be equalmore than the targeted performance.

Indicator Responsibility Director: ICT

Indicator Title Number of district hospitals implementing HMS2

Definition Sum of all the hospitals implementing HMS2.

Source of data Data reports from HMS2

Method of Calculation / Assessment Count all the district hospitals implementing HMS2

Means of Verification Implementation reports

Assumptions Accurate capturing of patients on the systems

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Cumulative

Reporting Cycle Quarterly

Desired performance More hospitals implementing HMS2 would maarproved patient care, revenue generation
and mitigation against the increasing mediegal exposure.

Indicator Responsibility Directors: Research, Information Management & ICT

Budget Programme 2: District Health Management Services

Indicator Title Ideal clinic status obtained rate

Definition Fixed PHC health facilities that obtained Ideal Clinic status (silver, gold, platinum) as a
proportion of fixed PHC clinics and CHCs and or CDCs

Source of data Ideal Facility Health Software

Method of Calculation / Assessment Numerator: Fixed PHC health facilities have obtained ldeal Clinic status, as determined k
PPTICRM (PRs) or Peer Reviews Updates (PRUS)
Denominator: Fixed PHClinics or fixed CHCs and or CDCs

Means of Verification Ideal Facility Health Software

Assumptions Accurate reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Higher Ideal clinic status rates ensures clinics will have positive outcomes and is ready fc
inspections conducted b@ffice of Health Standards Compliance.

Indicator Responsibility Chief Director: DHS

|

Indicator Title Percentage of PHC facilities implementing quality improvement programme

Definition Percentage of PHC facilities implementing quatitprovement programme after assessment

Source of data Assessment reports

Method of Calculation / Assessment Numerator: Percentage of PHC facilities implementing quality improvement programme a
assessment
Denominator: SUM (Fixed PHC clinics/fixed CHCs/CDCs) assessed

Means of Verification Reports

Assumptions All Facilities will implement the qualitphprovement programmes

Disaggregation of Beneficiaries N/A

(where applicable)



Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance
Indicator Responsibility
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N/A

Noncumulative

Annually

Higher percentage

Chief Director: DHS and District Directors

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of GPs contracted to render PHC Services

Total number of GPs contracted to render PHC Services.
Appointmentletters & PHGeports

Sum of all GPs contracted to render PHC Services
Appointmentletter & PHGeports

Records of contracted GPs will be kept safe

N/A

N/A

Non-cumulative

Annually

Higher number indicates availability of doctors
Chief Director: DHS

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Percentage availability of medication

The extent of availability of tracer medicines against the total number of items of approve
tracer medication (approved tracer listrisviewed quarterly).

Inventory management reports (Monthly Stock Status Reports)

Numerator: Number of items of tracer medication available

Denominator: The total number of items of approved tracer medicat{@pproved tracer list
is reviewed quarterly

Inventory management reports (Monthly Stock Status Reports)

Accurate reporting

N/A

N/A

Noncumulative

Quarterly

Maintain sufficient stock levels
Director: Pharmaceutical Services

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

PHC utilisation under 5 years rate

Average number of PHC visits per year per person under 5 years of age in the populatior
DHIS, STATSSA&vice registers

Numerator. PHC headcount under 5 years

Denominator. Population under 5 years

DHIS, STATSSA & service registers

Dependent on the accuracy of estimatpdpulation 5 years an under from STATSSA

N/A

N/A

Norncumulative

Quarterly

Higherutilisation might indicate burden of diseases, and or lower utilisation might indicate
under-utilisation of PHC services.

Chief Director: DHS and District Directors




Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Pagel44of 180

OHH visit coverage

Outreach households visited by Ward Based Outreach Teams as a proportion of OHH in
population

DHIS

Numerator. COS householdtvisit + COS household folleyp visit

Denominator. OHH households in population [Stats SA]

Household visits registers/reports

Accurate reporting

N/A

N/A

Non-cumulative

Quarterly

Higher coverage may indicate an increased burden of diseaggeater reliance on public
health system, or accessibility of services

Chief Director: DHS, CBS / Outreach Services Programme Manager

Indicator Title
Definition

Source of data

Method of Calculation / Assessment
Means ofVerification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of functional wardbased outreach teams

Number ofward-based outreach teams that have outreach team leaders (OTLs) and repo
data on the DHIS.

Reports/Letters of appointment

Count number of wardbased outreach teams that are functional

Reports

Accurate reporting

N/A

N/A

Non-cumulative

Annually

More functional teams might mean increased coverage

Chief Director: DHS, CBS / Outreach Services Programme Manager

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of PHC facilities operated over 24 hours

Thetotal number of PHC clinics operated for 24 hours 5 or 7 days per week
District PHC reports

Total number of PHC clinics operated for 24 hours 5 or 7 days per week
District PH@eports

Reporting will be in place

N/A

N/A

Non-cumulative

Annually

The highenumber of clinics operating for long hours improve accessibility of services to t
catchment population.

Chief Director: DHS

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Patient experience of care satisfaction rate

Total number ofSatisfied responses as a proportion of all responses from Patient Experie
of Care survey questionnairg€shis indicator is reported in PHC, district, regiospecialised,
tertiary & central hospitals].

PEC DHIS Model

Numerator. Patient experience of care survey satisfied responses

Denominator. Patient experience of care survey total responses
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Means of Verification PEC DHIS Model & Questionnaires

Assumptions Data accuracy

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Annually

Desired performance Higher percentageouldindicate good quality of care

Indicator Responsibility Chief Director: DHS and District Directdi®spitals CEOs
.

Indicator Title Percentage of PHC facilities with functional clinic committees

Definition Governance structures, such as clinic committees that are formapppinted and have

convened meetings during the reporting period, as a proportion of all fixed PHC facilities
Source of data Minutes of the meetings & attendance registers

Method of Calculation / Assessment Numerator: Sum (PHC facilities with functional clinic committees)
Denominator: All fixed PHC facilities

Means of Verification Appointment letters and registers, minutes of meetings

Assumptions All fixed PHC facilities will have functional cloeenmittees
Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Higher percentage indicates improved commur@hgagement.
Indicator Responsibility Chief Director: DHS and District Directors

Hospitals: District Hospitals, Regional Hospitals, Specialised Psychiatric Hospital, Tertiary Hospital and Central Hospital
Indicator Title Ideal hospital statusbtained rate

Definition Proportion of public hospitals that have obtained ideal hospital status
Source of data Ideal Facility Health Software

Method of Calculation / Assessment Numerator. Hospitals that obtained Ideal Hospital status
Denominator. Total number of hospitals (Public Hospitals)

Means of Verification Ideal Facility Health Software

Assumptions Recording keeping

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where All Districts

applicable)

Calculation type Non-cumulative

Reporting Cycle Annually

Desired performance Higher Ideal hospital status rates ensures hospitals will have positive outcomes and is re
for inspectiononducted by Office of Health Standards Compliance.

Indicator Responsibility Clinical Cluster and Quality Assurance Managers

Indicator Title Percentage of hospitals implementing quality improvement programme

Definition Percentage ohospitals implementing quality improvement programme after assessment.

Source of data Assessment reports

Method of Calculation / Assessment Numerator. Number of hospitals implementing quality improvement programme after
assessment.
Denominator. Total number of hospitals at each level of care.

Means of Verification Reports

Assumptions All Facilities will implement the quality improvement programmes

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)
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Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Higher percentage would mean improvement in quality of care

Indicator Responsibility Hospital CEOs

|

Indicator Title Severity assessment code 1 incident reported within 24 hours[haticator is also reported i
PHC facilities and definition will be applicable to PHC as well].

Definition Severityassessment code 1 incidents reported within 24 hours as a proportion of Severity
assessment code 1 incident reported

Source of data Ideal Facility Health Software

Method of Calculation / Assessment Numerator. Severity assessment code 1 incidents reported within 24 hours
Denominator. Severity assessment code 1 incident reported

Means of Verification Reports

Assumptions Data accuracy

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-Cumulative

Reporting Cycle Quarterly

Desired performance More incidents to be attended to reported within the stipulated time

Indicator Responsibility Hospital CEQ'sClinic Managers

Indicator Title Patient safety incident case closure ritedicator is also reported in PHC facilities and
definition will be applicable to PH&/elas well].

Definition Patient Safety Incident (PSI) case closed in the reporting month as a proportion of Patier
Safety Incident (PSI) cases reported inry@orting month

Source of data Ideal Facility Health Software

Method of Calculation / Assessment Numerator: Patient safety incident (PSI) case closed
Denominator. Patient safety incident (PSI) case reported

Means of Verification Reports

Assumptions Data accuracy

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Nornrcumulative

Reporting Cycle Quarterly

Desired performance Higher rate will indicatémproved quality of care

Indicator Responsibility Hospital CE@Glinic Managers

|

Indicator Title Percentage ohospitals with functional hospital boards

Definition Governance structures such as hospital boards that are formerly appointebzaed
convened meetings during the reporting period, as proportion of all public hospitals per le
of care.

Source of data Minutes of the Meetings & attendance registers

Method of Calculation / Assessment Numerator: Number of hospitals with functional hospital boards
Denominator. Total number of hospitals

Means of Verification Appointment letters and registers, minutes of meetings
Assumptions All hospitals will have functional hospital boards
Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Higher percentage indicates improved community engagement.
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Indicator Responsibility Chief Director and Hospital CEOs

Indicator Title Inpatient bed utilisation rates (Specialised Psychiatric Hospital)

Definition Inpatient bed days used as proportion of inpatient beds apprayetal days(inpatient beds
x days in period) available. Include all specialties.

Source of data DHIS

Method of Calculation / Assessment Numerator: Inpatient days total x 1 + Day patient total x 0.5
Denominator. Inpatient beds approvesdtotal * 30.42

Means ofVerification DHIS and Service Registers

Assumptions Data quality

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher rate may indicate dependency on higher level of care, burden of disease and or
efficiency of services

Indicator Responsibility CEO: FS Specialised Psychiatric Hospital

Indicator Title Mortality and morbidity reviewate

Definition Frequency of holding mortality and morbidity reviews that should include, but not limited 1
(a) maternal deaths, (b) neonatal deaths, (c) wrong site surgery and (d) anaesthetic deat

Source of data Minutes and registers

Method of Calculation / Assessment Numerator. Mortality and morbidity review conducted
Denominator. Number of mortality and morbidity reviews planned

Means of Verification Reports

Assumptions Accuracy dependent on quality of data from reporting facility

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher percentage suggests better clinical governance

Indicator Responsibility Hospital CEOs

Indicator Title Child under 5 years diarrhoea case fatality rf@telicator to be reported under districts
hospitals & sULJN2 ANF YYS YI GSNYyI > OKAfR g ¢2YSy

Definition Diarrhoea deaths ishildren under 5 years as a proportion of diarrhoea separations under
years in health facilities.

Source of data DHIS

Method of Calculation / Assessment Numerator. Diarrhoea death under 5 years
Denominator. Diarrhoea separation under 5 years

Means of Verification Service Registers

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower percentage indicates few children died due to diarrhoea
Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Diarrhoea deathunder 5 yeargIndicator to be reported undgrogramme 4 & 5]
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Definition A child under 5 years who died in a health facility where diarrhoea was documented as tt
main cause of death (count only the main diagnosis). Where applicable, these deaths mu
also be counted under SAM deaths and MAM deaths

Source of data DHIS

Method of Calculation / Assessment Count all deaths of children under 5 years that are due to diarrhoea

Means of Verification Service Registers

Assumptions None

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Reduced child mortalities

Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Child under 5 years pneumonia case fatality faelicator to be reported under districts
hospitals & sSULINE INJ YYS YI GSNYyI 3 OKAfR 3 62YSy

Definition Pneumonia deaths in children under 5 years as a proportion of pneumonia separations u
5 years in health facilities.

Source of data DHIS

Method of Calculation / Assessment Numerator: Pneumonia death under 5 years
Denominator. Pneumonia separation under 5 years

Means of Verification Service Registers

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower percentage indicates few children died due to Pneumonia

Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Pneumonia death under 5 yeafmdicator to be reported undgrogramme 4 & 5]

Definition A child under 5 years who died in a health facility where pneumonia was documented as
main cause of death

Source of data DHIS

Method of Calculation / Assessment Count all deaths of children under 5 years that are due to pneumonia

Means of Verification Service Registers

Assumptions None

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Reduced child mortalities

Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Child under 5 years severe acute malnutrition in case fatality[faticator to be reported
under districts hospitals & sSHINRE I NJ YYS YI G6SNY I X OKAfR g9

Definition Severe acute malnutrition deaths in children under 5 years as a proportion of severe acu
malnutrition (SAM) under 5 years in health facilities

Source of data DHIS

Method of Calculation / Assessment Numerator. Severe acute malnutrition death under 5 years
Denominator. Severe acute malnutrition inpatient separation under 5 years
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Means of Verification Service Registers

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Lower percentage indicates few children died due to Severe anateutrition

Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Severe acute malnutritiofSAM)death under 5 yearfindicator to be reported under
programme 4 & 5]

Definition Death in child under 5 years with severeute malnutrition (SAM)

Source of data DHIS

Method of Calculation / Assessment Count all deaths of children under 5 years that are duseteere acute malnutrition (SAM)

Means of Verification Service Registers

Assumptions None

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Reduced child mortalities

Indicator Responsibility Hospital CEOs and Director: MCWH

Indicator Title Death under 5 years against live birth rabedicator to be reported undetlistrict hospitals
SUbLIN2Z ANJ YYS YIFGSNYylLfs OKAfR 3 62YSyQa K¢

Definition Children under 5 years who died during their stay in the facility as a proportion of all live
births.

Source of data DHIS

Method of Calculation / Assessment Numerator: Death in facility under 5 years total
Denominator. Live births in facility

Means of Verification Service Registers

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower rate

Indicator Responsibility Director: MCWHY/District Directors/Hospital CEOs

Indicator Title Death in facility under 5 years

Definition Children under 5 years who died during their stay in the facilltydicator to be reported in
regional, tertiary & central hospitals].

Source of data DHIS

Method of Calculation / Assessment Death in facility @ days + Death in facility28 days + Death in facility 29 day$1 months +
Death in facility 159 months[Death in facility under 5 years total]

Means of Verification Service Registers
Assumptions Accurate recording anceporting
Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)
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Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower rate

Indicator Responsibility Director: MCWHY/District Directors/Hospital CEOs

Indicator Title Cervical cancer screenifigdicator to be reported idistrict,regional, tertiary & central
hospitals].

Definition Number of cervical screenings done

Source of data DHIS

Method of Calculation / Assessment Count all cervical cancer screenings done.

Means of Verification Service Register

Assumptions N/A

Disaggregation of Beneficiaries Women

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Higher number indicates improved access to cervical casawices

Indicator Responsibility Director: MCWH, Hospital CEOs & District Directors

Indicator Title Maternal deaths in facility

Definition Maternal death is death occurring during pregnancy, childbirth and the puerperium of a

woman while pregnant or within 42 days of termination of pregnancy, irrespective of the
duration and site of pregnancy and irrespective of the cause of death (obstetlioon
obstetric).[Indicator to be reportedh allhospitals.

Source of data DHIS

Method of Calculation / Assessment SUM maternal death in facility [regional, tertiary & central hospitals]

Means of Verification Maternal death registeDelivery Register and DHIS

Assumptions Data quality

Disaggregation of Beneficiaries Women

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Lower maternal mortality in facilities indicate on better obstetric management practices al
antenatal care

Indicator Responsibility Director: MCWH, Hospital CEOs & District Directors

Indicator Title HIV positive 124 years (excl ANC) rate

Definition Adolescents and youth 15 to 24 years who tested HIV positive as a proportion of childrer
were tested for HIV in this age group

Source of data TIER.Net OHIS

Method of Calculation / Assessment Numerator: HIV positive 1824 years (excl ANC)
Denominator:HIV test 1524 years (excl ANC)

Means of Verification Service Registers

Assumptions Quality of data reported

Disaggregation of Beneficiaries Youth

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower rate of youth testing positive for HIV
Indicator Responsibility Chief Director: Health Programmes



Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility
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ART adult remain in care rate [12 months]

ART adult remain in cargtotal as a proportion of ART adult start minus cumulative transfe
out.

ART Register; TIER.Net, DHIS

Numerator: ART adult remain in cargotal

Denominator: ART adult start minus cumulative transfer out

Service Register

Accuracy in recording and reporting

N/A

N/A

Non-cumulative

Quarterly

Retaining more patients on ART
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

ART child remain in care rate [12 months]

ART child remain in cargtotal as a proportion of ART child start mireismulative transfer
out.

TIER.Net & DHIS

Numerator: ART child remain in caréotal

Denominator: ART child start minus cumulative transfer out

Service Registers

Accuracy in recording and reporting

N/A

N/A

Non-cumulative

Quarterly

Retaining more patients oART
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

ART adult viral load suppressed rateelow 50[12 months]

ART Adult viral load under 50 as a proportion of ART Adulle@dldone.
ART Register, TIER.Net & DHIS

Numerator. ART adult viral load under 50

Denominator: ART adult viral load done

Service Register

Data accuracy

N/A

N/A

Non-cumulative

Quarterly

More clientsto be virally suppressed
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

ART child viral load suppressed rateelow 50 [12 months]

ART child viral load under 50 as a proportion of ART child viral load done.
TIER.Net & DHIS

Numerator: ART child viral load under 50

Denominator: ART child viral load done

Service Registers

Data accuracy
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Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance More clientsto be virally suppressed
Indicator Responsibility Chief Director: Health Programmes
Indicator Title ART death rate

Definition ART cumulative deattitotal as a proportion of ART start minus cumulative transfer out.
Source of data TIER.Net & DHIS

Method of Calculation / Assessment Numerator. ART cumulative deatttotal
Denominator:ART start minus cumulative transfer out

Means of Verification Service Registers

Assumptions Quality of data reported

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Lower rate of ART deaths

Indicator Responsibility Chief Director: Health Programmes

Indicator Title DSTB treatment start 5 years and older rate

Definition Proportion of DSIB client 5 years and older started onTEtreatment out of those
bacteriologically confirmed and clinically diagnosed

Source of data TIER.Net & DHIS

Method of Calculation / Assessment Numerator: DSTB treatment start 5 years and older
Denominator: Sum of DS B clinically diagnosed and-DBbacteriologically confirmed 5 year:

and older

Means of Verification Service Registers

Assumptions Accuracy dependent on quality of data from reporting facility

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher percentage indicates better treatment access

Indicator Responsibility Chief Director: Health Programmes

Indicator Title All DSTB client lost tdollow up rate

Definition ALL TB clients who started dragsceptible tuberculosis (BI®) treatment and who were
subsequently lost to followap as a proportion of all those who started DS TB treatment

Source of data TIER.Net & DHIS

Method of Calculation / Assessment Numerator: All DSTB client loss to followp
Denominator:All DS TB treatment start

Means of Verification Service Registers

Assumptions Accuracy dependent on quality of data from reporting facility
Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly



Desired performance

Indicator Responsibility
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Lower levels of interruption reflect improved case holdiwdijch is important for facilitating
successful TB treatment
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

All DSTB client treatment success rate

ALL TB clients who started dragsceptibleuberculosis (DI B) treatment and subsequently
successfully completed treatment as a proportion of ALL those who started DS TB treatrr
TIER.Net & DHIS

Numerator: All TB cliensuccessfully completed treatment

Denominator: All DS TB treatment start

Service Registers

Accuracy dependent on quality of data from reporting facility

N/A

N/A

Non-cumulative

Quarterly

Higher percentage suggests better treatment success rate.
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

TB Rifampicin resistant/multidrug resistant successfully completed treatment

TB Rifampicin Resistant/Multidrug Resistant clients successfully completgthent as a
proportion of TB Rifampicin Resistant/Multidrug Resistant clients started on treatment
EDR.Net

Numerator. TB Rifampicin resistant/Multidrug Resistant successfully comptetatiment
Denominator: TB Rifampicin Resistant/Multidrug Resistant client started on treatment
Service Registers

Accuracy dependent on quality of data from reporting facility

N/A

N/A

Non-cumulative

Quarterly

Higher percentage suggests better treatment success rate.
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

TB Rifampicin resistant /multidrugresistant lost to follow up rate

TB Rifampicin Resistant/Multidrug Resistant clients loss to faljpws goroportion of TB
Rifampicin Resistant/Multidrug Resistant clients started on treatment

EDR.Net

Numerator: TB rifampicin resistant /multidrug resistant client loss to follow up
Denominator: TBRifampicin Resistant/Multidrug Resistant client started on treatment
Service Registers

Accuracy dependent on quality of data from reporting facility

N/A

N/A

Norncumulative

Quarterly

Lower percentage indicates better treatment adherence
Chief Director: Health Programmes

Indicator Title

TB PreXDR treatment success rate




Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility
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TB PreXDR clients successfully completed treatment as a proportion of FRIFReclients
started on treatment

EDR.Net

Numerator: TB PreXDR client who successfully completed treatment
Denominator: TB preXDR Client started on treatment

Service Registers

Accuracydependent on quality of data from reporting facility

N/A

N/A

Non-cumulative

Quarterly

Higher percentage suggests better treatment success rate
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means ofVerification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

TB PreXDR loss to follow up rate

TB PrexXDR clients who are loss to follow up gg@portion of TB Pr&XDR clients started on
treatment.

EDR.Net

Numerator: TB PreXDR clients who are loss to follow up

Denominator: TB preXDR Client started on treatment

Service Registers

Accuracy dependent on quality of data from reporting facility

N/A

N/A

Non-cumulative

Quarterly

Lower percentage indicates better treatment adherence
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

All DSTB client death rate

ALL TBlients who started drugusceptible tuberculosis (BIB) treatment and subsequently
died as a proportion of all those who started DS TB treatment

TIER.Net & DHIS

Numerator: All DSTB client éath

Denominator:All DS TB treatment start

Service Registers

Accuracy dependent on quality of data from reporting facility

N/A

N/A

Non-cumulative

Annually

Lower levels of death desired
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Malaria case fatality rate

Deaths from malaria as a percentage of the number of cases reported
Malaria Information System, DHIS

Numerator. Malaria deatts reported

Denominator: Malaria case reported

Inpatient service registers

Accuracy dependent on quality of data from health facilities
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Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower percentage indicates a decreasing burden of malariaarig detection

Indicator Responsibility Manager: Communicable Diseases

SubProgramme?2a G SNY I £ ¥ / KAfR FyR 22YSyQa | SIf (K

Indicator Title IUCD uptake

Definition Intra Uterine Contraceptive Device (IUCD) inserted into a woman agé8 §8ars

Source of data DHIS

Method of Calculation / Assessment Count allUCD inserted

Means of Verification Service Registers

Assumptions Stocks will be available for accessibility

Disaggregation of Beneficiaries Youth and women

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Improved access

Indicator Responsibility Chief Director: Health Programmes
|

Indicator Title Cervical cancer screening coverage

Definition Cervical smears in women 30 years and older as a proportion of the female populatén 3!

years80% of these women should Isereened for cervical cancer every 10 years and 20%
must be screened every 3 years which should be included in the denominator because it
estimated that 20% of women 20 years and older are HIV positive

Source of data DHIS, (STATSSA)

Method of Calculation / Assessment Numerator: Cervical cancer screening done
Denomingor: [(80% women aged 380yrs/10) +(20% women aged 20 years and above /3]

Means of Verification PHC Comprehensive Tick Register

Assumptions There will be adequate medicabnsumables

Disaggregation of Beneficiaries Women

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher percentage of women screened éervical cancer

Indicator Responsibility Chief Director: Health Programmes

Indicator Title Deliveries 1614 years in facility

Definition Delivery where the mother is 104 years old. These deliveries are done in facilities under t
supervision of trained medical/nursing staff

Source of data DHIS

Method of Calculation / Assessment Count all deliveries of mothers 104 years that happened in facility

Means of Verification Service Registers

Assumptions None

Disaggregation of Beneficiaries Teenagers

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower number of teenage pregnancy



Indicator Responsibility

Pagel560f 180

Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Antenatal Btvisit before 20 weeks rate

Women who have a first visit before they are 20 weeks into their pregnancy as proportior
all antenatal #t visits.

DHIS

Numerator. Antenatal ®tvisit before 20 weeks

Denominator. Antenatal Btvisit - total

PHC Comprehensive Tick Register

More women will visitiealth facilities before 20 weeks

Women

N/A

Non-cumulative

Quarterly

Higher percentage woulihdicate improved coverage/uptake of ANC services
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Still birth in facility rate (per 1 000 births)

Infants born still as proportion of total infants bornhealth facilities
DHIS

Numerator: Still birth in facility

Denominator: Total births in facility

Service Registers

None

N/A

N/A

Non-cumulative

Quarterly

Lower still birth rate

Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Mother postnatal visit within 6 days rate

Mothers who received postnatal care within 6 days after delivery as proportion of deliveri
healthfacilities

DHIS

Numerator: Mother postnatal visit within 6 days after delivery

Denominator. Delivery in facility total

PHC Comprehensive Tick Register

More women will visit health facilities post delivery within 6 days

Women

N/A

Non-cumulative

Quarterly

Higher percentage of mother postnatal would mean increased uptake of postnatal service
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Neonatal death in facility ratgper 1 000 live births)

Infants 828 days who died during their stay in the facility p€¥0D live births in facility
DHIS

Numerator: neonatal deaths (under 28 days) in facility

Denominator:Live birth in facility




Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility
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Service Registers
Lower neonatal deaths
N/A

N/A

Non-cumulative

Quarterly

Lower neonatal death in facility would mean improved ANC care
Chief Director: Health Programmes

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Antenatal client start on ART rate

Antenatal clients who started on ART as a proportion of the total number of antenatal clie
who are HIV positive and npteviously on ART

DHIS

Numerator: Antenatal start on ART

Denominator: Antenatal known HIV positive but NOT on ARTatidit

PHC Comprehensive Tick Register

Good recording and record keeping

Pregnant women eligible for ART treatment

N/A

Non-cumulative

Quarterly

Initiating more eligible antenatal clients on ART
Chief Director: Health Programmes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means ofVerification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Infant PCR test positive around 6 months rate

Infant PCR tegiositivity around 6months among infants born to HIV positive mothers
DHIS

Numerator: Infant PCR test positive around 6 months

Denominator:live births to HIV positive mothers

PHC Comprehensive Tick Register

Good record keeping and reporting

Children around 6 months

N/A

Non-cumulative

Quarterly

Decrease in PCR test positive in infants around 6 months would mean sucpesseintion of
mother to childHIVtransmission programme

Chief Director: HealtRProgrammes

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

HIV test positive around 18 months rate

HIV test positive at 18 months as a proportion of the total deliveries
DHIS

Numerator: HIV test positivarround 18 months

Denominator:HIV tests done around 18 months

PHC Comprehensive Tick Register

Good record keeping and reporting

HIV positive children around 18 months

N/A

Noncumulative
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Reporting Cycle Quarterly

Desired performance Decrease in PCR test positive in infants around 6 months would mean sucgesgintion of
mother to childHIVtransmission programme

Indicator Responsibility Chief Director: Health Programmes

Indicator Title Immunisation under 1 yearoverage

Definition Children under 1 year who completed their primary course of immunisation as a proportic
population under 1 year

Source of data DHIS & STATSSA

Method of Calculation / Assessment Numerator: Immunised fully under 1 year new
Denominator: Population under 1 year

Means of Verification PHC Comprehensive Tick Register

Assumptions There will not be interruptions of stock outs

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Higher percentage would mean better immunisation coverage

Indicator Responsibility Chief Director: Health Programmes

Indicator Title Measles 2 dose 1 year coverage

Definition Children 1 year (12 months) who received measfési@se, as a proportion of the 1 year
population

Source of data DHIS & STATSSA

Method of Calculation / Assessment Numerator. Measles 2 dose
Denominator: Target population 1 year

Means of Verification PHC Comprehensive Tick Register

Assumptions There will not be interruptions of stock outs and accurate reporting
Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norrcumulative

Reporting Cycle Quarterly

Desired performance Higher percentage would mean better immunisation coverage
Indicator Responsibility Chief Director: Health Programmes

Indicator Title Maternal mortality in facility ratigper 100 000 live births)

Definition Maternal death is death occurring during pregnancy, childbirth and the puerperium of a

woman while pregnant or within 42 days of termination of pregnancy, irrespective of the
duration and site of pregnancy and irrespective of the cause of death (obstetlioon
obstetric) per 10 000 live births in facility

Source of data DHIS

Method of Calculation / Assessment Numerator: Maternal death in facility
Denominator: Live birtts known tofacility

Means ofVerification Maternal death register, Delivery Register and DHIS

Assumptions Data quality

Disaggregation of Beneficiaries Women

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Lower maternal mortality ratio in facilities indicatbetter obstetric management practices

and antenatal care



Indicator Responsibility
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Director: MCWH, Hospital CEOs & District Directors

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Vitamin A dose 189 months coverage

Children 1259 months who received Vitamin A 200,000 units, every six months as a
proportion of population 159 months

DHIS & STATSSA

Numerator. Vitamin A dose 159 months + COS Vitamin A dose5P2months
Denominator. Target population 159 months * 2

PHC Comprehensive Tick Register

Accurate recording and reporting

N/A

N/A

Non-cumulative

Quarterly

Higher percentage indicates more Vitamin A coverage
Chief Director: Health Programmes

SubProgramme: Disease Prevention and Control (DPC)

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Client 18- 44 years screened for hypertension

Client 1844 years, not diagnosed witlypertension, screened for hypertension in the facilit
DHIS

Count all clients 1844 years screened for hypertensionthe health facility.

PHC Comprehensive TRkgister

Accurate recording and reporting

N/A

N/A

Non-cumulative

Quarterly

Treatment accessibility to all eligible clients
Director: NorRCommunicable Diseases

Indicator Title
Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Client 45 years and older screened for hypertension

Client 45 years and older, ndiagnosed with hypertension, screened for hypertension in th
facility

DHIS

Count all clients > 45 years screened for hypertension in the health facility.
PHGcomprehensive Tick Register

Accurate recording and reporting

N/A

N/A

Norncumulative

Quarterly

Treatment accessibility to all eligible clients
Director: NonCommunicable Diseases

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification

Normal Haemoglobin Alc (HbAlc) test with result <7% rate

The number of diabeti®tf A Sy ia ¢AGK | 0! MmO NBadzZ Ga 27
clients with HbA1C test done

Laboratory registers

Numerator:¢ KS ydzYoSNJ 2F RAIFI0SGAO Ot ASyida oA
Denominator: Total diabetic clients with HbA1C test done

Laboratory registers
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Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Nornrcumulative

Reporting Cycle Quarterly

Desired performance Treatment accessibility and improved management of disease

Indicator Responsibility Director: NonCommunicable Diseases
|

Indicator Title Client 18- 44 years screened for diabetes

Definition Client 18- 44 years, not on treatment for diabetes, screened for diabetes in the facility.

Source of data DHIS

Method of Calculation / Assessment Count all 1844 years clients screened for diabetes in the health facility.

Means of Verification PHC comprehensive Tick Register

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Treatment accessibility to all eligible clients

Indicator Responsibility Director: NonCommunicable Diseases
|

Indicator Title Client 45 years and older screened for diabetes

Definition Client 45 years and older, not on treatment for diabetes, screened for diabetes in the faci

Source of data DHIS

Method of Calculation / Assessment Count all clients > 45 years screened for diabetes in the health facility.

Means of Verification PHC comprehensive Tick Register

Assumptions Accurate recording and reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Treatment accessibility to all eligible clients

Indicator Responsibility Director: NonCommunicable Diseases
|

Indicator Title PHC mental disorders treatment rate new

Definition Clients treated for the first time for mental disorders (depression, anxiety, dementia,

psychosis, mania, suicidggtempt, developmental disorders, behavioural disorders and
substance abuse/addiction disorders) as a proportion of total PHC headcount
Source of data DHIS
Method of Calculation / Assessment Numerator: PHC client treated for mental disordeysiew
Denominator;PHC headcounttotal

Means of Verification PHC comprehensive Tick Register
Assumptions None

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Improved access to mental health services
Indicator Responsibility Director: Mental Health Services
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Indicator Title Number of mental health care practitioners contracted

Definition Sum of almental health care practitionersontracted to attend to people with mental health
problems atPHC facilities.

Source of data Appointment letters

Method of Calculation / Assessment Count of all contractedhental health care practitionerat PHC facilities

Means of Verification Service reports

Assumptions Availability of funding anduitable candidates, and good record keeping

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where All districts

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Improved access to mental health services at Primary Health Care

Indicator Responsibility Director: Mental Health Services

|

Indicator Title Number of mental health clients seen by contractedntal health care practitionerat PHC
level

Definition Sum of all mental health clients seen by the contractezhtal health care practitionerim PHC
facilities.

Source of data Servicaegisters

Method of Calculation / Assessment Count all users seen by contracteetntal health care practitioneris PHC facilities.

Means of Verification Reports

Assumptions Referral of eligible clients and good record keeping

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where All districts

applicable)

Calculation type Cumulative yeaend

Reporting Cycle Quarterly

Desired performance Improved access to mental health services at Primary Health Care

Indicator Responsibility Director: Mental Health Services

Indicator Title Percentage of bspitalscompliant on 72hour mental health assessment

Definition Allhospitalsthat are compliant to 72hour mental health assessment, in line witbc8on (34)

of the Mental Health Act 2002, as a proportion of all identified hosppkaned for
compliance with 7zhour mental assessment

Source of data Project management information systems (PMIS)

Method of Calculation / Assessment Numerator: Numberof hospitalscompliant with requirements for ZAour mental health
assessment
Denominator: Number of plannedhospitalscompliant with 72hour mental assessment

Means of Verification Service reports

Assumptions Adequate funding for all identified facilities will be compliant

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where All districts

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Health facilities compliant to Mental Health Act

Indicator Responsibility Director: Mental Health Services

Indicator Title Percentage of functional mental health review boards

Definition Governance structures of Mental Health Review Boards that exercised functions in line w

Section 19 of thélental Health Act of 2002 during the reporting period, as a proportion to
planned Mental Health Review Boards
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Source of data Minutes of the Meetings & attendance registers
Method of Calculation / Assessment Numerator: Number of functional MentaHealth Review Boards
Denominator:Number of planned Mental Health Review Boards

Means of Verification Reports

Assumptions Record keeping

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annually

Desired performance Fully functional Mental Health Review Boards

Indicator Responsibility Director: Mental Health Services

Indicator Title Percentage medictegal cases attended to where cause of death remained unknown

Definition Percentage of medictegal autopsies performed where the cause of death could not be
confirmed

Source of data FPS Registers

Method of Calculation / Assessment Numerator: Number of medicdegal cases where the cause of death was not established ¢
an autopsy
Denominator: Total number of medicéegal autopsies performed

Means ofVerification FPS Registers

Assumptions Recording and data quality

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Lower percentage

Indicator Responsibility Director: Forensic Pathology Services

Indicator Title Percentage of autopsies performed within 5 working days

Definition Total number of all autopsies preformed within 5 workiays as a proportion of all autopsie
performed.

Source of data FPS Registers

Method of Calculation / Assessment Numerator: Autopsies preformed within 5 working days
Denominator:Number of all autopsies performed

Means of Verification FPRegisters

Assumptions Recording and data quality

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher number of autopsies to be performed within 5 days

Indicator Responsibility Director: Forensic Pathology Services

Indicator Title EMS P1 urban response underr@bhutes rate

Definition EMS P1 calls in urban locations with response times under 30 minutes as a proportion of
P1 urban responses.

Source of data DHIS

Method of Calculation / Assessment Numerator: EMS P1 urban response under 30 minutes
Denominator:EMS P1 urban responses

Means of Verification Service Registers

Assumptions Good record keeping and data accuracy



Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility
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N/A
N/A

Non-cumulative

Quarterly

Higher rate would implicate better response time in urban areas
Director: Emergency Medical Services

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

EMS P1 rural response under 60 minutes rate

EMS P1 calls in rural locations with response times under 60 minutes as a proportion of |
P1 ruralresponses.

DHIS

Numerator: EMS P1 rural response under 60 minutes

Denominator:EMS P1 rural responses

Service Registers

Good record keeping and data accuracy

N/A

N/A

Non-cumulative

Quarterly

Higher rate would implicate better response time in rural areas
Director: Emergency Medical Services

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of rostered obstetric ambulances

EMS rostered obstetric ambulances at designated delivery facilities.
Fleet management reports

Total number of rostered obstetric ambulances in the department
Service registers

Quality reporting and record keeping

N/A

N/A

Non-cumulative

Quarterly

Higher number of rostered obstetric ambulances would indi¢et#er response
Director: Emergency Medical Services

Indicator Title

Definition

Source of data

Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

EMS operational ambulance coverage

Number of all rostered ambulances per 10 000 people in the province.
Fleetmanagement reports

Numerator: EMS Operational Ambulances

Denominator: Total population in the province (*10 000)

Service registers

Good record keeping and data accuracy

N/A

N/A

Non-cumulative

Quarterly

Higher coverage of operational ambulances indicatisiency of EMS services
Director: Emergency Medical Services
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Indicator Title Number of new EMS stations established

Definition Sum of new EMS Stations established in the province.

Source of data DHIS Report

Method of Calculation / Assessment Count all new established EMS stations in the province.

Means of Verification Service Registers

Assumptions Quality reporting and record keeping

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Cumulative

Reporting Cycle Annually

Desired performance Increased number of EMS Stations

Indicator Responsibility Director: EMS
|

Indicator Title Number of rostered planned patient transpar¢hiclesoperational

Definition Rostered planned patient transport that is operational.

Source of data Fleet management reports

Method of Calculation / Assessment Count all operational rostered planned patient transport.

Means of Verification Service registers

Assumptions Good record keeping and data accuracy

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Adequate number could mean access to care from all levels of care.

Indicator Responsibility Director: Emergency Medical Services

Budget Programme 6: Health Sciences and Training

Indicator Title Number of graduating nurse students in the/@ar higher certificate in nursing programme

Definition Number of student nurses that have successfully complétgdar higher certificateursing
programme and graduate.

Source of data Finalyear results submitted to SANC

Method of Calculation / Assessment Count of all nursing students who completiir certificate in that category.

Means of Verification Qualification completiorcertificates

Assumptions Availability of funding and lecturers

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Annualy

Desired performance Higher number graduating

Indicator Responsibility Principal: Nursing College

|

Indicator Title Number of graduating nurse students in tBgear diploma general nursing programme

Definition Number of student nurses that have successfully compl8tgdar diploma general nursing
programme and graduate.

Source of data Finalyear results submitted to SANC

Method of Calculation / Assessment Count of all nursing students who completiéeir diploma in that category.

Means of Verification Qualification completion certificates

Assumptions Availability of funding and lecturers

Disaggregation of Beneficiaries N/A

(where applicable)



Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance
Indicator Responsibility
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N/A

Non-cumulative

Annualy

Higher number graduating
Principal: Nursing College

SubProgramme: Primary Health Care Training

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of doctors and nurses-sgkilled on ESMOE

Doctors and nurses that have undergone training on essential steps in the management
obstetric emergencies (ESMOE).

RTC training plan and schedule of training

Count of all doctors and nurses reskilled on essential steps in the management of obsteti
emergencies (ESMOE) during the reporting period.

Attendance Register and or certificateatfendance

Data depends on accurate recording and proper record keeping

N/A

N/A

Non-cumulative

Quarterly

Train more health professionals to reduce maternal and child mortality
Chief Director: Human Resource Development

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of nurses trained on NIMART

Professional nurses trained to initiallMART

RTC training plan and schedule of training

Count of all Professional Nurses trained to initiBli&ARTduring the reporting period.
Attendance register and or certificates of completion

Data quality depends on accurate recording and proper record keeping

N/A

N/A

Non-cumulative

Annually

Train more professional nurses to improve access to treatment
Chief Director: Human Resources Development

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of midwives trained on BANC Plus

Midwivestrained on BANC Plus

RTC training plan and schedule of training

Count of all Midwives trained on BANC Plus during the reporting period.
Attendance Register and or certificate of attendance

Data depends on accurate recording and proper record keeping

N/A

N/A

Non-cumulative

Quarterly

Train more health professionals to reduce maternal ahiid mortality
Chief Director: Human Resource Development

Indicator Title
Definition
Source of data

Number of HCW trained on Basic Life Support
Health Care Workers training on BLS
RTC training plan and scheduleraining



Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility
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Count of all midwives rekilled on Basic Life Support or Advanced Life Support during the
reporting period.

Attendance Register and or certificate of attendance

Data depends on accurate recording and proper record keeping

N/A

N/A

Non-cumulative

Quarterly

Improve skills to manage trauma

Chief Director: Human Resource Development

SubProgramme: Training Other
Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means ofVerification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of induction programmes implemented

Total number ofnduction programmes implemented to capacitate employees.
Skills Development induction programs plan and schedule of training

Count of all induction programmes implemented.

Implementation report

Availability of eligible inductees and trainers

N/A

N/A

Cumulative yeaend

Quarterly

Higher number of induction programmes

Chief Director: Human Resource Development

Indicator Title

Definition

Source of data

Method of Calculation / Assessment
Means ofVerification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Reporting Cycle

Desired performance

Indicator Responsibility

Number of managers trained on leadership and management programmes
Managers trained on Management and Leadership Programmes.

Workplace Skills Plan and training schedule

Count of all managers trained on Management and Leadership programmes
Attendance Register and or certificate of attendance

Data depends on accurate recording and proper record keeping

N/A

N/A

Non-cumulative

Annually

More maregers to be trained in Management and Leadership
Chief Director: Human Resource Development

SubProgramme: EMS Training Colleges

Indicator Title
Definition

Source of data
Method of Calculation / Assessment

Means of Verification
Assumptions

Disaggregation of Beneficiaries
(where applicable)

Spatial Transformation (where
applicable)

Calculation type

Percentage of EMC Higher Certificate students completingnimumtime

Higher Certificate studentsompletingin minimumtime (1 year) without repeating any
module as a proportion of all enrollédgher certificatestudents.

UJ Final Results Summary Sheet

Numerator: Number of EMC Higher Certificate students who completed all modules in
minimumtime

Denominator: Total number of EMC Higher Certificate studesrisolled for the first time
Academic records

Data depends on accurate recording and proper record keeping

N/A

N/A

Noncumulative
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Reporting Cycle Annually
Desired performance Higher percentage of students complegthe qualification on record time
Indicator Responsibility Director: HumarResource Development

Budget Programme 7: Health Care Support Services

Indicator Title Percentage availability clean linen in health facilities

Definition Clean linen delivered to health facilities as a percentagirof linen collected for washing at
the laundries

Source of data Linen Register

Method of Calculation / Assessment Numerator: Total number of clean linen items delivered to health facilities
[Linen includes bedding, towels, patient clothing and apparels of health professionals use
health facilities]
Denominator: Total number of dirty linen items collected from health facilities

Means of Verification Dispatched clean linen register

Assumptions Accuracy of data depends on the accurate counting of the dirty linen collected from healt
facilities and clean linen delivered at health facilities

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Ensuring that all the dirty linecollected by the laundry services from health facilities is
replaced with clean linen within the delivery cycle

Indicator Responsibility Chief Director: Health Programmes

Indicator Title Medicalorthotic devices issued rate

Definition The total number of medical orthotic devices issued to users as a proportion of medical
orthotic devices requested.

Source of data Patients Registration System

Method of Calculation / Assessment Numerator: Number of medical orthotic devices issued
Denominator:Number ofmedical orthotic devices requested

Means of Verification Orthotics and Prosthetics Audit reports

Assumptions Reliability of data fron©utreach Services

Disaggregation of Beneficiaries People with disabilities

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance Higher percentage wouldenote access to O&P services

Indicator Responsibility Chief Director: Health Programmes
.

Indicator Title Medical prosthetic devices issued rate

Definition The total number of medical prosthetic devices issued to users as a proportmedital

prosthetic devices prescribed / requested.
Source of data Patients Registration System

Method of Calculation / Assessment Numerator: Number of medical prosthetic devices issued
Denominator:Number of medical prosthetic devices prescribed / requested

Means of Verification Orthotics and Prosthetics Audit reports
Assumptions Reliability of data from Outreach Services
Disaggregation of Beneficiaries People withdisabilities

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly
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Desired performance Higher percentage would denote access to O&P services
Indicator Responsibility Chief Director: HealtRrogrammes

Indicator Title Percentage tracer drug availability

Definition Tracer drugs available in the medical depot

Source of data MEDSAS (Inventory Management system)

Method of Calculation / Assessment Numerator: Number of tracer drug stock items available
Denominator: Total number of tracer drug stock iterfrsumber reviewed and approved
guarterly by the PPTC and aligned to the PHC ideal clinic tracemhistiafines (As per ideal
clinic list and Formulary ligt)

Means of Verification Inventory management reports (Monthly Stock Status Reports)

Assumptions MEDSAS will always be available for reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Norncumulative

Reporting Cycle Quarterly

Desired performance Higher stock levels of tracer drug items

Indicator Responsibility Director: Pharmaceutical Services
|

Indicator Title Service level for normal orders

Definition Percentage of demands fulfilled as a proportion of demands received per ordering cycle.

Source of data SITA APP reports

Method of Calculation / Assessment Numerator. Number of demands (inclusive of both full order fulfilment and partial order, al
excluding cancelled orders) met per ordering cycle
Denominator: Total number of demands received per ordering cyd® days)

Means of Verification SITA reports

Assumptions MEDSAS and SITA APP reports will always be available for reporting

Disaggregation of Beneficiaries N/A

(where applicable)

Spatial Transformation (where N/A

applicable)

Calculation type Non-cumulative

Reporting Cycle Quarterly

Desired performance I AIKSNI LISNDOSyiGl3IS AYyRAOLFIGSE GKS aSRAOL
Indicator Responsibility Director: Pharmaceutical Services

Indicator Title Percentage of health facilities with completed capital infrastructure project

Definition Number of health facilities with completed capital infrastructure projects (i.e., practical

completion or equivalenachieved for projects categorised as new and replacement, upgre
and additions or rehabilitation, renovations, refurbishments) expressed as a percentage ¢
number of health facilities planned to have completed capital infrastructure projects.
Source of data Project management information Systems (PMIS)
Method of Calculation / Assessment Numerator. Total number of health facilities with completed capital infrastructure projects
i.e., Practical Completion Certificate (or equivalent) issued.
Denominator: Total number of health facilities planned to have completed capital
infrastructure projects i.e. Practical Completion Certificate (or equivalent) planned to be

issued.
Means of Verification Completion certificates or equivalent issued
Assumptions Good record keeping
Disaggregation of Beneficiaries N/A
(where applicable)
Spatial Transformation (where All districts
applicable)
Calculation type Norncumulative
Reporting Cycle Annually
Desired performance More health facilities to be in good condition to improve service delivery
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Indicator Responsibility

Chief Directorinfrastructure

Indicator Title

Percentage of facilities that have undergone maintenance

Definition

Percentage of existing health facilities that have undergone scheduled maintenance in
accordance with the infrastructure plan.

Source of data

Completion certificates

Method of Calculation / Assessment

Numerator: Total number of health facilities that have undergone maintenance

Denominator: Total number of health facilities planned for maintenance

Means of Verification

Scheduled maintenance project list

Assumptions

Reliability of information captured on project lists

Disaggregation of Beneficiaries N/A
(where applicable)
Spatial Transformation (where All districts

applicable)

Calculation type

Noncumulative

Reporting Cycle

Quarterly

Desired performance

More health facilities to be in good condition itmprove service delivery

Indicator Responsibility

Chief Director: Infrastructure
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ANNEXURES TO THE ANNUAL PERFORMANCE PLAN

ANNEXURE A: AMENDMENTS TO THE STRATEGIC PLAN

OFFIALSIGN-OF-OFANNEXUREA, REFECTINGTHEAMMBNDMENTSTO THE
5-YEARSTRATEGIBLAN 2024/25.

It is hereby certified that the amendments asindicated on Annexure A:

The changes in the Srategic Planare based on the need to align the planwith the current trends in performance,
budget cuts and’EC to align with the PEC guideline as issued bil&tienal Department of Health. The charmsge

are outlined below:

Page no.| Programme

Description from

Description to

64 5 Neonatal death in facility rate (per 1 000 live| Neonatal death in facility rate (per 1 000 live
births) [11] births) [18]

64 Death under 5 years against live birth rate | Death under 5 years against live birth rate
Rate per 1 000 live birtH45 per 1 00D [2.49

65 2 ART death ratgd<2% ART death ratg<3%

65 2 All C5TB client death rat9.6% All C&5TB client death rat@10%
Number of Districts with Quality Improvemen Indicator removed

66 2 monitoring andResponse Forums formsed
and convened quarterl{p]

66 2485 Patient safety incident (PSI) case closure rat{ Patient safety incident (PSI) case closure rg

' [100%] [89.3%]
66 2485 Patient Experience of Car@®EC3}atisfaction | Patient Experience of Ca(BEC3}atisfaction
' rate [85%] rate [80%)]

71 2 Ideal clinic status obtained raf@00%] Ideal clinic status obtained raf65%]

71 2,4, &5 | Idealhospital status obtained ratf 00%] Ideal hospital status obtained raf@8.1%]

71 2 Percentage availability of medicati¢®5%] Percentage availability of medicati¢®0%)]

72 1 Percentage own revenue collectdd00%] Percentage own revenue collectg82%]

72 3 EMS P1 urban response under 30 minutes r{ EMS P1 urban response under 30 minutes
[75%)] rate [65%]

74 8 Percentage of health facilities with complete( Percentage of health facilities with complete
capital infrastructure projectf90%] capital infrastructure projectf’0%]

The changes are aligned to the Free State Department of Health APPfor the MTEFperiod
2024/25 - 2026/27.




Mr. Mzonakele Fikizolo
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Signature:
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MEASURING OUR OUTCOMES

IMPACT STATEMENfe expectancy of théree State community improved to 62 years by 2024, and 65 years by 2030.

MTSF PRIORIBY

Outcome

Outcome Indicator

Baseline
(2018/19)

Education, Skills and Health

South Africa \

5-year

Provincial

R

5-year Fe

zile Dabi

Lejweleputswa

District Targets

Mangaung

Thabo

Xhariep

Target Target Mofutsanyana
2024/25) | BO18/19) 1 5504105

Maternal, Neonatal death in 12 per <10 per 16.8 per 18 per 18 per 18 per 18 per 18 per 18 per
Neonatal, facility rate 1000 1000 1000 1000 1000 1000 1000 1000 1000
Infant and (Rate per 1k) live births live births live births live births live births live births live births live births live births
Child Mortality | Death under 5

reduced years against live 3.2% 2.5% 2.3% 24% 2.4% 2.4% 2.4% 2.4% 2.4%

birth rate (%)

MTSF PRIORIBY
Outcome

Morbidity and
premature mortality
due to Communicable
diseases reduced

Outcome

Education, Skills and Health

South Africa

Provincial

District Targets

Indicator . 5-year . 5-year Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
Baseline Target Baseline Target Mofutsanyana
(2018/19) | (502425 (2018119) (50455
ARTdeaM | 115167 | 68302 | 25% <% <% <% <% <3% <%
All TB Client | 29513 deaths| 8510 o 0 0 0 0 0
death rate (2016) deaths 10.6% 10% 10% 10% 10% 1% 1%

MTSF PRIORIBY
Outcome

improved

Outcome
Indicator

Quality of healthservices| Patient Safety
in public health facilities

Incident (PSI)
case closure rate

Sou

Baseline
(2018/19)

th Africa

5-year
Target
(2024/25)

Education, Skills and Health

Baseline
(2018/19)

Provincial
5-year
Target

(2024/25)

District Targets

FezileDabi | Lejweleputswa | Mangaung Thabo Xhariep
Mofutsanyana
89.3% 89.3% 89.3% 89.3% 89.3%
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IMPACT STATEMENIniversalHealth Coverage for the Free State community progressively achieved (and all citizens protected from the
catastrophic financial impact of seeking health care by 2Q30)

MTSF PRIORIBY
Outcome

Education, Skills and Health

Outcome Indicator SouthAfrica Provincial District Targets

Baseline 5-year Baseline 5-year Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
Target Target Mofutsanyana
(2018/19) | 5004725y (2018119)  (5004/5)
Quality of health | Patient Experience of | - ., 85% 72.4% 80% 80% 80% 80% 80% 80%
services in public | Care satisfaction rate
health facilities ini
improved Ldb‘i::ncé'g'faf;atus 56% 100% 80.3% 95% 95% 95% 95% 95% 95%
|deal hospital status |~ New ; _ New 28.1% 28.1% 28.1% 28.1% 28.1% 28.1%
obtained rate indicator indicator
Ef;}‘igﬁig‘;g‘éa"ab"'ty - . 95.4% 90% 90% 90% 90% 90% 90%

Education, Skills and Health
South Afrlca

MTSF PRIORITY 3
Outcome

Outcome _ Provincial District Targets

Indicator 5-year 5-year Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
2ol Target el Target Mofutsanyana
(2018/19) (2024/25) (2018/19) | (2024/25)
Package of services | EMS P1 | EMS P1 urban
available to the response
population expanded| times under New
with priority given to | 30 minutes - - _— 65% 65% 65% 65% 65% 65%
. indicator
equity and most rate
costeffective
services

MTSF PRIORIBY
Outcome

Improvedfinancial
management and
sustainability

Outcome
Indicator

Education, Skills and Health

South Africa \

Baseline

(2018/19)

Percentage
own revenue
collected

5-year
Target
(2024/25)

Provincial

Baseline
(2018/19)

New
indicator

5-year
Target
(2024/25)

District Targets

Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
Mofutsanyana
92% 92% 92% 92% 92%
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MTSF PRIORITY 3 Education, Skills and Health
Outcome Qutcome South Africa Provincial District Targets
Indicator . 5-year 5-year Fezile Dabi | Lejweleputswa | Mangaung Thabo Xhariep
Baseline
(2018/19) Target Target Mofutsanyana
(2024/25) (2024/25)

Baseline
(2018/19)

Infrastructure
maintained and
backlog reduced

Percentage of health
facilities with
completed capital
infrastructure projects

Technical Indicator Description (TID) for Strategic Plan

Indicator Title Definition Source of | Method of Calculation / Assumptions| Disaggregation of| Spatial Desired Indicator
data Assessment Beneficiaries Transformation | performance Responsibility
(where applicable| (where applicable
Neonatal death in | Infant©-28 days who died DHIS and | NumeratoNeonatal deaths | Lower N/A N/A Loweneonatal MCWH/Distric
facility rate (per 1 0( during their stay in the facilitf Service (under 28 days) in facility neonatal death in facility Directors/Hosf
live births) per 1000 live births in facility Registers | Denominatdrive births in deaths would mean tal CEOs
facility improved ANC cal
Death under 5 yearg Children under 5 years who| DHIS and | NumeratoPeath in facility Accurate Children N/A Lower rate MCWH)/Distric
against live birth rat{ died during their stay in the | Service under 5 years total recording and Directors/Hosy
facility as a proportion of all| Registers | Denominatdrive births in reporting tal CEOs
births facility
ART death rate ART cumulative déeatbtal as| TIER.Net & | NumeratoART cumulative | Quality of dafj N/A N/A Lower rate of AR Chief Director:
aproportion of ART start miri DHIS, death total reported deaths Health
cumulative transfer out Service DenominatokRT start minus Programmes
Registers | cumulative transfer out
All DSTB client deatlf ALL TB clients who started | TIER.Net & | NumeratoAll DSTB client Accuracy N/A N/A Lower levels of | Chief Director:
rate drugsusceptible tuberculosiq DHIS, death dependent or death desired Health
(DSTB) treatment and Service Denominatoill DS TB quality of dat Programmes
subsequently died as a Registers | treatment start from reportin
proportion of all those who facility
started DS TB treatment
Patient Safety Incid¢ PatienSafety Incident (PSI) | Ideal Facility NumeratoPatient Safety Data accurac| N/A N/A Higher rate will Hospital CEOg
case closure rate case closed in the reporting| Health Incident (PSI) case closed indicate improved
month as a proportion of Pa| Software DenominatdPatient Safety quality of care
Safety Incident (PSI) cases Incident (PSI) case reported
reported in the reporting mo
Patient experience ¢ Total number of Satisfied PEC DHIS | NumeratoPatient experience Data accurac| N/A N/A Higher percentag¢ Chief Director:
care satisfaction rat{ responses as a proportion o Model of care survey satisfied could indicate goq DHS and
responses from Patient responses quality of care District
Experience of Care survey Directors/
questionnaires. [This indicat Hospitals CEQ
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facilities with
completed capital

infrastructure projec

completed capital infrastruct
projects (i.e., practical
completion or equivalent
achieved for projects
categorised as new and
replacement, upgrade and
additions or rehabilitation,
renovations, refurbishments
expressedsaa percentage of
the number of health facilitie

managemer|
information
systems
(PMIS)

health facilities with complet
capital infrastructure project;
i.e., Practical Completion
Certificate (or equivalent)
issued.

Denominatofotal number of
health facilities planned to h
completed capital infrastruct
projects i.e., Practical

Completion Certificate (or

keeping

facilities to be in
good condition to
improve service
delivery

Indicator Title Definition Source of | Method of Calculation / Assumptions| Disaggregation of| Spatial Desired Indicator
data Assessment Beneficiaries Transformation performance Responsibility
(where applicable| (where applicable
reported in PHC, district, DenominatdPatient
regional, tertiary & central experience of care survey td
hospitals]. responses
Ideal clinic status Fixed PHC healdilities that| Ideal Facility NumeratorfFixed PHC health| Accurate N/A N/A Higher Ideal clinig Chief Director:
obtained rate obtained Ideal Clinic status | Health facilities have obtained Idea| reporting status rates DHS
(silver, gold, platinum) as a | Software Clinic status, as determined obtained
proportion of fixed PHC clini PPTICRM (PRs) or Peer
and CHCs and or CDCs Reviews Updates (PRUSs)
DenominatoFixed PHC
clinics or fixed CHCs and or
CDCs
Ideal hospital status| Proportion of pulii@spitals | Ideal Facility Numeratortdospitals that Recording N/A N/A Higher Ideal Clinical Cluste
obtained rate that have obtained ideal hos Health obtained Ideal Hospital staty keeping hospitadtatus and Quality
status Software DenominatdFotal number of rates obtained Assurance
hospitals (Public Hospitals) Managers
Percentage availabil| The extent of availability of | Inventory NumeratoNumber of items d Accurate N/A N/A Maintain sufficien{ Director:
of medication tracer medicines against the managemer| tracer medication available | reporting stock levels Pharmaceutica
total number of items of reports Denominatorhe total numbe Services
approved tracer medication | (Monthly of items of approved tracer
(approved tracer list is revie| Stock Statug medication (approved tracer
quarterly). Reports) is reviewed quarterly)
EMS P1 urban EMS P1 calls in urban locat|{ DHIS NumeratoEMS P1 urban Good record | N/A N/A Higher rate would| Director:
response under 30 | with response times under 3 response under 30 minutes | keeping and implicate better | Emergency
minutes rate minutes as a proportion of E DenominatdMS P1 urban | data accurac response time in | Medical
P1 urban responses. responses urban areas Services
Percentage own Revenue collected from all | Revenue NumeratoAmount of own There will be| N/A N/A Collection of 1009 Chief Financial
revenue collected | potential sources against collection revenue collected compliance of forecasted own Officer
forecasted revenue databases | Denominatdforecasted own revenue
(electronic g revenue
manual)
Percentage of healtf Number of health facilities w Project Numeratoiotal number of | Good record | N/A All districts More health Chief Director:

Infrastructure
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planned to have completed equivalent) planned to be
capital infrastructure project; issued.




ANNEXURE B: CONDITIONAL GRANTS

Name of
Grant
Comprehensive
HIV AIDS Grant

Component

Purpose

To enable the health sector to
develop an effective response to HI
and AIDS including universal acces
to HIV Counselling and Testing.

To support the implementation of
the National operational plan for
comprehensive HIV and AIDS
treatment and care.

To subsidize hpart funding for the
antiretroviral treatment plan.

People living with HIV are tested,
initiated on treatment, and retained on
care:

Outputs

255 public health facilities offering
ART Services maintained.

25 026 ART client naive started AR’
during month

Number of patients on ART remaini
in care increased to 353 770

1 700 Antenatal Care (ANC) clients
be initiated on lifelong ART.

17 133 HIV positive patients started
on TPT.

932 professional nurses trained on
HIV/AIDS, STls, TB and chronic
diseases.

17 244 treated for Male Urethritis
Syndrome New episode.

HIV incidences reduced:

48 975 450 male condoms
distributed.

490 000 female condoms distributed
Maintain number oHigh
Transmission Areas (HTA)
intervention sites at 100.

7 200 babies Polymerase Chain
Reaction (PCR) tested at around 10
weeks.

646 918 clients preéest counselled
on HIV testing (including Antenatal).
646 918 HIV tests done.

16 639 Clients started on Pce
Exposure Prophylaxis.

1 740 sexual assault cases offered
ARV prophylaxis.

35 health facilities maintained to
offer MMC services.

20 000 Medical Male Circumcisions
performed.

530 active Lay Counsellors on
stipends.

150 doctors to be trained on
HIV/AIDS, STis, TB and chronic
diseases.

1 172non-professionals trained on
HIV & AIDS, TB and STIs and other
chronic diseases.

150 professional nurses trained on

IMCI.

Current Annual

Budget (R)
1479 429 000

Period of
Grant
2024/2025




Name of
Grant
Community
QOutreach
Services Grant
Component

Purpose

To enable the health sector to
develop andmplement an effective
response to HIV and AIDS and
Tuberculosis; to fund Community
Outreach Services; prevention and
protection of health workers of
exposure to hazards in the
workplace.

Outputs

Number of functional WBPHCOTSs
increased to 185.

Number of active Community Health
Workers receiving stipends increase
to 2485

Increased number of COS under 5
years seen.

Increased number of COS 5 years 4
older seen.

An increased number of pregnant
women traced by CHWs.

Number of ART defaulters traced by,
Community Health Workers
increased, 24 738

Number of TB defaulters traced by
Community Health Workers
increased, 930
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Current Annual
Budget (R)
148492000

Period of
Grant
2024/2025

Expanded
Public Works
Programme
(EPWP) Social
Sector Incentive
Grant

To incentive provincial social sector
departments identified in EPWP
Social Sector Plan to increase work
opportunities by focusing on the
strengthening and expansion of
social service programme that have
employment potential.

193 full time equivalents (FTES)
funded through this grant.

A minimum of 147 people employed
and receiving income through the
EPWP grant.

A minimum average duration of 200
person days for work opportunities
created.

A minimum of 18®@00 beneficiaries
to whom services are rendered.

8 130000

2024/2025

TB Grant
Component

To combat HIV & AIDS and reduce
the burden of disease due to TB.

Number of TB contacts initiated on
TB preventative treatment (Under 5
years and 5 years and older
combined)increased.

Number of patients tested for TB
using TENucleic Acid Amplification
Test (TBNAAT) increased to 84 000
DSTB treatment start 5 years and
older rate increased to 92%.

DS-TB treatment start under 5 years
rate increased to 92%.

Conduct 3000 uLAM tests for eligiblg
clients.

Rifampicin resistant/multtrug
resistant TB confirmed treatment
start rate increased to 80%.

32 977 000

2024/2025

Mental Health
Grant

To expand the mental health care
service benefits through the
strategic purchasing of services froi
healthcare providers.

Health care professionals contracted
Reduction of the backlog for Forens
Mental evaluations and ensure
treatment for State patients waiting
in correctional centres.

All eligible people with mental health
problems seen by contracted
Psychologist or Registered

Counsellors at PHC level.

8441 000

2024/2025




Name of
Grant
Final Human
Papillomavirus
(HPV) Grant

Purpose

To enable the health sector to
prevent cervical cancer by making
available HPV vaccinations for
eligible girls irand-out of schools
and progressive integration of HPV
grant into the integrated school
health programme (ISHP).

Social mobilization of community or,
benefits of HPV for prevention of
cervical cancer.

Outputs

90 percent of eligible girls ar
vaccinated with at least one dose
HPV vaccine, iand-out of schools.
90 percent of schools reached by t
HPV vaccination teams.
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Current Annual
Budget (R)
14 461 000.00

Period of
Grant
2024/2025

Revitalisation
Grant

refurbishment, maintenance and
construction of new facilities.

compliant with standards and
regulations.

Improved health facilities fit for
purpose as per the infrastructure

plan.

National To enable provinces to plan, Number of National Central an{ 1283719000 | 2024/2025
Tertiary modernize, rationalize and Tertiary hospitals providing
Services Grant transform the tertiary hospital components of Tertiary service

service delivery platform. maintained.

Ensure provision of tertiary health

services in South Africa.

To compensate tertiarfacilities for

the additional costs associated wit

provision of these services.
Statutory HR To appointstatutory positions in the 70 Medical Officers [interns] o 123 063 000 2024/2025
Component health sector for systematic statutory posts will be funded from

realization of human resources for this grant.

health strategy and phaseid of

National Health Insurance.

Support provinces to fund service

costs associated with clinical trainin

and supervision of health science

trainees on the public service

platform.
Training To appoint statutory positions in the Increased number of registrar 161 208 000 2024/2025
Component health sector for systematic appointed

realization of human resources for

health strategy and phaseid of

National Health Insurance

Support provinces to fund service

costs associated with clinical trainin

and supervision of health science

trainees on the public service

platform.
Health Facility Infrastructure funding for upgrades, Increased number of health facilities 694 351 000 | 2024/2025

ANNEXURE C: CONSOLIDATED INDIC frhédepartment does not currently have any

consolidatedndicators].
Output indicator

Institution

Annual target

Data source




ANNEXURE D: DISTRICT DEVELOPWIENHEL
AREAS OF

INTERVENTION

Project description

Budget allocation
ow Wnnno

MEDIUM TERM (3 YEARBITEF)

DistrictMunicipality

Location: GPS coordinates

Project leader

Social partners

Water Refurbishment, Installation and | 5 000 Various PH@&cilities | -32.7665942857, 27.3861871429 Chief Director: | All
Replacement of Water Tanks (in¢ in Lejweleputswa, -29.7652336, 25.4314963 Infrastructure | Municipalities
Jojo tanks, connections, borehole Xhariep [2], Thabo -28.5201082, 28.8207591 Management
and water treatment/purification Mofutsanyana [2], -28.55089328.827064
plants) Mangaung Metro [4] | -29.2330556, 26.7330556
-29.254536, 26.731906
-29.1870286667, 26.2426976364
29°35'07.0"S 26°40'07.9"E
Electricity 0 Service, repairs, maintenance | 34 177 Various PHC facilities | -29.234/26.677 Chief Director: | All
and replacement of electrical in Lejweleputswa [2], | -29.194 / 26.823 Infrastructure | Municipalities
installation, including Xhariep [3], Thabo -29.100/ 26.979 Management

reticulation and standby power
supply equipment.

o Installation at various public
health facilities.

Mofutsanyana [4],
Mangaung Metro [5]

-29.168 / 26.796
-29.139/26.217
-27.953/27.362
-28.536/28.799
-28.910/27.571
-27.636/27.146
-29.204/26.835



https://www.google.com/maps/place/-29.1870286667,26.2426976364

